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EXECUTIVE SUMMARY
 

Almost two years after the Africa Child Survival Initiative --Combatting Childhood Communi
cable Diseases (ACSI-CCCD) Project ended in Lesotho, a team of three public health professionals 
returned to conduct a sustainability asessment of the project- In collaboration with the Ministry of 
Health, the Private Health Association of Lesotho, the World Health Organization (WHO), and 
UNICEF, the team completed a two-week assessment to determine the degree to which ACSI-CCCD 
Project activities and benefits were continuing, following the June 1991 project assistance comple
tion date (PACD). 

The ACSI-CCCD Project in Lesotho sought in selected ways to improve the performance of 
the Ministry of Heal.h's (MOH) primary health care service delivery system, namely, the MOH's 
Expanded Programme on Immunization (EPI), Control of Diarrheal Diseases (CDD) Program, and 
Acute Respiratory Infection (ARI) Control Program. Consequently, it isnot feasible to separate an 
assessment of the ACSI-CCCD Project in terms of sustainability from a sustainability assessment 
of these Ministry of Health programs which provided the institutional context in which the ACSI-
CCCD Project operated. 

The ACSI-CCCD Project worked in close association with two additional USAID health 
projects, HEALTHCOM and MEDEX. The three related projects had an overall budget of about US 
$5.3 million. In addition, there were activities in each of the ACSI-CCCD Project technical 
intervention and support strategy components that were funded by other donors including UNICEF, 
WHO, and the World Bank. All of this simultaneous activity complicates the task of independently 
assessing the net impact and sustainability of the ACSI-CCCD Project itself. 

1. 	 The public sector health economy in Lesotho has been in decline in the years since the 
completion of the ACSI-CCCD Project. In terms of real per capita expenditures for health 
care, the public sector has lost considerable ground during this period. Part of the decline has 
resulted from a Structural Adjustment Program sponsored by the IMF and started by the 
Government of Lesotho in 1988, followed by a three-year Enhanced Structural Adjustment 
Program in 1991. In assessing the prospects for sustainability of Lesotho's health projects, 
from the standpoint of resources availability, it isunlikely that substantial increases will take 
place in the Government of Lesotho's (GOL) rate of real recurrent expenditure per capita for 
health in the years immediately ahead. 

2. 	 In 1988, foreign aid per capita for Lesotho was the third highest among the low-income 
countries of the world, and this high rate of development assistance has continued in 
subsequent years. The health-services sector has been no exception to this generous inflow 
ofexternal resources. Virtually all capital expenditures in health are donor financed. A recent 
study found that as of 1989, 52 percent of the operating costs of the EPI and 56 percent of 
the operating costs of the CDD program were met by donors. With so many substantial donors 
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coming and going, during and after the ACSI-CCCD Life of Project (LOP), it is difficult to 
identify, and subsequently assess, the sustainability of strictly ACSI-CCCD supported 
activities and benefits. 

3. 	 The GOIJMOH have for decades implemented a system of charges for services provided by 
government facilities. Revenue from these fees has provided a fluctuating but modest share 
of financing for recurrent health expenditures. At present, revenue from user charges to 
government facilities represents about 11 percent of total operating expenditure for the MOH 
system. Substantial increases in the rate of cost recovery by the MOH's long-standing user
charge scheme could seriously strengthen the prospects for sustainability of health project 
activities and benefits. 

4. 	 The question of affordability is cenral to an analysis of the sustainability of health project 
activities and benefits in Lesotho. With respect to the ACSI-CCCD Project, the question is 
whether the government can afford to support child survival activities at the same scale and 
in the same configuration as the ACSI-CCCD Project undertook during its life. Nonetheless, 
numbers can provide some perspective. For example, for a representative recent year, the 
cost of the EPI, assuming 100 percent coverage, would be about 7.5 percent of total public
sector recurrent expenditures for health. The cost of such a program wouid rcpresent a"bout 
66 percent of the resources available for primary health care programs and activities. 

5. 	 In recent years, skilled health (and other) workers have been leaving Lesotho in large numbers 
for better paying positions elsewhere, especially in South Africa. Virtually every MOH 
official the team met emphasized the extreme negative impact that this loss ofskilled workers 
is having on health programs and facilities, including the continuation of ACSI-CCCD 
Project activities and benefits. 

6. 	 The ARI control program, initiated in Lesotho with ACSI-CCCD Pioject support, reflects 
considerable planning and effort.; the training manuals are well developed with competency
based learning objectives and an emphasis on participatory learning strategies. Phase I of the 
ARI programn was completed successfully and reflected careful planning at all levels. The 
ARI program focused on training nurses in the management ofrespiratory diseases, including 
diagnosing the differences between minor respiratory infections and pneumonia. Teaching 
mothers to bring their children for treatment in a timely manner is an important compoiient 
of training as well. Thus far, little attention has been given to including community health 
workers and traditional healers in the ARI program activities: however, the potential for 
expanding services at this level is recognized and can be developed. 

7. 	 Major project achievements have included increased immunization coverage rates, expanded 
oral rehydration therapy services, and the design and implementation of an acute respiratory 
infection control program. Key to the sustainability of the programmatic achievements is 
adequate support for training and health education. Health education is viewed as a very 
important element in primary health care. Many of the program successes were attributable 
to increased awareness among health personnel as well as consumers. Increased immuniza 
tion coverage and an increase in the use of ORS contributed measurably to a decrease in 
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morbidity and mortality. Despite the considerable input and assistance of HEALTHCOM, 
health education at the community level is limited in scope. The Health Education Division 
(HED) should develop a comprehensive long-term plan for health education in order to 
maintain demand and program achievements. 

8. 	 Maintaining adequate training of personnel at all levels remains a major challenge in the EPI, 
CDD, and ARI programs. While very good training materials have been developed for these 
programs, there is a need to continuously review and update all training curricula. The ACSI-
CCCD Project strongly supported MOH training, and the absence of ACSI-CCCD is cited 
consistently by MOH officials as having created a serious gap in personnel training. This gap 
has not been filled to date. 

9. 	 Continuing education is a critical component of sustainable service delivery programs, and 
efforts are under way to strengthen the in-service training for personnel at all levels. While 
a decentralized training plan was designed to support programmatic interventions, there have 
been serious impediments to implementing continuing education at all levels. The attrition 
rate as well as limitations in supervision and transportation have created some serious voids 
in the continuing education program. In addition, the series of in-service training for HSA 
level trainers that was akey element in ACSI-CCCD Project supported activities has not been 
maintained as planned. 

10. 	 The ACSI-CCCD Project recognized the importance of health education related to EPI, 
CDD, and ARI for the primary schools and developed and distributed teaching models in EPI 
and ORT through the Ministry of Education. There has only been limited follow-up, and as 
yet there is no plan to educate the primary school teachers in the basic concepts related to 
primary health care. 

11. 	 The Community Health Worker program is key to the delivery ofprimary health care services 
throughout Lesotho. Community Health Workers are trained in very basic health education 
at the village level, and their activities vary from one health service area to another. The 
training and follow-up of CHWs is the responsibility of the HSA personnel; however, due 
to high attrition and shortage ofpersonnel, training and continuing education efforts directed 
at CHWs are sporadic and not systematically executed. 
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Key Recommendations 

1. 	 As the ARI program expands, pre-service training should be a priority. Curricula should be 
developed for the nursing schools and the National Health Training Center. Technical 
assistance should be provided for the development of curricula for this level of nursing 
education. 

2. 	 The ARI program training materials are well developed and can serve as a prototype for other 
countries. Particularly noteworthy is the utilization ofcompetency-based learning activities 
and careful follow-up and supervision. Training should combine both didactic and partici 
patory methodologies with clearly defined evaluation measures to assess skill building 
components. Continuous review and revision of training models should be considered an 
integral part of the program. 

3. 	 The AIU program has had problems in supervising clinics and hospital staff largely due to 
lack of sufficient transportation and personnel. Supervisory visits for monitoring and 
continuing education should be considered a vital and integral part ofthe program. Emphasis 
should continue with the training and supervision of first level health care workers (nurse 
clinicians and nurse assistants in health centers and nursing sisters in hospitals) who will, in 
turn, train other levels including Community Health Workers. 

4. 	 Intensive technical assistance in teaching learning methodology should be offered on an or 
going basis to the national ARI manager. Attention should be given to case studies, patient 
education (education of mothers), and continuous skill building for further assessment. The 
ARI Manager is highly skilled and is responsible for moving the program forward, and would 
be receptive to technical assistance designed to strengthen the essential core training program. 

5. 	 Technical assistance should be sought to integrate health education into primary school 
curricula. Additionally, in-Service education should be provided to teachers to cover basic 
information relevant to ARI, EPI, and CDD in the nation's schools. 

6. 	 Assessments should be conducted of the efficacy and utilization of the training and other 
materials developed through the ACSI-CCCD Project. 

7. 	 The Ministry of Health should attempt to increase the demand for and use of program- related 
data by national and HSA-level managers. National and HSA-level meetings among 
managers may be useful in assisting managers to identify their routine information needs and 
in developing mechanisms to ensure that data are available as needed. 
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Additional Recommendations Specific to Sustainability Strategy 

8. 	 The ACSI-CCCD sustainability strategy should be amended by the explicit inclusion of an 
affordability objective stated as follows: 

Objective IA: Perceived Affordability 

If project activities and benefits are perceived as affordable by government officials in the 
Ministries ofHealth and Finance, for instance, then it is more likely that these activities and 
benefits will be continued when donor funding stops. 

The question of affordability is central to the issue of sustainability, and it makes sense to 
explicitly recognize it. (See Appendix F for further discussion on affordability.) 

9. 	 The international health-services community (including USAID components) should con 
sider abandoning the term "sustainability" in favor of terminology which more clearly 
identifies what isat issue. 

In the team's opinion, the concept of sustainability has become, through use, a confusing 
hybrid of two related but rather different elements: 

a) 	 A project success criterion which derives from cost-benefit considerations, with the 
intention that the value of the future time stream of benefits yielded by the project be 
large enough to justify the alloca ion of resources to the project. 

b) 	 An expression of the intention that the project will fundamentally alter the way in 
which health program and facilities inhost countries perform over the long run. 

Where a) is the issue, the policy should be more precisely articulated: projects should not 
be implemented unless there is appropriate evidence that the value of project benefits provides an 
acceptable rate of return to the project's resources. Where b)is the issue, the parties should abandon 
the term "sustainability" in favor of a term which would more explicitly identify what is at issue. The 
use of the term "sustainability" as an oblique way to represent an interest that involves such 
fundamental change tends to deflect attention from what is really at issue and contributes to a lack 
of realism. Given the formidable problems necessarily encountered by any such intention to 
fundamentally alter the way in which host-country institutions perform (in most cases, the prospect 
for success within the scope of the normal LOP is remote), evidence that sustainability in this sense 
will be achieved should certainly not be required as a condition for implementing projects. (See 
Appendix G for further discussion.) 
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JI 

I. INTRODUCTION 

'of sustainability has been an mportant issue for USAID health projects for at least 
a half. 	 In the early years, projects addressed the question of sustainability in little 

-maway. By the mid 1980s, however, A.I.D. sustainabilty policy was being developed 
, way, including the proviso that health (and other) projects should not be implemented 

s,. " , that they would be sustained were good. These developments still left open, however, 
rutor. s how much of what kinds of information were required to make a credible case that the 
prospects for sustainability were good. 

Beginning in 1988, the ACSI-CCCD Project put major emphasis on sustainabillity as a project 
objective and, pursuant to this, developed aSustainabiUty Strategy which sought to answer such questions 
as the information requirements to assess sustainability.' This study, an assessment of the sustainability 
of the ACSI-CCCD Project in Lesotho (one of four such country studies currently being carried out), has 
undertaken to determine the extent to which CCCD2 Project activities and benefits have been sustained 
In Lesotho some 20 months after the termination of the project. The findings from this and the other 
country studies are intended to evaluate the usefulness of the conceptual framework presented in the 
Sustainability Strategy. 

The ASCI-CCCD Sustalnablilty Strategy provides a starting point for developing a conceptual 
framework. The Strategy is mainly intended to assist project managers to plan and design projects whose 
activities anhd benefits will be more sustainable. The Strategy presents five criteria that were associated 
with an Increased level of sustainability during a review of 50 previous A.I.D.- funded projects. The 
review specifically showed that projects which have the properties represented by the Strategy's five 
objectives (and their associated activitiesand indicators) were sustained to a greater extent following the 
life of the project than were projects which did not have these characteristics. 

Therefore the assessment team undertook to: 

(1) 	 Identify the activities and benefits of the CCCD Project in Lesotho which are to be 
sustained. 

(2) 	 Characterize the project terms of the Sustainability Strategy's objectives (and theiroin 

associated activities and indicators): 

(a) 	 Perceived Effectiveness 
(b) 	 Integration and Institution Strengthening 
(c) 	 Local Financing, Community Participation, and Private Sector Provision of 

Services. 
(d) 	 Strong Training Component 
(e) 	 Constituency Building Through a Process of Mutually Respectful Negotiations. 

'Sustainability Strategy," ACSI-CCCD Project No. 698-0421 and University Research Corporation, December 

1990. 

2CCCD refers to ACSI-CCCD, unless otherwise indicated. 



(3) 	 Determine the extent to which the project's activities and benefits had been sustained 
following the termination of project activities and funding. 

(4) 	 Discuss the findings with respect to sustainability in light of the findings with respect to 
the project's degree of compliance with the Sustainability Strategy's objectives and 
relevant non-project factors. 

There are problems, however, in applying this analytical format to an assessment of the ACSI-
CCCD Project In Lesotho. The project itself did not represent a delivery system for immunization, 
diarrheal disease control, or pneumonia control service Rather, this project sought in selected ways to 
improve the performance of the existing delivery system, the Ministry of Health's (MOH's) EPI, CDD, 
and ARI programs. The r,.sources deployed by this project were but a small part of the total resources 
necessary to operate these three programs. This project cannot by itself take credit for or be held 
accountable ior the performance of the MOH programs. Nevertheless, it is difficult to separate the 
evaluation of the ACSI-CCCD Project in terms of sustainability from a sustainability evaluation of the 
MOH's programs which provide the institutional context in which the ACSI-CCCD Project operates. The 
question of whether the MOH's programs are sustainable has consequences for evaluating the sustainability 
of and, more generally, the benefit yield to the ACSI-CCCD Project. If the MOH's programs are not 
sustainable or are otherwise not iable, then the benefits of the ACSI-CCCD Project, which sought to 
improve the performance of the MOH's programs, would likewise not be sustainable (at least in the 
institutional context for which they were intended). Even if these events were beyond the control of the 
ACSI-CCCD Project, the project might nevertheless be faulted for having made an error in selecting MOH 
programs with which to associate. There are additional dimensions of interdependence between the ACSI-
CCCD Project and the MOH's programs. For example, one relevant criterion for measuring the success 
of the ACSI-CCCD Project is the extent to which its outputs have contributed to the sustainability of the 
MOH's programs. 

For the reasons set out, the team will address the question of the sustainability of the Mir dstry of 
Health's child survival projects. The team will also provide some analysis of the sustainability of the 
ACSI-CCCD Project components perse. Whether or not the Ministry of Health's child survival programs 
are sustainable in the conventional sense of operating without external assistance, as long as it is operating 
one can ask two questions: 1)Have ACSI-CCCD Project activitie3 and outputs in the domains of health 
education, training, and MIS/HIS development continued to yield benefits in the period following the 
LOP? 2) How long may these project components be expected to yield benefits? 

DEFINITION OF SUSTAINABILITY 

To evaluate the sustainabiiity of the ACSI-CCCD Project, a definition of sustainability is required. 
The Sustainability Strategy provides what appears to have become the conventional definition in this 
context, i.e., the continuation of activities and benefits achieved during the life of the project for at least 
three years after project funding stops. This definition is silent on the matter of whether such continuatior, 
of activities/benefits is dependent on provision of the country's own internal resources or whether 
continuation is dependent on provision of donor-provided resources. Conventionally, the former 
configuration has been deemed sustainability in most contexts. In the Lesotho case, donor resources 
continue to flow into the country's [PI, CDD. and AJ programs such that the continuation of some 
ACSI-CCCD benefits is owing to deployment of these external resources. In our view, this does not 
preclude the possibility of useful sustainability analysis. The prospect for institutionalization and 
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continuation of project activities and benefits depends not only on the amount of resources available but 
also on the configuration of the technical and other assistance that Is provided and the degree to which 
the MOH is setting priorities which the ACSI-CCCD Project was able to influence. 

In Interpreting the Strategy statement's definition of sustainability, the team assumed that 
sustainability is not to be regarded as a binary, all-or-none situation. Rather, what Is at issue is the extent 
to which project activities and benefits have been continued. Furthermore, the team would suggest that 
the three-year time horizon may not be the most useful way to look at this dimension of sustainability. 
One important interest in the sustainability Issue is basically a cost-benefit consideration that Is concerned 
with whether the investment of resources in a project was worth It in terms of the future time stream of 
benefits that were gained. Different projects will generate different time streams of benefits, both during
the LOP and in the years after the project funding stops. (See Appendix G for further discussion of the 
concept of sustainability.) 
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II. THE ACSI-CCCD PROJECT IN LESOTHO:
 
OVERVIEW OF BUDGET, ACTIVITIES, AND BENEFITS
 

This chapter provides an overview of Lesotho's health budget as well as identifying the ACSI-
CCCD Project's activities and benefits that were to be sustained. Table 1 exhibits by major project 
component funding amounts and sources for the period of May 1984 to May 1991 (the total Life of 
Project [LOP]). The total budget exceeded US $3 million. The emphasis in this project was on Training
and Health Education. If, as Is reasonable, one-half of the outlay for long-term technical assistance is 
Included in these categories, together they accounted for about 40 percent of the project budget.
Commodities claimed about 34 percent of the budget (about 27 percent net of the GOL's commodity 
inputs). 

Under the 1988 amendment to the umbrella ACSI-CCCD Project, health firmancing was to have 

greater emphasis: 

"Under the new amendment, assistance to ACSI-CCCD Project countries in health 
financing will be emphasized to a greaterextent simply because of the obvious role health 
financing plays in sustainingproject activities. 

It does not appear, however, that the greater emphasis on health fmancing called for by the amendment 
resulted in project components addressed to health-financing issues being included in the Lesotho-ACSI-
CCCD menu of activities. 

Other USAID projects cooperated closely with the ACSI-CCCD Project. A HEALTHCOM Project 
was approved in August 1986 and placed under the ACSI-CCCD Project to support the health education 
objectives of the ACSI-CCCD. This HEALTHCOM Project had a LOP of three years. In addition,
MEDEX was contractor on the District Level Management Improvement (DMI) Project which began in 
June 1988 and terminated in December 1991 with LOP funding of US $1,877,000." The goal of this 
project was to strengthen MOH capacity to implement and sustain health programs in Lesotho through 
improved management support for Primary Health Care. 

These projects served substantially to increase the emphasis on training and health education of 
USAID's package of related projects (ACSI-CCCD, HEALTHCOM, MEDEX), which together had an 
overall budget of about US $5.3 million. In addition, there was project activity during the LOP of the 
ACSI-CCCD Project in each of the domains represented by the ACSI-CCCD Project components funded 
by such donors as UNICEF, WHO, and the World Bank. All of this project activity, USAID and other,
going on simultaneously in the ACSI-CCCD Project domains complicates the task of assessing the impact
of the ACSI-CCCD Project. Which benefits or effects one might observe in the field are to be attributed 
to the ACSI-CCCD Project's efforts and which to other project activity going on simultaneously in these 
domains? 

3ACSI-CCCD Amendment Six (No. 698-0421), p. 45. 

4"Unit Cost Study of the Expanded Program on Immunization and the Control of Diarrheal Diseases in Lesotho," 
Sara Benett Health Planning Unit, MOH, June 1989, p. 45. 
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TABLE I
 
ACSI-CCCD PROJECT LESOTHO 1984 - 1991
 

(Includes original grant agreement and amendment)
 

Program Component Funding Amounts ($)and Sources 

Bi-lateral Regional GOL Total % 

1. Training Support 253,000 10,000 63,500 326,500 10.0 

2. EPI 

2a. Training 22,000 22,000 1.0 

2b. Commodities 169,100 212,300 381,400 12.0 

3. CDD/ORT 

3a. Training 36,000 36,000 1.0 

3b. Commodities 36,000 211,100 247,100 8.0 

4. Health Education 43,000 400,000 57,000 500,000 16.0 

5. HIS 

5a. Training 26,500 5,000 31,500 1.0 

5b. Commodities 434,000 434,000 14.0 

6. Operational 80,000 25,000 105,000 3.0 
Research 

7. Long-term T.A. 695,0005 695,000 22.0 

8. Other 191,400 150,000 89,500 430,900 13.0 

TOTALSi 206,$00.. 1,576,804).... 42, 100 4W . 100k 

Source: GrantProjectAgreement, Combatting Childhood CommunicableDiseases in Lesotho, Proj.No. 
698-0421-.32, May 24, 1984. ACSI-CCCD Amendment Six (no. 698-0421). 

COMMODITY INPUTS 

As Table I indicates, program components 2 and 3 provided commodities for the operation of the 
EPI/CDD delivery systems, at a very modest average annual rate during the seven-year LOP. Presumably,
sustaining these components means continuing to supply these commodities at this rate for the post-ACSI-
CCCD years. The constraint Is the availability of resources, but the requirements are modest. The annual 

51988-91 est. as pro rata 1984-88. 

6These percents total over 100 because of rounding. 
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average rate of expenditure for these commodities during the LOP represented only about 0.74 percent 
of the MOH's 1990/91 (end of project year) budget for health and only about five percent of the budget 
for PHC In that year. Sustairdaig these components would entail a very small claim on MOH resources, 
and It would seem fair to conclude that sustainabilty for these components is not a significant problem, 
provided the MOH continues support. 

Project component 5 provides commodities for the HIS. As the HIS system serves the entire 
health-services system, its costs should be considered against the total recurrent budget and not just the 
PHC budget. In these terms It would be very small. If, as Intimated, the GOUMOH share with the donor 
the priorities on which the project was predicated, then sustainability for component 5b should not pose 
a significant problem. 

EXPANDED PROGRAMME ON IMMUNIZATION ACTIVITIES 

'The Expanded Programme on Immunization (EPI) started InLesotho In 1979. During the ACSI-
CCCD Project, EPI activities focused on training clinic level staff in all 19 HSAs. Additionally, the 
project provided technical assistance to complete and analyze data from numerous national and HSA level 
coverage surveys. 

Nationwide coverage and KAP surveys were completed in conjunction with the 1984, 1986, 1988, 
and 1990 nationwide surveys. An analysis of the 1988 KAP survey was reviewed, and it demonstrated 
the Basothos' high motivation for Immunization. 

ACSI-CCCD also provided assistance in implementing accelerated immunization activities, and 
provided the Lesotho EPI with cold chain equipment and other immunization supplies. 

The project also assisted the Lesotho EPI with several operations research activities designed to 
identify and implement improved strategies to control measles. These included a measles seroprevalence 
study and numerous measles outbreak investigations. These studies provided data that were used to 
develop options for improving measles control and resulted in Lesotho modifying its immunization 
schedule to Include a second dose at 18 months of age. 

During 1989, the project supported a survey to measure the incidence of neonatal tetanus and 
lameness due to polio in Lesotho. Though results demonstrated that both diseases occurred at relatively 
low Incidence in Lesotho, the survey prompted changes in Lesotho's EPI policy to Include Tetanus Toxoid 
Immunization for women of childbearing age and the immunization of infants at birth with oral polio 
vaccine. 

The EPI manager also stated that the EPI policy dictates that immunizations be offered daily at 
all clinics to children who come in contact with a health facility, including to children who may visit a 
health facility for a reason other than to be immunized. Interviews at the one government hospital visited 
by the team revealed that the policy was being Implemented in that facility. 
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EPI BENEFITS TO BE SUSTAINED 

IMMUNIZATION COVERAGE 

During the years 1984 - 1990, immunization coverage for measles, as measured by survey,
Increased from 62 percent to 85 percent among children 12 - 23 months of age. As measured from routine 
reports, measles coverage among infants 0 - 11 months of age Increased from 54 percent to 60 percent.
Survey data showed a steady increase in measles coverage over the period, while measles coverage from 
routine reports was highest in 1988 and 1989, peaking at 69 percent. 

Drop-out rates, among the lowest in Africa, remain low, ranging from one percent in 1988 to two 
percent for the first six months of 1992. 

MEASLES INCIDENCE 

During the ACSI-CCCD Project, measles Incidence was closely monitored as an Indicator of 
immunization program impact. During the years 1985 1990, the number of reported measles- cases 
declined sharply from 7,362 to 2,199, reaching a low of 1,378 In 1989. During the first six months of 
1992, 670 cases were reported. 

CONTROL OF DIARRHEAL DISEASES ACTIVITIES 

The Control of Diarrheal Diseases (CDD) program started n Lesotho in 1985, with technical 
assistance from the ACSI-CCCD Project. Initial activities included a study of hospital- based diarrhea 
mortality in children under five years of age. The study resulted n the development of Lesotho's first 
policy statement with respect to treating diarrhea with oral rehydration therapy, a five-year plan for the 
CDD program, and the establishment of the first ORT corner at Queen Elizabeth I1(QE II)Hospital. 

The plan Included the establishment of ORT units in major hospitals, ORT corners In health 
centers, the distribution of ORT packets by Community Health Workers (CHWs), the commercial 
distribution of ORT packets, and a major effort to educate caretakers about home-based diarrhea treatment. 

During the years 1985 - 1991, the ACSI-CCCD Project assisted the CDD program in identifying 
program indicators, implementing an information system to assist the CDD program in managing program
data and in monitoring the impact and effectiveness of CDD program activities. Key impact indicators 
included the number of diarrhea cases admitted to hospitals, the case fatality rate among admitted cases,
and the proportion of diarrhea cases presenting to ORT units with mild, moderate, and severe dehydration. 

During the ACSI-CCCD Project, a supervisory checklist to assess health worker performance with 
respect to managing diarrhea cases presenting at clinics was developed and supervisors were trained in 
Its use. The checklist was modified last in 1990. 

CONTROL OF DIARRHEAL DISEASES BENEFITS TO BE SUSTAINED 

During the ACSI-CCCD Project, ORT unit reporting was most complete for between six and eight
hospitals. Data from these Institutions were used over the period of the project to monitor program
Impact. In 1984, 340 cases were admitted to QE IIHospital and the case fatality rate among children 
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younger than five was 12 percent. By 1990, admissions for dizrrhea at QE ITHospital had fallen 75 
percent to 80 cases and the case fatality rate had declined 94 percent to 2.3 percent. The proportion of 
diarrhea cases presenting with either moderate or severe dehydration at six major hospitals declined from 
37 percent in 1987 to 22 percent in 1990. 

Between 1985 and 1990, the project assisted the Lesotho CDD program in training hospital and 
health center staff to establish ORT units and comers and in equipping these facilities with necessary 
supplies. In addition, the ORT unit at QEII Hospital in Maseru served also as a diarrheal training unit 
where health facility staff from around the country came to be trained In diarrhea case management. 

By June 1991, most HSA hospitals and health centers in Lesotho had an ORT unit or corner, but 
the quality of diarrhea case management being provided was highly variable among the health facilities. 

The project also assisted the CDD program In Implementing a pilot program to train CHWs to 
assess diarrhea cases and distribute ORT packets as necessary, and in establishiag a mechanism for the 
commercial distribution of ORT packets by the Lesotho Pharmaceutical Corporation (LPC). At the 
project's end, the CHW program was still being piloted and the LPC was experiencing financial problems 
that prevented them from producing and distributing ORT packets on a large scale. 

A 1990 HEALTHCOM study evaluated the Impact of community-based education efforts by 
CHWs and health center staff. Results showed a significant increase in the use of ORS and 3SS at home 
and in health facilities. Overall, ORS or SSS use at home for last reported diarrhea cases increased to 56 
percent, up from 37 percent in 1987. Mothers' knowledge of SSS preparation and use was found to have 
changed little since 1987, with 75 percent of mothers stating that they knew how to mix SSS and 16 
percent stating the correct recipe. 

Results of a 1990 assessment of health worker performance at six major ORT units showed that 
nurses generally assessed and treated children well, but failed to give caretakers adequate health education 
about preventing diarrhea and dehydration at home. The 1990 ACSI-CCCD Project report noted that these 
data resulted in an increase in CDD supervisory visits by MOH staff during the following diarrheal disease 
season. 

ACUTE RESPIRATORY INFECTIONS PROGRAM ACTIVITIES 

The Lesotho Acute Respiratory Infections (ARI) program began In 1988 with technical assistance 
from the ACSI-CCCD Project. Initial program activities included three operations research studies that 
were used to formulate strategies and a plan for a comprehensive ARI control program. 

Lesotho's ARI program conducted a series of three operations research studies with technical 
assistance from the ACSI-CCCD Project in 1989. One study, an anthropological assessment of 
community-level ARI knowledge, identified existing knowledge, attitudes, and practices with regard to 
home treatment and care.seeking behavior for pneumonia. The study found that Basothos differentiate 
between mild and moderate or severe ARI and that most caretakers sought health care for children with 
these Illnesses at health centers and hospitals. Traditional sources of health care were also noted. Other 
studies were conducted to identify clinical signs predictive of pneumonia and existing clinical practices 
In pneumonia case management. 
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As with CDD, these ACSI-CCCD Project-supported rccearch activities were instrumental in the 
development of Lesotho's policy with respect to ARI control and its first five-year implementation plan. 
Results of these studies were used during a 1989 ARI Control Program design workshop attended by
central and facility level MOH staff to produce an ARI program strategy and policy statement that 
emphasized early and effective pneumonia case management. Although not explicitly stated in the 
sustainability criteria, WHO guidelines were used as the basis for developing Lesotho's ARI policy. The 
1989 workshop provided an opportunity for Lesotho MOH staff to review WHO policies and adapt them 
to the Lesotho situatioa. 

The program began as a pilot in three HSAs during 1989. Training and health education materials 
were produced with technical assistwice from the ACSI-CCCD Project and training, implementation, 
monitoring, and evaluation were conducted in the three HSAs during 1990. 

The ACSI-CCCD Project also assisted the ARI program in modifying disease surveillance 
reporting forms to permit collection of prc,'ra'-. impact data. 

ACUTE RESPIRATORY INFECTIONS BENEFITS TO BE SUSTAINED 

In 1991, an assessment of the first phase of ARI program implementation in three HSAs was 
conducted and a draft five-year plan for a national ARI program was completed. A supervisory checklist, 
developed with support from the ACSI-CCCD Project, was used to determine health worker performance 
with respect to pneumonia case management The assessment showed that over 90 percent of the children 
presenting with pneumonia were correctly assessed for danger signs, were correctly classifleCe, and were 
correctly treated. Patient education was found to be weakest, with only 30 to 40 percent of mothers 
receiving adequate education on three imporant topics. At the end of 1991, 37 (71 percent) of the nurses 
in 20 (100 percent) health facilities in three HSAs had been trained in standard ARI case management. 
Approximately 37,000 Basotho children under five (15 percent) 'ad access to standard ARI case 
management. 

HEALTH INFORMATiON SYSTEM ACTIVITIES 

Lesotho's Health Information System (HIS) is used to manage and analyze various data related 
to program interventions, including those supported by the ACSI-CCCD Project. Health facilities report
immunization data monthly to the HSA and central level on an MCH/FP repoct form. In addition to 
immunization data, this form reports well-baby clinic data, ante-natal clinic activity, and family planning
data. The HIS unit enters these data monthly by health facility and prepares health facility, HSA, and 
national level summaries separately from each program's data. 

Morbidity and mortality data are managed through the weekly outpatient morbidity report form, 
the notiflable diseases reporting form, and the inpatient register. The outpatient morbidity report contains 
data on the number of cases of 51 different diseases seen in outpatient clinics. Cases are reported by three 
age categories; 0 - 4 years, 5 - 14 years, and 15 years and over. Data are reported weekly by health 
facilities to the HSA level, even though reports are often received at the national level in a series of four 
reports for a given month. 

The notifiable diseases reporting form collects individual case data for 11 notifiable diseases and 
all vaccine preventable diseases. The form contains basic case demographic data, laboratory data, and 
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vaccination status data. Forms are to be completed and sent at the time of diagnosis, and are entered 
Individually by the HIS unit. 

The inpatient register is a line lsting of inpatient cases and includes admission and discharge data, 
age and sex data, and outcome. Individual case data are also entered from the line listing by the HIS unit. 

The ACSI-CCCD Project provided continual technical assistance to Lesotho's Health Information 
System during the Mife of the project. In 1985, the project began Its assistance bly first working with the 
unit to produce annual reports for the previous years 1981 through 1985. It also assisted the unit in 
conducting an assessment of the nationwide HIS, and in 1988 supported the unit's request for addit onal 
staff and provided the unit with necessary computer equipment. 

The project was actively involved in revising and printing new forms for outpatient and notifiable 
disease reporting and outbreak notification. Revisions to the outpatient form specific to ACSI-CCCD 
Project interventions nclued the addition of the disease categories diarrhea and diarrhea with dehydration 
and pnejmonia and severe pneumonia/serious di3ease. These changes were designed to permit the CDD 
and ARI program managers to monitor indicators of program impact. The ACSI-CCCD Project also 
assisted the HIS unit in designing and computerizing the management of ORT unit monthly rqporting 
sheets and Inpatient reporting registers. 

Additionally the project assisted the HIS unit in developing and producing various quarterly and 
annual feedback reports and newsletters, including reports that summarized data on the project's main 
Interventions and target diseases. Lastly, the project supported the development of workplans for the unit 
and provided training for HIS staff. 

Individual programs maintain separate information systems to monitor their logistics and personnel 
data. The team reviewed the system used by the EPI to manage vaccine and vaccine equipment 
information. Forms used include a record of the amount and recipient of vaccine distributed by antigen; 
a record of the amount of vaccine requested and distributed, and the stock balance by HSA/hospital; a 
record of the stock balance in the central vaccine store by antigen, lot number, and expiration date; a 
record of vaccine receipts at the central store, and a record of the amount of vaccine distributed by month. 
The EPI logistics officer also maintains records of the stock balance of other EPI equipment, including 
syringes, needles, sterilizers, and thermometers. EPI cold chain supervisors maintain separate records of 
cold chain equipment and spare parts. 

HEALTH INFORMATION SYSTEM BENEFITS TO BE SUSTAINED 

The team was not able to assess the timeliness and completeness of reporting MCH and morbidity 
data achieved by the HIS during the ACSI-CCCD Project. Annual project reports indicate that the project 
assisted the unit in producing regular and timely EPI quarterly reports during 1986, a quarterly 
Epidemiologic Bulletin in 1987, three Epidemiologic Bulletins in 1989, a short newsletter and quarterly 
Epidemiologic Bulletins in 1990. Finadly, the project assisted the CDD program and HIS unit to design 
and Implement an Information system to manage data reported monthly from hospital and health facility 
ORT units. 

Data on the completeness of reporting were available for 1990 and 1991. Completeness of 
reporting MCH/FP data is generally higher than that in outpatient morbidity data. 
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Data on timeliness of reporting were not available. Te HIS manager indicoted that there was a 
two to three month lag in receiving HSA reports at the national level. Weekly OPD morbidity reports and 
reports of notifiable diseases are generally sent together with the monthly MCH/FP reports. 

OPERATIONS RESEARCH 

The ACSI-CCCD Project assisted the MOH in conducting operations research projects to identify 
solutions to problems noted in the delivery of services for all three priority programs: EPI, CDD, and 
ARL 

MOH staff, including EPI staff, were fully involved in all rational and HSA-level 
coverage surveys conducted during the ACSI-CCCD Project, including the 1990 coverage 
survey which had a specific knowledge, attitudes, and practices survey to identify 
Important differences between users and non-users of immunization services. 

MOH staff from the CDD program participated in a 1989 study to identify locally 
available fluids that can and are being given by mothers to teir children with diarrhea 
and to measure the quantity of ORS mothers give at home. Results of the study 
convinced MOH staff to Increase the number of hours that hospital ORT units were 
staffed and provided ORT services to children presenting with diarrhea. 
Two Basothos served as co-principal investigators on the 1989 community assessment of 

current ARI beliefs and practices among persons who care for young children. 

OPERATIONS RESEARCH BENEFITS TO BE SUSTAINED 

The benefits of ACSI-CCCD Project inputs into operations research could be viewed in terms of 
a continuation of research activities designed to develop solutions to operational problems. While the 
number of studies is dependent on the number of problems encountered requiring a solution, it is 
reasonable to expect that operations research projects might continue at a level of one to two per year. 

HEALTH EDUCATION 

HEALTHCOM project activities were closely linked to the ACSI-CCCD Project. The overall goal 
was to assist the MOH in applying a communication strategy using mass media and face-to-face 
Interaction for the diffusion of health messages. The project sought to increase the use of oral rehydration 
therapy for dehydration due to diarrhea and Increase Immunization coverage as well as Improve the 
capacity of the MOH to conduct effective health education in general. From the outset, health education 
and training plans were designed to reach the village level populations through a "cascade," from national 
to regional to community health personnel. 

In general, health education activities had two major objectives: improving the MOH's capacity 
to conduct effective health education and effecting behavioral change among the population. 
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IMPROVING CAPACITY 

Improving the MOH's capacity to conduct effective health education involved technical assistance 
to develop capabilities for long-term planning and implementation of health wlication activities. This 
included increasing the number of HED staff, improving the organization and management of the NED, 
and training HED staff in instructional materials development and in EPI and CDD/ORT interventions. 

The importance of planning was emphasized by the development of short and long-term workplans 
as well as overall implementation strategies that focused on institutionalization and sustainability of the 
meaihodology. 

Overall the health education methodology utilized in Lesotho featured six specific elements. 
Major project-supported activities can be grouped under these elements: 

Identifying Problems Through Situational Analysis 

Development of official MOH -olicies on ORT and EPI promotion. 

Developing Education Materials 

Provision of technical assistance for the development and diffusion of health education messages 
through the mass media. 

Development of print material for the training of health care workers in the promotion of ORT 
and EPI and for treating diarrhea and administering immunizations. 

Development and distribution by HED and the Ministry of Education of teaching modules on ORT 
and EPI for primary schools.
 

Incorporation of EPI and CDD messages into the child health card.
 

Development of EPI posters for clinics and mothers.
 

Pre-testing Materials 

Revising Materials 

Producing and Diffusing Materials 

Evaluating Health Education Materials 

The HED and CDD staff assessed the use of ORT health education materials by health facility 
staff. 
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EFFECTING BEHAVIOR CHANGE AMONG THE POPULATION 

The HEALTHCOM Project also assisted the HED and CDD programs to monitor utilization of 
health education materials. The HED completed a summative evaluation of community knowledge and 
practices related to immunizations and diarrheal diseases. 

HEALTH EDUCATION BENEFITS TO BE SUSTAINED 

LONG-TERM PLANNING 

The ability of the HED to identify priority health education activities and to plan and implement 
health education strategies, using the methodology outlined above, represents a major benefit of the health 
education inputs. 

Furthermore, the MOH and PHAL completed the schedule of all ARI training and supervision of 
nurses. They finalized the ARI program health education component after the HED assigned a health 
educator to assist the program in early 1991. CHW training, health education materials, and revision of 
the national drug formulary and the clinic reference manual remain to be completed. 

EFFECTING BEHAVIOR CHANGE 

The ability of the HED to effect key behavior changes among target audiences also represents a 
major ACSI-CCCD Project benefit to be sustained. Changing and maintaining appropriate behaviors with 
respect to seeking Immunizations and managing diarrhea and pneumonia cases at home represented the 
focus of project health education efforts. 

Shortly before the completion of HEALTHCOM, the BED and HEALTHCOM jointly conducted 
a summative evaluixtion assessing community knowledge and practices related to diarrheal diseases in 
children. This survey involved nearly 1,000 women in 40 enumeration areas, similar to the baseline study 
conducted in 1987. A separate survey assessed 114 CHWs' knowledge and use of ORS and SSS at home 
and in health facilities. The overall percentage of last reported diarrhea cases which received ORS rose 
from 42 percent in 1987 to 69 percent in 1990, while ORS or SSS use at home increased from 37 percent 
to 56 percent in the same period. 

The need by HED to continually evaluate community-level health knowledge and practices 
remained after the ACSI-CCCD Project terminated. The ability of NED staff to complete this evaluation 
represents a major project benefit to be sustained. 

TRAINING 

A training strategy for strengthening primary health care was developed for each of the program 
components. Training manuals with clearly defined competency-based objectives, teaching and learning 
methods, and evaluation strategies were developed and implemented in the EPI, CDD, and ARI programs. 
Key personnel from the MOH program areas participated in basic nursing education curriculum reviews 
in order to ensure relevancy of pre-service instruction. 
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TRAINING BENEFITS TO BE SUSTAINED 

The most noteworthy training activities during the LOP can be summarized under six broad 
headings. These six categories also represent major training-related benefits of the ACSI-CCCD Project 
to be sustained. 

CLINIC LEVEL TRAINING 

The ACSI-CCCD Project, n conjunction with the MOH and PHAL, strongly supported training 
in ACSI-CCCD Project-related activities for health professionals, community health workers, and leaders 
at HSA clinics. For example, the MOH completed the initial phase of its ARI control program by offering 
training to nurse clinicians, nursing sisters, nurse assistants, and nurse aides in the ARI problem in 
Lesotho, Lesotho's ARI policies, case assessments and classification, drug therapy and home care, 
education for caretakers, and record keeping. Prior to this, the project strongly supported training of the 
clinic level staff in establishing and operating ORT units. 

The following number of health professionals and CHWs were trained with project support: 

1986 2,000 clinic level workers 
1987 2,800 clinic level workers 
1988 303 clinic level workers 
1989 241 clinic level workers and 1,055 CHWs 
1990 167 clinic level workers and 250 CHWs 

While clinic level training needs may be expected to be greater at the start of a project, it is likely 
that some degree of clinic level in-service training for health professionals and community health workers 
will be required in the future. The ability of the MOH to provide such training must be sustained. 

SUPERVISION 

The project strongly supported the development of supervisory checklists and routine supervisory 
visits to clinics. 

For example, the Family Health Division (FHD) completed and pilot tested ARI and CDD 
supervisory checklists for health center visits. The ARI checklist helped supervisors to assess health 
workers' case assessment, classification, and treatment skills and to correct errors and strengthen patient
education skills. During field testing, problems in recording the new ARI classifications and specific 
danger signs were noted along with the need for strengthening health education skills for all participants. 

Routine clinic level supervisory visits capable of Identifying performance problems and training 
needs continue to be critical for program sustainability. 

TRAINING OF TRAINERS 

The MOH conducted training seminars for central level core trainers, focusing on teaching skills 
and supervision. rurthermore, on an annual basis, the MOH conducted between one and three national 
and up to six regional continuing education workshops for HSA trainers, addressing continuing education, 
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evaluation, and supervision needs. It Is expected that the need for routine in-service training of trainers 

will remain at a level similar to that which existed during the project. 

TRAINING MATERIALS DEVELOPMENT 

The ACSI-CCCD Project assisted the FHD in completing an ARI clinical training manual. In the 
future, the need to continually evaluate and revise training materials, if not to develop entirely new ones, 
will remain. 

CENTRAL LEVEL TRAINING 

The ACSI-CCCD Project supported training for central level HIS unit staff. 

EVALUATION OF TRAINING 

The MOH and PHAL completed a management analysis of training and a procedures manual for 
the decentralized training program. The procedures manual outlines methods for assessing training needs 
and evaluating the Impact of training. The MOH's increased ability to continually assess staff training 
requirements and the impact of training programs represents an important project benefit to be 
sustained. 
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Ill. RESOURCE CONSTRAINTS 

AND THE QUESTION OF AFFORDABILITY 

ECONOMIC CONSIDERATIONS 

The Kingdom of Lesotho is a small (11,716 sq. mi.), mountainous country completely surrounded 
by South Africa!7 The population of about 1.8 million is increasing at an annual rate of about 2.7 
percent. About half of the male labor force works in South Africa, principally in the mining sector. 
Nearly half of Lesotho's Gross National Product comes from wage remittances. The agriculture sector 
contributes the next largest share. Receipts from the Southern African Customs Union (which provides
for pooling of customs and excise duties for sharing among members) in recent years have constituted 
more than 50 percent of total Government of Lesotho (GOL) revenue, excluding grants. Lesotho's per
capita GNP of US $530 in 1990 is one of the highest among the group of low-income countries. As this 
figure would suggest, Lesotho has enjoyed an impressive rate of increase in real per capita GNP over the 
past two decades. 

However, Lesotho's GNP growth has been achieved at the cost of increased budget and balance 
of payments deficits. In other words, the country has been living beyond its means with consumption
exceeding real GDP. This gap has been financed by workers' remittances and other foreign transfers. 
In 1988, foreign aid per capita was the third highest among th,. low-income countries of the world, a high 
rate of development assistance that continues today. 

An ominous development in recent years that has diminished Lesotho's prospects for robust, 
sustainable growth has been the rapid contraction of the mining sector in South Africa. The loss of many 
jobs has started a precipitous decline in the migration of Lesotho labor to South African mines. An 
additional development having adverse impact on Lesotho's economic performance has been the drought
which has affected the country since 1990. Sharp declines in agricultural output overall have resulted, 
especially in crop production. 

Responding to these economic problems, the GOL began implementing an IMF-sponsored three
year Structural Adjustment Program (SAP) in 1988/89, followed by a three-year Enhanced Structural 
Adjustment Program (ESAP) beginning in 1991/92. In addition to facilitating economic growth in various 
other ways, a central aim of both programs ras been to reduce budget and external deficits. 

From the point of view of the prospects for sustainabilty of health and other social programs, the 
economic developments in recent years, briefly recounted above, have important implications. Real social 
recurrent expenditure (e.g., for education, health) has virtually stagnated under adjustment. Although
increases in real social spending have been planned under the ESAP, there is no reason to be sanguine 
on this score. In evaluating the prospects for sustainability of health projects insofar as this turns on 
resource availability, It would not be wise to count on a substantial increase in the GOL's rate of real 
recurrent expenditure per capita for health in the years immediately ahead. 

7"Assessment of Program Impact, FY-1992,"USAID/Lesotho, October 1992. "Country Program Strategic Plan, 

FY 1992-FY 1996; USAID/Lesotho, November 1991. 

'Vorld Development Report 1992. World Bank. 
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LESOTHO'S HEALTH ECONOMY 

Lesotho's health-services sector is comprised of three components: 

The Ministry of Health (MOH) system, which makes all of the Government of Lesotho's 
recurrent expenditure on health and most of the capital expenditure. 

The Private Health Association of Lesotho (PHAL) system, which was formed in 1974 
by missions from six churches to represent mission interest to the MOH, to facilitate 
external support, and to encourage c3ordination among the members and the MOH.Each 
member exercises control over its fees and operations. PHAL is responsible for half of 
the country's hospitals (about one-third of hospital beds) and 60 percent of the clinics. 
Together, the MOH system and the PHAL system comprise what may be thought of as 
the public sector. 

"flbe private medical sector includes a variety of voluntary organizations, a number of 
independent physicians (40 plus currently), outlets for drugs, and the community of 
traditional medicine providers. 

Table H shows the structure of the health-services sector for 1983-84, 9 the year in which the 
ACSI-CCCD Project began. 

TABLE II 

1983-84 Recurrent Expenditure for Health 
M1.O equals US $0.51 

Program Expenditure ,M millions) Percent GNP 

GOLAIOH 14.1 1.5 

PH_' 1 3.8 0.5 
Private Sector" 8.5-17.0 0.9-1.8 

* No direct data; estimated from household expenditure data subvention. Expenditures in the private sector are 

financed by out-of-pocket payments or payments from HSA health-insurance funds to which some residents of 
Lesotho subscribe. 

Recurrent expenditures for health are highly relevant for tits assessment. GO./MOH expenditures 
on capital account (development expenditures) fluctuate widely over the years and nearly all are financed 
by foreign aid. Foreign assistance has also played a large role in financing recurrent MOH expenditures 
on health. PHAL has largely been financed by revenue from fees which are revised regularly to reflect 
increases in the cost of providing services and which, at the time the ACSI-CCCD Project was launched, 
were covering 60 percent to 80 percent of operating costs depending on the institution. Historically, the 

'See "Staff Appraisal Report: Lesotho Health and Population Project," April 1, 1985, The World Bank, Report 
No. 5437-LSO., pp. 14 et seq. 
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C,: ,as paid a modest subvention to the PHAL in the form of 50 percent of PHAL nurses' salaries. In 
recent years, there has been a sharp increase in the rate of this subvention. Expenditures in the private 
sector are financed by out-of-pocket payments or payments from RSA health insurance funds to which 
some residents of Lesotho subscribe. 

As is true in many countries, the percentage of total government recurrent expenditure claimed 
by health each year has been very stable. As a percent of the overall GOL recurrent budget, MOH 
expenditures for health averaged 8.2 percent for the period 1974-1979 and again 8.2 percent for 1980
1985. For 1988-89 and the years following, this proportion has declined to an average of 7.3 percent, a 
reduction of about one percent - which represents a loss (as compared with the prior proportion) of about 
M4.5 million In recent years. 

The bulk of the MOH's resources for health goes to hospitals. In 1983-84, expenditures by 
hospitals accou.ted for about 70 percent of the MOH recurrent budget, with two-thiids going to the QE 
II Hospital. Primary Health Care (PHC) received about 14 percent of recurrent resources, or about M1.0 
per capita for the population as a whole. 

Table I shows recurrent expenditures for health in the public sector for the years following the 
implementation of the ACSI-CCCD Project. The public sector is here defined to include both the MOH 
system and subventions paid to the PHAL system. Data for the private sector have not been included in 
Table III, although, as in 1983-84, it continues to be a large part of the health economy. 

As Table III shows, the public-sector health economy has been in a decline In the years following 
implementation of the ACSI-CCCD Project. There has been a substantial decrease in the percentage of 
GNP for public-sector health expenditures. Real (1980 prices) per capita public-sector health expenditures 
have also exhibited a substantial decline. The apparent improvement in this measure shown in the table 
fir the most recent years Is misleading. For one thing, the subvention paid by the MOH to PHAL has 
greatly increased in the last year or two. Historically, as already noted, this subvention covered one-half 
of the salary bill for the nurses in the PHAL system. However, from PHAL's point of view, the very 
survival of the PHAL program demanded increases in these subventions, and the MOH felt obliged to go 
along. According to MOH, the PHAL subvention was M3.8 million in 1990-91, rising to M8.0 million 
in 1991-92. Moreover, in 1991-92 there was a 42 percent increase in salaries and wages for MOH 
employees (in that year salaries claimed about 45 percent of the MOH budget), a cost-increasing factor 
probably not captured by the overall health-care deflator employed in Table II. It is reasonable to 
conclude that in terms of real per capita expenditures for health care, the public sector has lost 
considerable ground in the years following Implementation of the ACSI-CCCD Project. 

THE QUESTION OF AFFORDABILITY 

A necessary condition for project activities/benefits to be continued by allocating the country's 
own internal resources is that these activities/benefits be regardzd as affordable by the national policy 
makers. (See Appendix E discussion of the concept of affordability.) In this section, the team considers 
the affordability of EPI (a program for which cost data are readily available) for the MOH in Lesotho. 
The same principles apply for affordability analyses of any health program. 

As pointed out in the Introduction, the ACSI-CCCD Project was not itself a comprehensive 
delivery system. Rather, it sought in selected ways to improve the performance of such a program, 
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TABLE III 

Recurrent Expenditures for Health: Public Sector 

Current Prices M (000,000) 

YEAR 1983-84 1986-87 1987-88 1988-89 1989-90 1990-91 1991-92 1 

Gross National Product (GNP)' 	 804 1215 1459 1856 2215 2606 _[__ 

GOL Recurrent Expenditure/Total 	 384 435.9 456.8 613.8' 

MOH Rec. Exp. Health plus PHAL 17.9 21.3 21.8 25.4 32.0 36.4 45.0' 
Subvention-

Health as Percent of GNP 	 2.2 1.8 1.5 1.4 1.4 1.4 

Health as Percent GOL Total Recurrent 8.2 6.6 7.3 8 7.3 
Exp, 

.	 Per Capita NIGH Rec. Exp. plus PHAL 10.5 12.5 13.6 14.9 18.8 21.4 26.5
 
Subvention4
 

Deflator/Health 1980=100' 	 112 157 160 206 224 227 267 
Real Per Capita Health Exp./M 	 9.4 8.0 8.5 7.3 8.4 9.4 9.9 

Sources: 

1 Lesotho National Accounts 1980-1990, Bureau of Statistic, Lesotho, January 1992. 
2 "Staff Appraisal Report: Lesotho Health and Population Project," April 1, 1985, The World Bank, Report No. 5437-

LOS and Financial Controller, MOH, GOL. 
3 Estimates (Published by the Government of Lesotho) 
4 Based on population 1.8 million 
5 Lesotho National Acconts 1980-1990, Bureau of Statistic, Lesotho, January 1992. 



namely, the MOH's EPI/CDD/ARI program. This means that, Insofar as it depends upon the question of 
affordability, the important part of sustainability analysis for the ACSI-CCCD Project is that addressed 
to the sustainability of the main program. The ACSI-CCCD Project was assisting with the development 
of what was supposed to become a full-scale EPI program which would be capable, in the foreseeable 
future, of fu11y immunizing a target population of infants 0-12 months of age each year. 

How large is this cohort? During the project period, Lesotho's population has been about 1.87 
10 million. live births each year may be estimated as 3.8 percent of the population. The targeted 

beneficiaries are, therefore, about 64,600 infants less than one year of age. This is then the approximate 
size of the cohort to be immunized each year in the few years following termination of the project. 
Nanxrally the population, and with it this cohort, Is Increasing over time. What is the cost of fully
immunizing? For EPI in Lesotho, a recent study put the cost per fully immunized child at US $17.63 
equivalent in 1988.11 This is an average and, as in all such cost studies, the findings for various facilities 
exhibited substantial variance. This Is also a full-cost figure, taking account of all inputs including that 
part of capital outlays for plant and equipment which should be charged to expense each year. In the 
short run, with plant and equipment already in place, the more relevant cost figure would be marginal cost, 
that is, the exctra or additional cost that would be incurred by including EPI in the PHC program. This 
is very much less than full cost. For project-planning purposes, the full-cost figure is probably the 
appropriate one. Recent studies have put the average cost of EPI for a number of countries in Africa at 
about US $15 per fully immunized child, 2 and this latter figure is adopted for purposes of this exercise. 
With a unit cost of $15, the annual cost of a full-scale EPI program in Lesotho, assuming 100 percent 
coverage, would be equivalent to about US $969,000 or about M3 million at the current exchange rate. 
Tbis works out to about M1.8 per capita for the population as a wbole. 

Is this cost to be regarded as affordable? It certainly passes the less than one percent of GNP test 
(a test developed by the REACH project that EPI programs which cost more than one percent of GNP 
should be regarded as not affordable). In our view, however, this test needs further examination, as 
discussed in Appendix E. 

To make an informed judgment about affordability, it would be more meaningful to compare the 
cost of the full-scale EPI program with the public-sector budget for health for 1989-90 for example, a year 
near the end of the LOP for the ACSI-CCCD Project and a year in which the budget on a real per capita 
basis is about average over the LOP. The cost of a full-scale EPI program comes to about 9.4 percent 
of the public-sector recurrent expenditures for health in that year. I"it is assumed that in that year (as in 
1983-84) 14 percent of the total recurrent expenditure for health is allocated to PHC programs, the cost 
of a full-scale EPI program would represent about 66 percent of the resources available for PHC in that 
year. 

"0Kingdom of Lesotho, International Evaluation E.P.I., Family Health Division, October 1990. 

"'Unit Cost Study of the Expanded Program on Immunization and the Control of Diarrheal Diseases inLesotho," 
Sara Bene: Health Planning Unit, MOH, June 1989, p.2 1 . 

'Te Immunization Sustainability Study," REACH, April 1990 (Health Care Financing Group of ISI for 
PPCJAID). 
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The question of affordability Is, most Importantly, a question of trade-offs. Whatever the size of 
the health budget (within realistic limits), resources for health programs will be scarce relative to the many
demands health programs make upon them. Choices must be made: more resources for any one health 
program, such as EPI, means that much less for other health programs. The affordability question for the 
policy makers is whether, given their criteria, M3 million for EPI yields more benefit than would that M3 
million allocated to somc other health programs. If these policy makers answer in the affirmative, then, 
for these policy makers, EPI is affordable. Other policy makers might answer in the negative, for them 
EPI Isnot affordable. A problem for the design and Implementation of health projects is that each of the 
parties to the project may bring different prinrities to an evaluation of the trade-offs and hence reach 
different conclusions about affordability. (Menagement of this kind of conflict is discussed In 
Appendix F addressed to Sustainability Strategy Objective V - Mutually Respectful Negotiations.) 

THE LABOR FORCE RESOURCE CONSTRAINT 

This resource constraint continues to have a severe negative Impact on the performance of 
Lesotho's health-services sector. Skilled workers in various health occupations leave Lesotho for better 
paying positions elsewhere, especially in South Africa. Virtually every MOH official with whom the team 
spoke emphasized the strongly negative impact this loss of skilled manpower was having on the 
performance of health programs and facilities. It would be difficult at best for MOH health programs to 
replace this skilled manpower since training programs cannot keep up with the very substantial out
migration taking place. 

In addition, there is a special problem confronted by the MOH. Over tile years during which total 
employment in the MOH system has been growing substantially, many of the jobs created were temporary
jobs, I.e., not part of the Establishment (sanctioned permanent posts), so that the total labor force is much 
larger than the sanctioned Establishment posts. Even with the stringencies brought on by structural 
adjustment, when an incumbent leaves a sanctioned post the MOH can attempt to replace that worker. 
When an incumbent of a temporary post leaves, however, the MOH is not allowed to try to replace that 
worker. For this reason, the out-migration of workers has had an especially severe impact on the MOH 
programs, Including the ACSI-CCCD-assisted child survival programs. 
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IV. FINDINGS ON OBJECTIVES, ACTIVITIES,
 
AND INDICATORS
 

The ASCI-CCCD Sustainability Strategy identifies five objectives that must be met in order to 

achieve project sustainability, as discussed in this section. 

OBJECTIVE 1: PERCEIVED EFFECTIVENESS 

The Sustainability Strategy states that If project activities are perceived by health officials as 
effective, then it Is more likely that a constituency will develop which is committed to project goals and 
the continuation of project activities. The strategy provides four Indicators for use In evaluating this 
criterion: 

1. The availability of national policy statements and workplans. 

Indicator met. 

The team found that national policy statements were available at the national level for EPI and the 
CDD and ARI programs and that the ACSI-CCCD Project played an important role in developing or 
modifying each program's policy. The team was able to determine that the EPI policy was also available 
and understood at the HSA level. The Lesotho EPI policy is consistent with WHO recommendations, 
Including the recommendations that Infants receive a dose of oral polio at birth and that women of 
childbearing age receive five lifetime doses of Tetanus Toxoid. 

The Lesotho Ministry of Health Policy with Respect to Oral Rehydration Therapy states that 
"successful prevention and treatment of dehydration from acute diarrhea requires a comprehensive program 
approach which Includes efforts on three points. All Efforts will be directed at three leveis: the 
household, the community health worker and health facilities." The policy then describes the efforts at 
the various levels. 

Lesotho's national AP policy alms to reduce pneumonia morbidity in children under five years 
of age by ensuring standard ARI case management in health facilities, standard ARI knowledge and 
practice by community health workers, and correct care of children with ARI at home. The policy guides 
facility-based case management of children with pneumonia, severe pneumonia, and coughs/colds, 
Including the referral of severe pneumonia cases and antibiotic usage, and home-based case management. 

2. The project has Implemented an HIS, MIS, or and/or special surveys to produce data on 

project Impact In EPI, CDD, and ARI. 

Indicator met. 

The team concluded that, in general, the ACSI-CCCD Project assisted the Lesotho EPI, CDD, and 
ARI programs in implementing components (a) and (b)of this indicator. Component (c)was not generally 
Implemented. 
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a. 	 The HIS produced relatively reliable epidemiologic data with timely reports presented in ways that 
officials can determine weak performance by health facility (and/or need for additional resources 
or activities by health facility). 

(1) 	 Budget line Item for HIS. 

The team concludes that the existence of a full-time HIS manager, two computer programmers, 
and seven data enterers indicates that a budget line item for HIS exists. 

(ii) 	 Disease surveillance system providing annual data on disease trends within three 
months of end of yeac. 

The annual report for 1991 was available and p%%sented to the team. During interviews, the HIS 
manager Indicated that the 1992 annual report summarizing disease surveillance data would be 
completed by the end of March. She noted that completeness of reporting was good for the period 
January to October 1992 and that she was working to obtain outstanding reports for November 
and December. 

(iii) 	 Disease reporting system providing 80 percent of monthly reports from national 
reporting, or 95 percent reporting from sentinel sites. 

As noted, nationwide completeness of reporting for outpatient data was less than 80 percent for 
1991. The team was not able to assess nationwide completeness of reporting for 1992. There is 
no sentinel disease reporting system in Lesotho. 

(iv) Annual report distributed within three months of end of reporting year. 

The 1992 annual report summarizing outpatient disease surveillance data is expected to be 
complete by the end of March 1993. The HIS manager commented tn,,t the EPI Program 
Manager is the only MOH staff person who routinely requests and receives reports from HIS and 
the report summarizing Immunization coverage is distributed. Interviews with an HSA medical 
officer confirmed that only reports on immunization coverage were received at that level on a 
routine basis. Other reports are provided upon request. Consequently, while an annual morbidity 
and mortality report may be complete and available for distribution within three months, It is not 
clear that one is actually distributed on a routine basis. 

(v) 	 Surveillance bulletins distributed quarterly with maximum lag time of three 
months. 

The HIS manager does not routinely pxepare quarterly reports summarizing disease suveillance 
data, given the lack of demand for these reports. Quarterly production within three months was, however, 
possible. She noted that the annual report provides an analysis of disease incidence by quarter, and that 
separate quarterly reports are on occasion requested and prepared. 

The ARI Manager suggested that the HIS unit has failed to provide the quarterly reports on 
pneumonia morbidity and mortality that she has requested. The differing expectations of the ARI and HIS 
managers require clarification. 
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(vi) Project HIS integrated Into the MOH/HIS. 

Integration of the ACSI-CCCD Project into the MOH in general isnot an issue. Similarly, at no 
time did the project seek to establish an HIS independent of the MOH HIS. The project did assist the 
CDD and ARI progTams in Identifying their information needs and in developing appropriate manual 
systems to capture programmatic data, but these activities appear to have been completed in conjunction 
with the MOH HIS unit and its staff. 

b. Technical Effective!ness 

(I) EPI 

(a) Results from KAP survey for EPI every three years. 

The last KAP survey for EPI was completed in 1990, as part of the nationwide immunization 
coverage survey. The EPI plans to conduct a nationwide immunization coverage and KAP survey during 
1993 rather thm 1992 to allow sufficient time to pass before assessing TT coverage. TI immunization 
began in1990.
 

(b) EPI coverage by year (versus target). 

Immunization coverage data are available for the years 1984 to 1991 and for the first six months 
of 1992. Additionally, the EPI has established annual targets for immunization coverage. 

(c) Measles incidence by year (versus target) 

Similar to immunization coverage, measles Incidence data are available for the years 1984 to 1991 
and for the first six months of 1992. The EPI has adopted the WHO target of reducing measles incidence 
90 percent from pre-vaccinatlon levels by 1995. 

(d) NNT sentinel data (versus target) 

Lesotho does not maintain a sentinel system for reporting disease incidence data. Neonatal tetanus 
cases are reported through the hospital inpatient reporting system and the notifiable diseases reporting 
system. No cases were reported during 1992 from among reports received to date. During 1991 one case 
was reported, and during 1987 two cases were reported. 

(i) CDD 

(a) Results f'om KAP survey for CDD within three years. 

The summary evaluation of the HEALTHCOM Project, completed in 1990, Included KAP data 
for the CDD program. More recently, the MOH completed a nationwide detailed health-related survey 
from November 1991 to April 1992. The survey design was modeled after the DHS survey completed 
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n Lesotho In 1987. The DHS survey1 completed in April 1992 should provide the CDD manager with 
recent data on community knowledge, attitudes, and practices with respect to diarrhea and dehydration. 
Analysis of these data is not complete. 

Finally the medical officer also provided some Insights into the community's perception about the 
effectiveness of ORT. She noted that since mothers often considered ORT as medicine, they frequently 
expected the ORT to stop the diar.:iea. As this was not the effect, mothers were likely to turn to other 
treatments, Including those available through traditional healers. 

(b) Health facilities meeting standards. 

Although the CDD manager noted that she continued to receive and analyze ORT unit reports 
from six major hospitals summarizing the Impact of the CDD program (percent of diarrhea cases 
presenting with moderate or severe dehydration) during 1991 and 1992, she did not mention that routine 
HSA level supervision and assessment of health worker performance had continued during these same 
yea:s. During 1992, she completed supervisory visits to two of the six hospitals with a functioning ORT 
unit. 

The CDD manager cited the MOH's demographic and health survey conducted from November 
1991 to April 1992, funding cuts or shortages for per diem and gas, and continuing transport constraints 
as contributing factors to the low level of supervisory visits. She noted that she intended to continue 
documenting the quality of case management and training and providing on-the-job training and would 
distribute checklists to HSA supervisors. The team concluded that the CDD manager was well aware of 
the methods she could use to measure and improve health worker performance, including the use of 
supervisory checklists, and understood the Importance of these activities. 

(c) Home treatment meeting standards. 

Data on home treatment of diarrhea are often collected during community-based KAP surveys. 
As noted under (a), 1990 data were available to the team and more recent data should be provided by the 
DHS survey. The ORT unit monthly report and the outpatient weekly morbidity report also provide some 
indication of the effectiveness of home treatment as they capture data on the number of cases of diarrhea 
presenting with and without dehydration. These data were not available for 1991 or 1992. 

(d) Cases of diarrhea treated with ORT in the home. 

As with data on home treatment, data on the percent of diarrhea cases treated at home with ORT 
are often collected during community-based KAP surveys. Availability of these data is the same as noted 
under (a) and (c). 

"MIis was conducted by the government following the format established by the DHS Project which issupported 

by AJI).'s Offices of Health and Population. 
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(ill) 	 ARI 

(a) 	 Results from KAP survey for ARI within three years. 

No community-based KAP research has been completed since the original baseline study was 
conducted in 1989. The ARI program workplan indicates that during a planned program review in 1992, 
exit Interviews with caretakers would be conducted to assess their comprehension of messages delivered 
at health centers. It is unclear whether this review took place. The next complete community assessment 
of caretakers' knowledge, attitudes, and practices is scheduled for 1995, during a planned household 
survey. 

(b) 	 Health facilities meeting standards. 

Since 1991, ARI program implementation has expanded to eight HSAs. During 1992, the ARI 
program manager completed supervisory visits to health centers in the original three HSAs and used the 
ARI checklist to monitor and assess the level of appropriate case management. It appears that the data 
collected during these visits were not systematically analyzed and no comprehensive assessment of the 
current performance of health workers in managing pneumonia cases has been completed since the original 
evaluation in 1991. No supervisory visits to facilities in the five new HSAs that began ARI program 
Implementation during 1992 were made, as the trainings were time consuming and occurred between July 
and November. During 1992 a registered nurse was deployed as a field supervisor to the ARI and CDD 
programs. 

The team's impression is that the ARI program manager understands well the use of supervisory 
checklists to monitor facility health worker performance and the importance of this activity. The ARI 
program manager intends to begin supervisory visits in March 1993 to the five HSAs trained during 1992. 

(c) 	 Home treatment meeting standards. 

Although 1991 evaluation results suggested that home treatment of pneumonia cases may not be 
optimal, given the inadequate level of education given to caretakers by health workers, no more recent data 
permitting an independent assessment were available. It is likely that when data collected during 1992 
supervisory visits are analyzed, the results will indicate whether education of caretakers by health workers 
has improved. 

In the absence of data summarizing clinic-based observations of health workers, an assessment of 
the adequacy of home-based treatment of pneumonia will have to wait until the community-based survey 
is completed in 1995. 

C. 	 MIS Information system that is complementary to HIS and provides a) personnel data on location, 
skill levels, and training, b) logistics on drugs and transportation, and c) budgetary data by facility. 

The team concluded that the criteria for this indicator were not met at the present time. 
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(I) Utilized and reliable MIS. 

At present the MOH does not maintain an effective MIS that manages the above mentioned data. 
Different programs have individually implemented various components of an MIS for their own use. 
During interviews, the HIS manager Indicated that the HIS unit plans to specify and design a MIS that 
will manage personnel data by facility, Including their level of training. 

(1i) Project MIS Integrated into MOH MIS. 

The ACSI-CCCD Project did not Implement a project specific MIS nor did It assist the MOH In 
developing one. 

(iii) Updated personnel data. 

Although unavailable at present, an information system which allowed central level MOH staff 
to monitor personnel data, including training, by facility is a clear priority, given the high level of staff 
turnover The project assisted the ARI program in establishing a manual system to manage data on the 
number of health staff per facility and HSA who have been trained in appropriate pneumonia case 
management and the number who require training in the future. The ARI program manager continues to 
maintain this manual system. 

(iv) Logistics data. 

In general, logistics data is maintained by the individual programs. The team had the opportunity 
to discuss EPI logistics with the EPI logistics officer. The team concluded that the EPI maintains an 
excellent manual information system to manage its logistics data. 

3. Completion of operations research and special studies to assess program quality and develop 

solutions. 

Indicator not met. 

The ACSI-CCCD Project supported numerous operations research studies, providing both financial 
and technical assistance, within all three technical Interventions. These studies have been described in 
different sections of the report. Basotho MOH staff were clearly involved in these research projects, often 
serving as principal or co-principal investigators. 

Despite these numerous research activities, the process of conducting operations research In 
Lesotho is not firmly Institutionalized. The project worked with the MOH to establish the Research 
Review Committee that met during the life of project on an ad hoc basis to clear research protocols and 
papers that summarize research results. However, this group did not actively identify operations research 
activities to address implementation problems Identified by the various programs, and a similar gap In 
Identifying necessary research activities remains today. 

4-6
 

/ii 



a. 	 Budget line item for operations research and/or special studies. 

The EPI Manager commented that a lack of funding is preventing her from completing two
 
important operations research activities. The team concludes from this statement that it is unlikely that
 
there is a budget line item for operations research.
 

b. 	 System for reviewing and approving operational research projects in place. 

The team did not find evidence that the MOH had established a system for either soliciting or for 
reviewing and approving operational research projects that may be Identified by Individual program 
managers. 

c. 	 System has conducted at least one round of review and funding independently of ACSI-CCCD
 
staff.
 

In addition to the lack of a system, the team did not find evidence that the EPI, CDD, or ARI 
program managers had developed or conducted operational research projects within their own programs 
since the ACSI-CCCD Project ended. The EPI manager has, however, identified the most pressing 
operations research activities she hopes to complete in the PI:ture. Tht~se include identifying health 
workers' attitudes toward clients and clients' attitudes toward health workers which inhibit the achievement 
of full immunization coverage objectives and an evaluation of the two-dose immunization schedule for 
measles. The EPI manager also noted that many MOH staff who participated in previous OR studies 
retained the necessary expertise to complete future studies: for example, staff could conduct serologic 
surveys and complete the required laboratory tests. 

d. 	 Country nationals have served as yrincipal investigators (or co-principal investigators) on 
behavioral research projects used to develop or evaluate health Interventions. 

Country national staff were directly involved In the operational research activities that were 
conducted during the ACSI-CCCD Project, including the community-based EPI, CDD, and ARI 
assessments. 

e. 	 Country nationals have served as principal investigators (or co-principal investigators) on cost or 
cost-effectiveness studies used for program development or evaluation. 

During 1988, staff from the CDD program participated in a study to determine the unit cost of 
treating a child with diarrhea at a health facility ORT unit. 

4. 	 Use of data for problem identification and solution development 

Indicator met for EPI only. 

a. 	 National program managers present HIS/MIS data in appropriate (useable) format for director 
general (DG) and minister on a quarterly basis. 

During interviews, the team determined that data on programmatic success and failure were 
reported to senior MOH staff on a limited basis. It appears as though more frequently, the information 
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stops at the level where personnel are already convinced about the importance of the programs. If reports 
that staff within the MOH who set priorities do not have a public health background are correct, informing 
senior level staff about EPI and other priority child survival projects would seem to be a priority. 

The Director of Primary Health Care noted that during quarterly meetings with the DG, 
immunization data is routinely reviewed. This information is always available and the DG has come to 
expect 	 an update. Furthermore, immunization coverage is routinely quoted in political speeches. 
Currently the CDD manager prepares an annual report of program activities. She submits the report to 
the director of the Family Health Division, who in turn submits it to the Director of Primary Health Care. 
The team did not review an annual CDD program report and cannot comment on the nature or 
presentation of programmatic data included. 

The Director of Primary Health Care stated that data on the reduction in long hospital stays for 
diarrhea that is attributed to a reduction in diarrhea cases presenting with severe dehydration is routinely 
monitored by the DG and other senior MOH staff as an indicator of program Impact. 

There Is also apparently a high level of interest in the ARI program and in relevant programmatic 
information among senior MOH staff. According to the Director of Primary Health Care, this interest is 
spreading. She felt this keen Interest was in part due to the attention given by Lesotho physicians to this 
very prevalent condition and to the curative aspects of its management. 

b. 	 National program managers routinely present data from operations research and special studies in 
appropriate (useable) format to DG and Minister. 

As noted, operations research activities and special studies have not been routinely conducted since 
the ACSI-CCCD Project ended. 

C. 	 Reports of research activity are present in the files of decision makers and referred to routinely 
during program decision making. 

Results from research activities conducted during the ACSI-CCCD Project provided key Input Into 
decisions made by program managers to modify the immunization schedule and to develop Lesotho's first 
CDD and ARI policies. 

d. 	 National colleagues increasingly have provided leadership for ACSI-CCCD Proiect evaluations. 

Following the 1986 external review of the ACSI-CCCD Project, there was a shift in the focus of 
project evaluation from an external to an Internal one. MOH staff represented the majority ofparticipants
in the 1987 internal project evaluation and took the lead in organizing and conducting similar internal 
evaluations of the Family Health Division in 1988 and 1990. 

e. 	 Use of data by program managers and by HSA-level supervisors to Identify problems and to uide 
program implementation (additional indicator). 

The team felt that it was also important to assess the use of data by program managers and HSA
level supervisors to identify problems and to guide program implementation. 
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OBJECTIVE II: INTEGRATION AND INSTITUTION STRENGTHENING 

The Sustainability Strategy states that projects which are well integrated into the administrative 
structures of a Minister of Health and do not create separate vertical hierarchies, have been found to be 
more sustainable in every country studied in the CDIE sustainability series. In addition, strong 
implementing institutions were found to be important for sustainability. 

1. Supervision. 

Indicator not met. 

a. Supervisory system with checklists. 

As noted, the ACSI-CCCD Project provided technical assistance In developing or modifying 
supervisory systems and checklists for the EPI, CDD, and ARI programs. The project also assisted the 
MOH to train staff to use checklists during supervision and to collate and analyze checklist observations 
to Identify needs for continuing education. Finally, the project also assisted the MOH HIS unit to 
computerize the management of CDD checklist observation data. 

b. Percentage of facilities visited in the last year. 

The exact number of health facilities visited by central level supervisors was not available for 
either the EPI or CDD or ARI programs. The EPI manager stated that she and three additional EPI 
supervisors are responsible for central level supervision. The EPI has divided the country into three 
groups of six HSAs for supervisory purposes and has assigned one supervisor and one driver to each 
group of HSAs. In theory, each supervisor should visit every health facility in an HSA in two months, 
completing visits to all health facilities in their six HSAs once a year. There are also three central level 
cold chain supervisors who travel together with the EPI supervisors during clinic visits. 

Both the ARI and CDD program managers noted that the DHS survey and concomitant vehicle 
shortage prevented them from conducting the planned number of supervisory visits during 1992. 
Furthermore, the managers noted that a general vehicle shortage at the central level curtails supervisory 
activities, particularly when one of the central programs conducts a special activity that requires additional 
transport, such as EPI acceleration activities. Lastly, the extensive training conducted by the CDD and 
ARI managers In 1992 limited the amount of supervision they could provide, although the 1992 ARI 
control program workplan listed supervisory visits to health facilities as a planned activity. 

The ARI manager said that she would like to provide central level supervision to each clinic twice 
a year. Although supervision was not listed as an achievement in the 1992 ARI program annual report,
the ARI manager said she was able to complete supervisory visits to some facilities in the three HSAs that 
first Implemented the ARI program In 1990. Staff from 20 facilities were trained initially, and the exact 
number of facilities visited during 1992 was not assessed. The ARI Manager also noted that she expects
HSA level supervisors to visit each of their clinics once a quarter to evaluate ARI program activities. 
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c. 	 Was a checklist used during the visits? 

The CDD program manager noted that she Intended to continue using the supervisory checklist 
to document the quality of case management and training and to provide on-the-job training. She noted 
that she would distribute checklists to HSA supervisors. 

The ARI program manager used the ARI supervisory checklist during her facility visits to assess 
the level of appropriate case management and to provide on-the-Job training. She is currently modifying 
this checklist for decentralized use by HSA supervisors. Furthermore, she Instructs HSA supervisors to 
use the 	written test completed by training participants at the end of each ARI workshop to identify topics 
for follow-up supervision. 

d. 	 Were results tabulated, fed down, and fed up? 

The interviews suggested that the data collected on checklists completed during supervisory visits 
were not routinely processed, summarized, or distributed either to clinic staff or to more senior 
supervisors. 

2. 	 Integration at delivery sites. 

Indicator met. 

a. 	 At what percentage of facilities are vaccination services and primary treatment for diarrhea, fever, 
and respiratory Infection available? 

In principal, vaccination services are available at all health facilities in Lesotho. The 1991 HIS 
Immunization by Facility report confirms that all but two facilities (one percent of total) in Lesotho 
delivered at least some immunizations during the year. The two facilities listed as giving no 
immunizations did submit monthly MCH/FP reports for the year (4 and 12 reports respectively). It is not 
clear if these facilities did not immunize or if they simply did not provide their immunization totals. Five 
other facilities submitted three or fewer reports for the year and reported giving very few Immunizations. 
Again, it is unclear whether the low number of immunizations reflects a lack of immunization activity or 
a lack or reporting. 

The EPI logistics officer noted that some clinics had closed during 1992. She noted that all 
facilities, including any newly opened ciinics, were provided with cold chain equipment and vaccine and 
should be providing Immunizations. The team could not assess the percent of facilities currently offering 
standard diarrhea case management. During the ACSI-CCCD Project, health staff from all facilities in 
Lesotho were trained to establish ORT units and comers and to provide standard diarrhea case 
management, and the ACSI-CCCD Project annual reports would suggest that many actually did. 

As noted, there has been a decline In the number of facilities that operate an ORT unit. The team 
was not able to determine the extent to which staff transfers and turnover have also reduced the number 
of facilities with a trained staff person who could provide case management with ORT, regardless of 
whether the facility had an established ORT unit. Consequently the team could not determine the number 
of facilities either with an ORT unit or with staff capable of providing standard diarrhea case management. 
As noted under the ARI program summary, access to pneumonia case management has increased since 
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the ACSI-CCCD Project terminated. At the end of 1992, 51 (28 percent) of clinics had staff trained in 
standard pneumonia case management. During January 1993, staff from clinics in three additional HSAs 
have undergone training. Although the current total number of clinics with trained staff was not available, 
the team estimates that between 65 and 70 clinics (36 to 39 percent) can now provide standard pneumonia 
case management. 

b. 	 Number of ACSI-CCCD interventions provided by most peripheral salaried health provider. 

Facility staff in Lesotho, primarily nurse clinicians and nursing sisters, are trained to provide all 
possible clinic services. In theory, all of the most peripheral salaried health providers should be able to 
deliver Immunization services and standard diarrhea case management. Health workers in the 11 HSAs 
where standard ARI case management training has been provided to date can provide this service as well. 
Consequently, there is no inherent lack of integration in the provision of primary health care services. It 
should be noted, however, that the number of ACSI-CCCD interventions provided by the most peripheral 
salaried health worker in Lesotho can be limited by the high level of staff turnover and by the limited 
access new staff often have to training and supervision. 

3. 	 Integration at national level. 

Indicator met. 

a. 	 Prolect management activities are integrated into the existing Ministry of Health structure and are 
a part of the routine responsibilities of MOH personnel. 

A national EPI manager was in place at the time the ACSI-CCCD Project began. During the 
project, the MOH's Family Health Division created and filled established positions for the CDD and ARI 
program managers. The Director of Primary Health Care noted that the strong integration of CDD and 
ART program activities and the excellent working relationship that exists between the CDD and ARI 
managers strengthened both programs. 

The EPI and HIS managers also commented that the ACSI-CCCD Project was yery helpful in 
coordinating routine meetings among MCH program managers within the Division of Family Health. The 
managers felt that these meetings promoted integration by providing staff with an opportunity to share 
program successes and problems and to learn from each other's experiences. These meetings are no 
longer held routinely. 

4. 	 Support activities. 

Indicator not met for EPI, CDD, and ARI. Indicator not applicable to support strategies. 

The Health Education Division (HED), which is responsible for the development and dissemination 
of health education materials, was strengthened and restructured with the assistance of HEALTHCOM 
during the LOP. The HED staff developed and monitored the use of health education materials for all 
levels of health providers and, in conjunction with the Ministry of Education, developed and distributed 
6,500 teaching modules on EPI and ORT for primary schools. The HED continues to be operational at 
the national level; however, no long-term plans are in place for monitoring or assessing the utilization 
and/or efficacy of the materials. 
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Although the HED assisted in training health care providers at all levels in the utilization of the 
materials, no training has yet been offered to the primary school teachers for the primary school modules. 
Mechanisms were developed and successfully utilized (with the assistance of HEALTHCOM) to develop
and distribute appropriate health education materials in all ACSI-CCCD intervention areas. No plans are 
In place for reviewing, evaluating, and revising the naterials, nor is there a clear strategy for continuous 
distribution of materials. 

Health tducation materials were developed to be utilized by all levels, including the community 
health workers (CHWs). CHWs also received training in the application of materials in their communities. 
The utilization of materials varies from community to community, and anecdotal reports indicate that the 
CHWs frequently use the materials; however, no studies have been done to assess the utilization of 
materials. No plans are in place to systematically update the CHWs with regard to the use of health 
education materials. 

OBJECTIVE III: LOCAL FINANCING, COMMUNITY PARTICIPATION, AND PRIVATE 
SECTOR PROVISION OF SERVICES 

1. Assumption of project costs by government. 

Indicator not met. 

In the Sustainability Strategy, discussion of this objective begius by stating the hypothesis that 
national governments which have included in their budgets successively larger portions of recurrent costs 
will be more likely to be able to allocate resources to project activities if and when external funding is 
terminated. 

a. Phased Increase In Proportion of Government Funding 

It Is further observed that most projects Include an agreement that the government will absorb 
increasing proportions of the project recurrent costs duing the life of the project. The ACSI-CCCD 
Project in Lesotho included such a provision, at least for some of the operating costs (e.g., commodities, 
office space, and supplies) which were expected to continue after the project terminated. These costs, 
however, represented only a part of the operating costs of the project itself. It is the team's understanding 
diat the GOL in fact complied with this agreement. Periaps compliance with this arrangement would, as 
hypothesized, have been associated with Increased support for continuing project activities/benefits 
financed by Lesotho's own Internal resources. This could not be observed, however, because in the post
project period other donors, especially UNICEF, promptly stepped in to furnish much of the operating 
costs covered by the ACSI-CCCD Project during Its life. 

More generally, the sustainability analysis of the ACSI-CCCD Project in Lesotho Iscomplicated 
by the fact that this project is one part of a larger enterprise, the MOH's EPI, CDD, and ARI programs,
which are themselves heavily supported by several donors including WHO and the World Bank, in 
addition to UNICEF and others. For example, the unit cost study previously cited"1 found that as of 

""Unit Cost Study of the Expanded Program on Immunization and the Control ofDiarrheal Diseases in Lesotho," 
Sara Benett Health Planning Unit, MOH, June 1989. 

4-12
 



1989, nd exclusive of expatriate assistance, 52 percent of the costs of the EPI program were met by
donors and 56 percent of the costs of the ACSI-CCCD Project were met by donors. 

With many substantial donors previously and currently active in Lesotho, an observation of the 
MOH's post-ACSI-CCCD Project performance does not allow for an easy assessment either of the 
sustalnability of project activities and benefits or of the impact on sustainability of either meeting or not 
meeting the sustainability strategy criteria. 

Whereas substantial donor support complicates assessing sustainability, external donor support may 
also provide an opportunity to make findings on some aspects of the Institutionalization of project
activities/benefits. Adequate finding for operating costs cannot ensure, for example, that HIS will 
continue to be properly Implemented, or that continuing education will be effective. Institutionalization 
of project benefits, depends not just on the amount of donor asistance but also on the content style and 
format of that assistance. 

2. Implementation of fee-for-service or cost recovery program. 

Indicator not met. 

As the discussion in Sustainabity Strategy of Objective III notes, cost recovery through marketing
government-provided health services Is one way to provide additional resources for government health 
programs. Such a financing strategy Is said to be gaining support throughout Africa. As noted above, 
under the 1988 amendment to the umbrella ACSI-CCCD Project, assistance In health financing was to 
receive greater emphasis. In Lesotho, the World Bank was designated as the lead donor in this area and 
the ACSI-CCCD Project undertook a supporting role. For example, together with UNICEF, the project 
supported cost studies of the EPI and CDD programs. 

The GOLIMOH has been implementing a system of charges for services provided by government
facilities for almost 20 years. Revenue from these fees has provided a modest and declining share of 
financing for recurrent expenditures. (See Table IV.) 

There are a number of reasons for low rates of cost recovery by the MOH facilities. 

Table IV 

MOH User Fees Offset Recurrent Expenditures 

Year Percent of Recurrent Expenditure Recovered 

1974-75 16.0 

1979-80 8.0 

1983-84 5.7 

Source: "Staff Appraisal Report: Lesotho Health and Population Project," April 1,1985, The World Bank, Report
No. 5437-LSO. 
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The fees are set at levels to cover only a modest share of costs, even if collected. Collection rates 
are poor, and there Is a failure to collect charges which according to the regulations are due from patients. 
And, as In all countries rying to Implement user-charge schemes, there may be some diversion of funds 
to unauthorized uses. 

There have been two recent upward revisions of the MOH fee schedule, one in 1988 and the most 
recent In September 1992, a part of which is attached as Appendix H to this report. There is an opinion 
in some quarters"5 that the increased fees have led to decreases in utilization rates fo: MOH facilities, 
even though people deemed unable to pay fees are supposed to be exempted. 

At present, revenue from user charg,-, oy government facilities represents about 11 percent of total 
operating expenditure. The rate of collection by facility ranges from 6 to 30 percent; the target rate of 
cost recovery is 15 percent, a rate just below that prevailing in 1974-75. 

Material consulted by the team indicated that ante-natal/post-natal/family planning consultations 
provided by the government are supposed to be free, as are EPI services. There are, however, charges 
for family planning supplies. As in many countries with user-charge schemes, there are higher charges 
for private patients who seek car6 i a source other than a public health facility (i.e. a private 
physician). 

In Lesotho, as elsewhere, revenues from marketing services by government facilities revert to the 
General Fund (the Exchequer). This feature means that there is very little incentive for facilities to collect 
charges and to allocate the time and attention necessary to implement an effective user-charge system. 

For effective Implementation of user-charge schemes, the matter of incentives for collection of 
these fees is of central importance. One approach to improving tlese incentives, being tried in some 
countries, is to change the rules to permit revenue from user charges to be retained by the facility for its 
use according to certain guidelines. 

It appears that efforts have been made In Lesotho to implement an alternative incentive scheme 
in the form of revenue recovery awards, under which the HSA with the best revenue collection record 
would receive a prize. This scheme was apparently tried with promising res 1ts in 1990 and is now being 
implemented, albeit without benefit of budget provision. 

Under this scheme, a prize of M20,000 is given to the HSA with the best collection record. The 
prize Is financed by a levy of M2,000 on each of the other HSAs, I.e., the "losers" in this competition. 

Substantial Increases Inthe rate of cost recovery by the MOH's long-standing user-charge schemes 
could make an Important contribution to the prospects of sustainability of health projects. One project that 
seeks to imp,'ove the rate of cost recovery by the MOH system is the World Bank's First and Second 
Population, Health, and Nutrition Projects. As a bank memorandum takes note,' 6 however, the 1991-92 

"Kingdom of Lesotho, International Evaluation E.P.I., Family Health Division, October 1990, p.13 . 

16"Lesotho: First and Second Population, Health and Nutrition Projects, Project Implementation Review Mission, 
October 21-November 1, 1991, AIDE MEMOIRE," World Bank, p.12. 
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cuts in funds allocated to the MOH for non-personrel operating costs works against increases In the
 
quality of services and thus puts enhanced cost recovery at risk.
 

Activities have been under way in several quarters exploring the implementation of a Bamako 
Initiative Revolving Drug Fund approach to cost recovery for drugs. In an attempt to assess the prospects 
or this approach, a study was carried out in 1991 by MOH/WHO/UNICEF, followed by a National 
Workshop to clarify the concept.t 7 

UNICEF has been trying to help fill in the gap left by the ACSI-CCCD Pioject by planning 
support In areas previously covered by ACSI-CCCD components. In particular, UNICEF intends to support 
training of certain categories of workers and the provision of certain commodities. Post- LOP donor 
support does not have to be of this literal substitution kind, however, to preclude the possibility of the 
usual tests of hypotheses on sustainability. Whatever the categories of operating costs, where donors are 
funding costs that otherwise would have been funded by the MOH, the funds thus saved can be transferred 
to cover other costs such as those that would have been covered by the ACSI-CCCD Project during its 
LOP. It is debatable, however, whether such a case represents genuine sustainability, even though ex-
ACSI-CCCD Projects costs are now covered by the country's own internal resources. The MOH is able 
to cover these costs from its own resources only because donors are paying for other costs that the MOH 
would have otherwise covered. 

3. Private provision of project services. 

Indicator not met. 

The Private Health Association of Lesotho (PHAL) Is comprised of a group of health facilities and 
hospitals in Lesotho affiliated with six different churches. The association is responsible for about half 
of the country's hospitals and about 60 percent of its clinics, and receives a substantial subvention each 
year from the MOH to support the salaries of its health workers. In this sense, PHAL may be considered 
as more of an extension of the public sector than of a private sector provider of health services. 

In addition to PHAL, those MOH staff interviewed by the team reported that there may be only 
up to 30 truly private physicians in Lesotho. The team concluded that this group clearly cannot provide 
a measurable amount of primary health care service delivery. 

OBJECTIVE IV: STRONG TRAINING COMPONENT 

1. Training strategy developed and Implemented. 

Indicator met for Interventions and health Information systems, not met for health education 
or training support strategies. 

"'The Bamako Initiative Strategy was to be accepted as an important step in the revitalization of health services 
and systems within the community and at the periphery. Among other things, this would entail having Village Health 
Committees revived and made functional. The UNICEF National Health Program 1992-96 budget provides funding 
in the amount of US S543,000 to support the development of the Bamako Initiative program. 
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The Strategy states that a strong training component develops the human resources required for 
successful project implementation and builds a constituency for the continuation of project activities. 

A training strategy for strengthening primary health care was developed and approved for each 
of the program components, and training manuals with clearly defined competency-based objectives,
teaching/learning methods, as well as evaluation strategies for the EPI, CDD, and ARI programs were 
produced. Pre-service training (through the Schools of Nursing and the National Health Training Centre)
Include content in these programmatic areas in their respective curricula. Attempts are made to coordinate 
pre-service training with the actual programmatic needs. Key personnel from the MOH participate in basic 
nursing education curriculum review In order to ensure relevancy of pre-service Instruction. 

2. Continuing health education policy developed and Implemented. 

Indicator not met for Interventions or for health education. 

A strategy was developed for continuing education, complete with training needs assessments 
(based on self-assessment as well as supervisor evaluation of need) for all categories of health care 
providers. Training needs assessments were conducted during the LOP which defined the scope and 
content of training. At present, however, the continuing education component is not well defined; critical 
areas of training have not been prioritized, nor is there a comprehensive plan for continuing education in 
place. There is also a high attrition rate among health personnel (particularly nurses), making it very
difficult to ensure that a cadre of front line providers is appropriately trained and prepared to offer quality 
service in the key program areas. 

3. Implementation of a supervisory system. 

Indicator not met for Interventions or for health education and health Information systems 
support strategy. Indicator met for training support strategy. 

Supervision and training are interrelated, and efforts are made to address on-the-job training needs 
through the use of supervisory checklists and respoading to "teachable moments" during the supervisor's 
visits. However, lack of transportation and logistical support were cited as reasons for less than optimal 
supervision. 

Facility Needs Assessments for Training were conducted, and during the LOP, the ACSI-CCCD 
Project collaborated with MOH, PHAL, and the District Management Improvement Project implemented
by MEDEX, a consulting group, to conduct a management analysis of the health training system and to 
create and implement a training system procedures manual. The manual includes job descriptions for 
trainers, annual training plan forms with clearly defined instructions, training announcement and evaluation 
procedures, as well as guidelines for needs assessment and course follow-up. The manual was designed 
to Institutionalize the decentralized training and continuing education system that ACSI-CCCD helped to 
strengthen. 

The training system was designed to strengthen reporting of training activities; however, since the 
completion of the DMI Project by MEDEX, there has only been limited attention given to reporting and 
tracking continuing education/training needs. There is not a comprehensive strategy for updating workers 
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at all levels, and tracking of training needs Is sporadic. No systematic facility assessments for training 
have been carried out during the past year. 

All trainers have received instruction In teaching/learning methodology, and they know how to 
utilize the objective-based curricula that have been developed in each of the program areas. However, 
there is a great need to continually update the trainers in teaching/learning techniques as well as assess 
their skills and competencies. There is interest in and acknowledgment of the need to continually update 
trainers' skills; however, no plan is in place to do so. 

OBJECTIVE V: CONSTITUENCY BUILDING THROUGH A PROCESS OF MUTUALLY 
RESPECTFUL NEGOTIATION 

The CDIE studies found that projects which had been designed with national participation were 
more likely to be sustained. A mutually respectful negotiating process results in a project which is more 
likely to be responsive to nationally defined needs, objectives, and capabilities. This type of process also 
develops local leadership, a broader consensus, and a wider constituency with a commitment to project 
objectives. 

The indicators provided by the Sustainability Strategy for this objective focus on the extent to 
which nationals are Included in the deliberations at various stages of project development, such as the 
initial concept development state, preparation of the PID and the PP, and any subsequent amendments to 
the projecL The team was unable to gather any Information on the extent to which the ACSI-CCCD 
Project development process included nationals in the various deliberations. Presumably, the indicators 
set out for this objective are intended to characterize a project development process that takes into account 
host country preferences. By whatever means, this result appears to have been achieved by the ACSI-
CCCD Project in Lesotho. All of the MOH officials the team talked with indicated that they valued the 
project activities, and it seemed clear that the project activities were very much in line with their own 
preferences for such activity. (See the discussion in Appendix F for additional points relating to this 
objective.) 

Table V, Probability of Sustainability, summarizes the factors favoring sustainability and those 
mitigating against sustainability for each of the ACSI-CCCD Project components. 
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_____Table V. Probability of Sustalnability 

P'ogram Factors Favoring Sustainablllty 

Expanded 
Program on 
Immunhation 
(EPI) 

Project Related 
Demonstrated program effectiveness 
(increasing coverage and decreasing 
measles incidence). 

Strong education/training program 
(receiving UNICEF support). 

Good use of relevant programmatic 
information by project management. 

Contextual Factors 
Assurance of other donor 
collaboration and support, primarily 
UNICEF. 

Continuous and strong program 
management. 

CDD Project Related 

Well integrated 

Demonstrated effectiveness based on 
reports from some facilities, 

Good health education materials 
available. 

Good knowledge, attitudes, and 
practices with respect to ORT and 
diarrhea case management among 
health facility staff and community. 

Factors Mitigating Against Sustalnabillty 

Contextual Factors 
High attrition rate of health 
personnel particularly among 
nurses at hospitals and facilities. 

Limited transportation and 
logiitics support. 

Low staff morale and potential 
loss of motivation among 
community members. 

Project Related 

Limited supervision 

Weak program of continuing 
education 

Contextual Factors 

Limited transportation and 
logistics support given by MOH 
to CDD manager to carry out 
supervisory responsibilities 

High attrition rate of health 
personnel particularly among 
nurses at hospitals and facilities. 
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Program Factors Favoring SustaInability 

ARI Project Related 
Strong perceived need and perceived 
effectiveess, resulting in strong 
commitment to program. 

Strong training materials and training 
plan. 

Contextual Factors 
Strong program manager 

Health 
Information 
Systems 

Contextual Factors 
Strong program manager, with good 
data management capabilities, 

Operations 
Research 

Project Related 
Ministry of Health staff were trained 
end participated in operations 
research studies, 

Interest in and understanding of how 
operations research activities cqn be 
used to solve operational problems. 

Training Project Related 
Technically sound methodologies, 
emphasizing competency-based 
teaching. 

Responsibility for training 
decentralized to HSA trainers. 

Documented ability of training to 
improve health worker performance. 

Contextual Factors 
Assurance of continued financial 
support from UNICEF 

Factors Mitigating Against 
Susta[nabillty 

Project Related 
Limited supervision and follow
up of newly trained staff. 

Project Related 
Limited institutionalized demand 
for or use of programmatic data. 

Limited feedback of 
programmatic data to HSA or 
facility level. 

Contextual Factors 
No clear responsibility for 
supervision of HIS. 

Project Related 
MOH Research and Review 
Committee not active in 
identifying operational problems 
that require further itsearch. 

Project Related 
Limited focus on systematic 
continuing education. 

Limited on-going training of 
trainers or motivation of trainers. 

Limited follow-up of training 
courses. 
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Program Factors Favoring Sustalnablity Factors Mitigating Against Sustalnability 

Health Education Project Related 
Perceived need and good 
understanding of importance of 
community-based education, 

Project Related 
Unit limited in vision, with no 
clear long-term plan for 
community health education. 

Appropriate education materials 
developed. 

Contextual Factos 
Strong UNICEF commitment to 
community health education. 
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V. EXTENT TO WHICH ACSI-CCCD PROJECT 

ACTIVITIES/BENEFITS HAVE BEEN SUSTAINED 

A. EPI 

The next immunization coverage survey will be conducted during 1993, allowing an assessment 
of the trend in coverage during the period immediately following termination of the ACSI-CCCD Project. 
Coverage as measured fiom routine reports was 64 percent in 1991 and 60 percent based on data for the 
first six months of 1992. These data suggest that measles coverage may slowly be declining in Lesotho. 
DPT'3 coverage as measured from routine reports followed a similar trend, peaking in 1988 at 84 percent 
and declining to 58 percent In 1991 and 57 percent for the first six months of 1992. Coverage figures 
from routine data must be interpreted in conjunction with reporting rates which also declined during 1991. 
Furthermore, the peak in coverage during 1989 may well be associated with UNICEF efforts. 

With respect to measles incidence, 2,351 czses were reported in 1991, and the completeness of 
reporting was lower than during 1990 in all 19 HSAs. 

The above data on measles coverage and the number of Lases reported derived from routine reports 
are difficult to interpret, given less than complete reporting. However, with respect to immunization 
coverage, it appears that the levels of coverage achieved in 1989 have not been sustained. It was also the 
EPI manager's impression that immunization coverage has declined during the past two years. 

The team concludes that, despite the probability that measles coverage has declined over the past 
two years, the EPI continues to function at a relatively high level and that a majority of the ACSI-CCCD 
Project's benefits are being sustained. The program is being managed by a highly competent and 
dedicated national manager. Coverage trends should be closely monitored and if coverage is declining, 
specific causes should be identified. 

The EPI manager felt that the most difficult aspect of increasing immunization coverage in low 
coverage HSAs was motivating parents to have their chlldrea Immunized. She felt that in some parts of 
the country parents, like health workers, were no longer motivated and did not even have the time to 
organize outreach clinics when the central level or health facility had arranged to send a vaccination team. 

Given the program's high level of past success, high level of perceived effectiveness, and 
demonstrated ability to control disease incidence, measles and polio in particular, efforts to sustain 
Immunization activities at the maximum possible level should be accorded the highest priority. 

B. CDD 

In terms of access to diarrhea case management, It Is clear from the team's interviews that the 
Dumber of hospital. and health facilities with established and functioning ORT units has declined. 
Although the total number of facilities that ever operated a unit Isunknown, those interviewed, including 
the CDD program manager and an HSA medical officer and public health nurse, reported that, at present, 
fewer facilities, clinics in particular, are operating ORT units than in the past. An HSA medical officer 

5-1
 

u\A
 



noted that while clinic staff may still treat diarrhea cases with ORT, the closure of ORT units has resulted 
In caretakers being sent home with ORT packets, rather than having them stay in the clinic, at the ORT 
comer, and rehydrate their infants first before returning home. 

Interviews revealed that the CDD program was currently attempting to re-establish ORT comers 
in many clinics. The CDD wanager is currently conducting refresher training on diarrhea case 
management in conjunction with the training on pneumonia case management being conducted by the ARI 
manager. These joint trainings would seem to be an efficient method of conducting in-service education 
as well as providing an opportunity to discuss effectively the overlapping clinical and logistical issues 
faced by both programs. 

During 1992, staff from five hospitals were re-trained. Some have reopened their units and started 
to report. Other hospitals are expected to open ORT units and begin reporting during 1993. The CDD 
manager hopes to complete re-training activities In all remaining hospitals during 1993 and Is also 
supplying facilities with the equipment they need to operate an ORT unit. Lack of equipment was noted 
as a constraint that had prevented many clinics from ever establishing functioning ORT units. 

Two constraints, lack of personnel and lack of security at clinics, particularly during the afternoon 
and evening hours, were cited as reasons why clinics in one HSA may no longer operate ORT comers. 
It is not clear if other HSAs are experiencing these same constraints. 

Interviews revealed that the longstanding plan to commercialize the distribution of ORT packets 
by the LPC was still not fully operational. The LPC had faced financial problems that prevented 
implementation. When commercial production finally started, it was quickly stopped due to the drought. 
Currently, the LPC Is again working to produce an adequate supply of ORT packets before re-commencing 
distribution. 

With respect to the present distribution of ORT packets by CHWs, one HSA medical officer noted 

that CHWs were no longer distributing ORT packets to mothers In the community. Consequently, access 
to ORT packets is limited to the health facilities and private pharmacies. The CDD manager indicated 
that this activity was still being piloted, and It is possible that CHWs in one HSA visited were not 
involved In the pilot scheme. 

The CDD manager has not been able to analyze ORT unit reports from 1992, although reporting 
from the six major hospitals was said to be fairly complete for the period January to October 1992. The 
CDD manager is attempting to collect reports that have not been submitted and will calculate the 
indicators by hand. Consequently, it is difficult to assess the extent to which ACSI-CCCD Project benefits 
with respect to reducing the number of cases of diarriea presenting with dehydration or requiring 
hospitalization have been sustained. 

A cursory review of the January 1993 report from QE II hospital showed that of 184 cases treated 
at the unit, 80 (43 percent) were moderately dehydrated and two (one p,_icent) were severely dehydrated. 

Information collected on Leribe HSA during a meeting with the Leribe public health nurse and 
medical officer indicates that Leribe hospital continues to routinely use the diarrhea assessment form to 
classify and treat diarrhee cases and to routinely submit monthly ORT unit reports to the HSA and central 
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level. However, HSA clinics do not routinely use the assessment form and only a few submit monthly 
ORT unit rexirts, and then only infrequently. 

The team concludes that the absence of a CDD program manager for a time prior to 1991, in 
conjunction with the MOH's overall lack of support to the program In terms of providing adequate funds 
for supervision, may have contributed to a faltering CDD program and a decline in access to diarrhea case 
management from the maximum level achieved during the ACSI-CCCD Project. In this sense project
related CDD activities have not been sustar!n.d However, the CDD manager is working very hard to 
improve program access and quality, and progre, is being made. There is evidence that hospital ORT 
units that have continued to function are adequatcay managing diarrhea cases. Efforts to re-establish ORT 
units and re-train staff will require active kc-gistical and supervisory support. 

C. ARI 

During 1992, the ARI program began implementation in five new HSAs. From the period July 
to November 1992, 41 (21 percent) nurses in 31 (86 percent) health facilities In these five new HSAs were 
trained in standard ARI case management. By year's end approximately 100,000 Basotho children under 
five nationwide (40 percent) had access to standard ARI case management. Hospitals in the eight HSAs 
implementing an ARI program were supplied with an oxygen concentrator. 

During the first two months of 1993, health workers in three additional HSAs received training 
in standard ARI case management. The 1993 workplan indicates that training in additional HSAs will 
occur. No data on the quality of pneumonia case management similar to those provided by the 1991 ARI 
program evaluation were available for 1991 or 1992. 

The ARI manager suggested that the HIS unit has failed to provide the quarterly reports on 
pneumonia morbidity and mortality that she has requested. The differing expectations of the ARI and HIS 
managers require clarification. 

On the basis of the primarily process-based data presented above, the team concludes that ARI 
program activities in Lesotho designed to increase access to standard pneumonia case management are 
being sustained. The team notes that this conclusion should be viewed in light of the 'ARI manager's 
comment that UNICEF has taken over responsibility for financially supporting ARU program activities 
during the period 1992-96 and the team's observations regarding the need to strengthen the supervision 
and follow-up of staff who receive training in pneumonia case management. 

D. IS 

In 1991, nationwide completeness of reporting MCHI/FP data was 75 percent, with 17 of 19 HSAs 
subiritting more than 80 percent of expected reports. The HIS manager attributes this relatively high 
level of completeness of reporting to good supervision by the managers of the programs whose data is 
provided on the MCH/FP form. 

During 1991, completeness of reporting OPD data declined in 18 of 19 HSAs; only one of 19 
HSAs submitted more than 80 percent of expected reports. The HIS manager noted that the lack of one 
staff member with clear responsibility for supervising the collection and analysis of outpatient morbidity 
reports contributes to the relatively poor level of reporting. 
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The team also noted that the system established in 1988 to manage ORT unit monthly reports was 
no longer being used. 

The team concludes that, with the exception of reporting MCH/FP data, it appears that the HIS 
unit has not sustained the level of productivity and performance achieved during the ACSI-CCCD Project. 
Declining performance may be attributed to a lack of Interest by managers in using the Information, as 
it is likely that ACSI-CCCD Project activities may have generated more demand for HIS outputs. The 
team notes that the ability of the HIS unit to provide relevant programmatic data remains high, and the 
HIS unit manager Is highly qualified and motivated. Sustaining HIS unit performance seems more an 
Issue of sustaining the interest in and demand for programmatic information by MOH staff, rather than 
an Issue of sustaining the day-to-day functioning of the HIS. Reinforcing a commitment to the routine 
use of Information In managing primary health care programs In Lesotho should be considered. 

E. OPERATIONS RESEARCH 

As noted above, the team did not find evidence to suggest that the Lesotho MOH had conducted 
any operations research activities since the ACSI-CCCD Project ended. The team noted that the EPI has 
Identified its priority operational problems requiring research and solutions but has been unable to secure 
the funds required to implement the study. 

The Ministry's Research and Review Committee, established with ACSI-CCCD Project assistance, 
still exists but does not appear to be actively developing or Implementing operations research protocols 
at this time. 

Based on these findings, the team concludes that the project's operations research activities and 
benefits have not been sustained. 

F. HEALTH EDUCATION 

Health education is viewed as a very important element in primary health care. Many successes 
of the EPI, CDD, and ARI programs were attributable to Increased awareness among health personnel as 
well as consumers. 

In Its final year, HEALTHCOM assisted the MOH and LPC to complete the design of the ORS 
commercial promotion program. Materials designed and pre-testee included such items as a new ORS 
packet cover, a CDD program logo, posters, stationery and window ,tickers, a shipping/display box, a new 
ORT instruction pamphlet for mothers, and looseleaf binders to hold ORT fact sheets for health workers. 
The MOH and LPC print the materials for distribution to health facilities and to wholesale and retail 
outiets. While these materials have been distributed, there are no plans in place for monitoring or assessing 
their utilization and/or efficacy. 

Despite the considerable input and assistance of HEALTHCOM, however, health education at the 
community level is currently limited In scope. Additionally, the HED would benefit from the development 
of a comprehensive long-term plan for health education in order to maintain demand and program 
achievements. 
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Based on these findings, the team concludes that the project's health education activities and 
benefits have not been sustained at the same level that existed during the years in which the ACSI-CCCD 
and HEALTHCOM projects were providing technical assistance. However, health education is still viewed 
as a very important component of the Ministry's activities, and many successes of the EPI, CDD, and ARI 
programs are viewed as attributable to an increased awareness among health personnel as well as 
consumers. Consequently, the team believes that some project benefits have been sustained and that there 
exists the potential for a rapid and substantial improvement in the benefits being provided by the 
Ministry's HED. 

G. TRAINING 

1. General Findings on Components of Training Activities 

a. Clinic Level Training 

Maintaining adequate training of personnel at all levels remains a major challenge in the EPI,
CDD, and ARI programs. As described in the overview of each of the programmatic areas, training was
given considerable attention during the LOP, and substantial achievementr were noted in training at all 
levels. Each of the program managers defines training of personnel as a critical element In program 
success. There are good training materials for all levels; however, overall there is a need for increasing
health education skills among health personnel. Training plans are in place, but transportation limitations 
as well as high nursing staff attrition have created serious difficulties in implementing systematic training
at all levels. Comprehensive training plans with competency-based objectives and evaluation 
methodologies for each of the program areas were completed, and implementation continues in progress.
There are serious limitations in continuing education in that there is a high attrition rate among health 
personnel, making it difficult to ensure that a cadre of front line workers is appropriately trained and
supervised in the key program areas. The ACSI-CCCD Project strongly supported MOH training, and the 
absence of ACSI-CCCD is cited consistently by MOH officials as having created a serious gap in training
of personnel. This gap has not been completely filled. 

Training needs assessments conducted during the LOP defined the scope and content of training.
At present, the continuing education component is less well defined; critical areas of training have not 
been prioritized, nor is there a comprehensive plan for continuing education in place. HSAs reported
training fewer health workers than in past years. 

During the LOP, the ACSI-CCCD Project collaborated with MOH, PHAL, and the District 
Management Improvement Project to conduct a management analysis of the health training system and 
to develop a training system procedures manual for HSAs. The manual was designed to Institutionalize 
the decentralized training and continuing education system which ACSI-CCCD helped strengthen and was 
Intended to address the needs identified in the decentralized training system evaluation. These needs 
Included: Job description for the HSA trainers; annual training plan forms with instructions; training
announcement; evaluation procedures; guidelines for needs assessments and course follow-up, and 
Improved reporting of training activities. The MOH and PHAL introduced the manual in a series of HSA 
workshops, and monitored its use. However, since the completion of MEDEX activities, there has been 
limited attention given to reporting and tracking training needs. 
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b. Supervision 

Supervision and training are closely linked, and efforts are made by the EPI, CDD, and ARI 
program managers to evaluate on-the-job training needs through the use of supervisory checklists. 
Individual program plans calls for regular and systematic supervisory visits in all program areas. 
However, the team noted that a lack of transportation and logistical support frequently limits each 
program's ability to provide supervision. For exzmple, the ARI program has had problems in supervising
clinics and hospital staff largely due to the lack of sufficient transportation and personnel. 

Supervisory visits for monitoring and continuing education should be considered a vital and 
integral part of the program. Emphasis should continue with the training and supervision of first-level 
health care workers (nurse clinicians and nurse assistants in health centers and nursing sisters in hospitals)
who will, in turn, train other levels, including community health workers. 

c. Training of Trainers 

MOH trainers received instruction In teaching and learning methodologies and in how to utilize 
the objective-based training curricula that have been developed for the different programs. However, there 
Is a great need to contlnuaiy update the trainers on the use of participatory learning techniques as well 
as on appropriate assessments of participant skills and competencies. 

During the ACSI-0CCD Project, the MOH and PHAL began a system of three regional continuing
education workshops twicc yearly for the HSA trainers. Prior to this, training of trainers had been 
conducted a! the national level. The smaller groups facilitated technical presentations and allowed on-the
job training sessions in clinical and supervisory techniques. HSA trainers reported attending fewer 
national or regional level trainings during the past year. One HSA trainer noted it had been over a year 
since she last attended an in-service taining program. 

d. Training Materials Development 

While very good trzining materials have been developed in the areas of ARI, EPI, and CDD, there 
Is a need to continuously review and update all training curricula. 

2. Specific Observations About Training Activities Within the Individual Programs 

a. EPI 

The training component for EPI remains strong and, with coordination and support from UNICEF, 
Isbeing given considerable attention at all levels. The EPI manager has been with the program for over 
a decade and has a very good understanding of the overall training and health education needs at the 
community level. The high rate of attrition among health personnel, along with low morale, are cited as 
major program limitations. 

b. CDD 

Although there are good training materials for all levels, overall there is a need for increasing 
health education skills among health personnel. Training plans are in place, but transportation limitations 
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as well as high nursing staff attrition have created serious difficulties in implementing systematic training 

and continuing education activities. 

c. ARI 

The ARI manager is utilizing all the training materials developed under the project and continues 

to pursue means of realistically expanding training to all health workers in Lesotho. She is seriously 
limited by a lack of transportation and logistical support and, in addition, needs assistance in re-evaluating 
and revising training strategies on an ongoing basis, particularly in the use of participatory training 
techniques. 

The ARI program training materials are well developed and the program could serve as a 

prototype for other countries. Particularly noteworthy Is the utilization of competency-based learning 
activities and careful follow-up and supervision. Training should combine both didactic and participatory 

methodologies with clearly defined evaluation measures to assess the skill- building components. 

Continuous review and revision of training modules should be considered an integral part of the program. 

Intensive technical assistance In teaching learning methodology should be offered on an on-going basis 

to the national ARI manager. She is highly skilled and is responsible for moving the program forward 

and would be receptive to technical assistance designed to strengthen the essential core training program. 

As the ARI program expands, the need for a pre-service training curriculum for pneumonia case 

management should be addressed. Curricula should be developed for the nursing schools and the National 

Health Training Center. Technical assistance should be provided for the development of curricula for this 
level of nursing education. 

Based on these findings, the team concludes that training-related activities and benefits of the 

ACSI-CCCD Project have been sustained to some degree. However, similar to the Hea'h Education 

component, training activities have not continued at the same level that existed during the LOP. The team 

notes that clinic level ARI training activities have continued and that clinic level CDD training Is 

improving. Declines in the activities and benefits of the supervision, training of trainers, and training 

materials development components were observed. It should be noted that the continuing high level of 

staff turnover poses an inordinate challenge to the MOH's efforts to provide an adequate number of trained 

staff and requires that a disproportionately high share of funds be allocated to training activities. 
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VI. EXPLAINING THE SUSTAINABILITY TRACK RECORD 

The purpose of this assessment has been to document the sustainability of ACSI-CCCD Project 
activities and benefits and to describe the extent to which the project's Implementation or lack of 
Implementation of project-related sustainability strategy criteria can explain these findings. The format 
of the report reflects this purpose: 

Chapter II. 	 This chapter describes the project and identifies the activities and benefits to be 
sustained. 

Chapter IV. 	 This chapter characterizes the project In terms of the sustainability strategy criteria 
and indicators that were met and unmet by the project in Lesotho. 

Chapter V. 	 This chapter attempts to describe the extent to whch project activities and 
benefits are continuing and consequently can be considered as sustained. 

Table VI, Sustainability Table, on page 6-4, presents the strategy's criteria and indicators together 
with the team's assessment of whether each indicator was met (+) or unmet (-). The table shows: 

Of 21 total indicators, 11 pluses, 9 minuses, and 1 NA for EPI; 
10 pluses, 10 minuses, and I NA for CDD; 
10 pluses, 10 minuses, and 1 NA for ARI; 
12 pluses, 7 minuses, and 2 NA for Training; 
7 pluses, 12 minuses, and 2 NA for Health Ed; 
7 pluses, 12 minuses, and 2 NA for HMIS, and 
1 pluses, 5 minuses, and 15 NA for OR. 

The components with more indicators that were met than unmet include training and EPI. For the CDD 
and ARI programs, an equal number of indicators were met and unmet. For the remaining support 
strategies, health education, health information systems, and operations research, more indicators were 
unmet than were met. 

In terms of the format above, the over-arching issue of affordability -- the availability of financial 
resources for sustainability -- Is relevant to all of the program component activities and benefits. Thus, 
a necessary condition for the success of the EPI, CDD, and ARI programs and the support strategies is 
the availability of resources to operate them. This dimension of program performance Is covered by 
Objectives III and V of the Sustainability Strategy. Objective V, mutually respectful negotiations, 
addresses part of this Issue. Through such negotiations, the parties are expected to come up with a project 
that leads to a successor program within the country's own priorities and resources. 

The project's performance with respect to Objective V is not clear in terms of such issues as the 
frequency of meetings with nationals during project design. However, none of the respondents with whom 
the team discussed these matters indicated that the MOH's own priorities and resources were not accorded 
approprate attention in the design of the ACSI-CCCD Project. 
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For Objective III, the situation is a bit clearer. The country's own internal resources, those 
represented by the MOH budget, are rather modest compared to the operating cost of the project's 
successor programs. This finding does not, ty itself, settle the question of affordability. Beyond this, and 
leaving donor funding aside, there is little effective activity to attract additional resources for health 
services. To undertake to explain the affordability issue by, for example, trying to explain why the MOH 
sets the budget at the levels it does would entail an analysis of aspects of the overall political economy 
of Lesotho, an exercise beyond the Intended scope of a report of this kind. To explain why the rate of 
cost recovery in government facilities is so modest may have been within the scope of this assessment, 
but it is a complicated matter that would require more time than was available to the assessment team. 

In any event, one factor dominates affordability analysis in the case of Lesotho: the past, present, 
and continuing large-scale inflow of donor funds to the health-services sector. This phenomenon has 
created a setting in which It is not possible to make findings on sustainability from the standpoint of 
available financial resources where such resources to continue the project's activities and benefits are the 
country's own. 

The following is a sentence summary of the team's findings on each of the major program 
components: 

EPI: 	 Coverage Isbelow the high point reached In 1989, but it is fair to say that these activities 
have been largely sustained. 

ORT: 	 Its track record is not good; many ORT units in facilities are no longer functional, CHWs 
no longer distribute ORS to households, and the like. 

ARI: 	 This relatively recent component continues to operate in a satisfactory way. 

HIS: 	 This activity has not continued at the ACSI-CCCD level; its capacity appears to be still 
In place, but mostly it is not being put to good use. 

In our view, the explanation for this track record does not turn in any definite way on the extent 
to which the ACSI-CCCD Project did or did not comply with the activities pursuant to the objectives. 
In fact, the ACSI-CCCD Project did largely conform to the Sustainability Strategy criteria of perceived 
effectiveness, integration, and so on. The explanation for this outcome lies elsewhere. 

One likely explanation involves the labor force constraint which dominates virtually all aspects 
of program perfoimance. Crucial staff shortages exist throughout the MOH system. 

Beyond this, various ad hoc explanations for program performance are offered. In the case of EPI, 
the presence of an excellent program director accounts for much of EPI's success. This factor Is not 
directly related to the configuration of the project. The same may be said for poor performance in the 
ORT program, only In this case the problem was the prolonged absence of the program manager. 

More generally, what emerged in the team's discussion with the various parties to the program 
was that the reality of the ACSI-CCCD Project Itself - its presence and activities -- seemed tr, provide 
during its LOP considerable motivation to get things done and to sustain interest and momentum. When 
the project terminated, this source of drive for project activities naturally ended as well. Though 
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somewhat impressionistic, the team found several Indications Illustrating this. In HIS, for example, this 

activity appears to still have the capacity to collect, organize, and report information, but staff note there 

Is little demand or interest in this Information by those higher up in the system. Also, the EPI program 

manager cited little apparent motivation by parents to get their children immunized and a lack of 

motivation In health staff to conduct a vigorous program. 

The sustainability strategy should address this aspect of sustainability in some way. Project 

activities themselves may provide considerable motivation. interest, and drive to keep project activities 

performing at a high level. But what can a project do during its term to help ensure that when the LOP 

Is over, th;.,e essential elements for program performance do not get pulled out along with project 

funding? Answers to this and other related questions will serve te reinforce the strategy's credibility and 

Increase Its utility for future projects In the health field. 
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Table VI: Sustainability Table
 
CCCD/LESOTHQ 

PROJECT RELATED CRITERIA AFFECTING SUSTAINABILITY 

AND THEIR INDICATORS
 

1. 	 Perceived Effectiveness 
A. 	 Development of workplans and policy statements at 


national, district, and local levels. 

B. 	 Implementation of HMIS or special surveys to measure projectimpact. 

C. 	 Completion of operations research and special studies to assess 
program quality and develop solutions. 

D. 	 Use of data to make decisions, identify problems, develop
solutions & to confirm project's importance at health sector
community meetings. 

E. Adequate staffing and resources at the service delivery level. 

2. 	 Integration and Institution Strengthening 
A. Effective supervisory system (using checklists) whichdecentralizes technical and managerial responsibility to the 

peripheral level. 
B. 	 Integration of service delivery at delivery sites.-'.3C. 	 Integration at national level into existing MOH structures 
D. 	 Support activities operational and integrated at national level 

3. 	 Local Financing, Community Participation and Private Sector 
Prov ision o f S erv ice s
A. 	 Assumption of project costs by government. 
B. 	 Implementation of fee-for-service/cost recovery.C. 	 Private provision of project services. 

4. 	 Strong Training Component 

A. 	 Training Strategy developed and implemented. 
B. 	 Continuing health education policy developed and implemented.
C. 	 Imp!zmentation of supervisory system.D. 	 Completion of facility training needs assessments. 
E. 	 Trainers trained in how to train.F. 	 Project training activities integrated into existing MOH training 

structures. 

5. 	 Constituency Building Through a Process of Mutually Respectful
Negotiation 
A. 	 Nationals participate in country assessment, project

development, and project modification and clearly view the 
project as a priority. 

B. 	 Partners participate in project workshops.C. 	 MOH procedures facilitate the inclusion of local concerns and 
decisions within national level plans. 

Ctteria EPi CDD ARI Training Ii ED HMIS .Op Res. 
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Favorable (+, un-favorable (-), or not applicable (NA) status of indicators for 
sustainability of project services and support systems. 
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Lesotho Ministry of Health 

Letapata S. Makhaola 

Mrs. Anna M. Ntholi 

Dr. Thabelo Ramatlapeng 

Dr. Shayo 

Dr. J. A. Olowolagba 

Mrs. Gertrude Thinyane 

Mrs. Nkwebe 

Mrs. Mathi 

Mrs. Matji 

Mrs. Nkauseng Monaheng 

Mrs. Malikeleli Monnapula 

Mrs. Fiora Makotoko 

Mrs. M. Mokhesi 

Mrs. T. Chobokoane 


Dr. Shakila Ahmed 
Mrs. Seipobi 
Anivah Makhoathi 
Theresa Sakoang 
Ernestina Tsosane 
Matsepo Moletsane 

UNICEF 

Dr. Ivan Camanor 

WHO 

Dr. Rojas 

Private Health Association of Lesotho 

Kathy Manning 
Grace Nchee 

Principle Secretary 
Deputy Principle Secretary 
Director, Primary Health Care 
Director, Family Health Division 
PHC, Medical Officer 
ARI Program Manager 
EPI Manager 
CDD Program Manager 
HIS Manager 
Acting Chief, Health Education 
Health Education 
Senior District Public Health Nurse, Leribe 
Matron and HSA Trainer, Leribe HSA 
Nursing Sister and HSA Trainer, Leribe 

HSA 
Medical Officer, Leribe HSA 
Training Coordinator 
Masianmokeng Health Center 
SOA Health Center 
Domicilliary Clinic 
Public Health Nurse, QE 11 HSA 

Professional Nurse 
Community Health Nurse 
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SCOPE OF WORK
 

-C--J-C::'; O. - Cc.:---AC 

-(1) Us.-.i t'e ACS:-CCD Sus-ainabilitv. Sa= y ( wr'- is 
inccr, sted -6: thi s ccnt:rac in AtzachMent -), the 

cc--.-- shal enecute a se:-=- of sustainabilitv assessments 
ain ;c-_ ACS--CCOD countr ; s, incudinc Gu-ne-, Lasc::c 

Malawi, Nigeria and Rwanda. The objectives of the assessment
 
series a-e tz:
 

a) 	 Assess the sustainabi-i:- cf child survival a_-ivities 
and benefits since the czm.,zleticn of the ACS-CCD 
;:oject in four counzries. 

b) Assess the crogress made towards sustainability in one 
country where ACSI-CCCD =roject is ongoing.

c) identify the contributin factors and/or cons::aints to
 
sustainabilty.


d) 7dentifV lessons learned about sustainability within
 
and across the countries that may have application to 
similar development eff:rts. 

BACKGRUND 

The ACS:-CCCD Project is the Acenc's primary child survival
 
project for Africa. The goal of the project is to strengthen

the ability of African countries to prevent and control major
 
causes of childhood mortality and morbidity in Africa.
 
Technical interventions include immunization and the control of
 
malaria and diarrheal diseases. In Lesotho, the project also
 
focused on the control of acute respiratory infections.
 
Support strategies developed through the project include
 
traln.n and supervision, health information systems, health
 
educaticn and operations researcn.
 

Sustainability has been an increasing concern of project 
managers and implementors since the mid-1980's. With the 1988 
amendment to the ACSI-CCCD project, the development off 
sustainable systems became formalized as a critical project

objective. With expert technical assistance, an ACSI-CCCD 
sustainability strategy was developed and revised and is now 
ready fcr use as an assessment tzc! for country projects. This 
strateg- identifies five key elements of sustainabilitv and 
provides an array of indicators to be used in assessing the 
sustainability of ACSI-CCCD projects (see Attachment 1).
 

ACSI-CCCD projects have been implemented in 13 countries since 
1981. Malawi and Rwanda closed cut their ACS-CCCD projects in 
1988. During 1991, Guinea and Lesotho closed out their 
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ACSI-CW= projac . N'trias ACSI-CCCD iroJectis Cni .1gn.
As defined in the sus:a-nabil-ity strateq-, sus7a3. :it isS 
the ccn:inuatin C- activi-ies and benefits achieved during t-he 

Pro -a a: leas: three years af:er ProJ ec fundinc 
stops. Ac di- ct ths d__ non I of the
ACSI-CCD p:o-oc t can te assessed in Malawi and Rwanda. In
Guinea and Lescthc, the Pctential for and evi-dence 
project sustainabi
towar-s sustai..ab 

livt 
'."y 

will be 
will be 

early 
sought. In Nige
measured. 

c: 
r:a p:ogress 

S7.-,T.XZB17 CF WCF-F 

This 	 is a completion type contract and the end product of this 
contrac: will be a sustainatilitv report series. The series
 

. .will 	include five ccunt :- reports and one summa:y report on 
sus~ainabilitv of child survival activities and benefits
 
resulting from the ACSi-CCCD project. The individual country 
reports will be based on project sustainability assessments 
undertaken in Nigeria, Malawi, Rwanda, Lesotho and Guinea. The 
summary report will synthesize the findincs and conclusions of 
the five country studies, extracting major lessons learned. To 
accomplish these tasks, the contractor shall provide or recruit 

=and manace one pro- c manacer and three three-member 
assessment teams as described below. 
The Proect Manacer 

The contractor shall provide or recruit and manaye one Project 
Manager to oversee the five country sustainability assessments and 
prepare the overall summary report. The project manager will: 

1) Assist in the selection of the assessment team members, 
2) Prepare for and participate in all assessment team 

briefincs and debriefings, 
3) Guide the teams in the development of specific country

workn1ans 
4) Oversee the coordination of all assessment team logistics,
5) Edit and finalize each country repo:t, 
6) Prepare a summary report synthesizing key lessons learned 

and providing guidance to African governments, USAIDs and
 
other collaborating agencies on project sustainability.

7) 	 Provide a debriefing session for AFR and other A.I.D.
 
offices on the sustainability series and summary report.
 

Assessment Teams
 

The contractor shall recruit and manage three teams to conduct the
 
five country-level sustainability assessments. One team will
 
visit the Francophone countries, Guinea and Rwanda. A second team
 
will visit the Anglophone countries, Lesotho and Malawi. A third 
team will visit Nigeria. 

BEST AVAILABLE DOCUMENT
 



For each countrY a--zes-zment, the team will: 

1) 

2) 

3) 


4) 


5) 


6) 


7) 

Reviewz the p::vect acreement, p:evious evaecctn re:os 
and ozhe: per:ine:- p: :Ject document s, 

.e"ie,w h ACS:-CCZD sustana.i.i. stra- = - ' , the 
A.I. D. /CD: stujd'r enti:led "Factors Influencing thesustaina::'i:- of U.S. Forein Assistance in Health 
1942-!989: A Six Country Synthesis", Dec 9-0 and other 
related jcurnal articles. 

From the ACS7-CCCD sustainabilit' strategy, select the
 
speci ic indicators to be used for each coun-ry and
 
define me-s'urement str:tegies for each of the indicators se lec-ed,
 

Develop a wc :kplan for activities to be conducted 
in-country, includinc information collecticn at the 
national leve! and visi:s to at least one district 
outside o6 the capital city,
 

Interview central level Ministry of Health (MOH) and 
collaboratinc officials, health workers at va:ious levels 
of the system, observe health facilities and health
 
worker performance and interview project beneficiaries, 

Using the selected indicators from the ACS-CCCD
 
sustainability strategy and available data, assess and 
describe the extent to which project activities and 
achievements have been sustained. This includes 
technical effects as well as institutional effects. 
Findings can be summarized in table form using Attachment 
1, Annex C as a guide.
 
Based on document review and country visit, address the 

following questions:
 

a) Did the project meet the five criteria identified in 
the ACSI-CCCD sustainabilitv strategy as listed 
below? 

- Perceived technical effectiveness 
-
-

Intecration into the Ministry of Health at 
Budget levels born by local entities (e.g., 

all levels 
MOH, 

-
-

communities) 
Strong training program
Project negotiaticns conducted in an atmosphere of 
mutual respect 
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b) 	 Hcw did these factors cort.-ib-ute to profec 

sust a in ab iI ity 

C) 	 A= te a~ other import ant =r'=-r cr:rAte 

_ . necsarsa.. to achieve sustainabil or z-c e: 

activities and benefits? 

d) 	 Aze there contectual factors (i.e., fac-:: beyond 
project control) that have -ac"1tz=,; 
ccnst-ained sustainability? If so, wha: are they

and hcw have they influenced sustainab1;:-.?
 

e) 	 Is sustainability of donor pr-jects in these 
countries a realistic goal? Why or why nc? 

8) 	 Identify and document lessons learned about 
sustainabiit- thaz may have relevance for c-her
 
projects/countries, and
 

9) 	 Af-te- the country visits, provide a debriefin, session 
for AFR/ONZ and AFR/ARTS in Washington. 

METHODS ANDT PRCCEDr.S 

A preliminary outline of the Contractor and assessment team's 
procedures and estimated level of effort for the assessments is 
set forth below. Within twenty working days from the effective
 
date of this rcontract, the Contractor and project manager will
 
develoc in collaboration with A.I.D. a definitive work plan for 
approval by the AFR/ONI/TPPI Project Officer and A.-R/.-RTS/HH-R.
The approved workplan will include a detailed schedule of the 
Contractors activities, assessment dates and dates for delivery of
 
final re-orts.
 

BEST DOCUMENT
 



$imi.c - he 5s:-.abii. -, As-eSSmenS 

Two teams wi: l 'sit to countr es and one team w-._ visit one 
coun:,. n count:-,, t*"e team wil spend time in the :azit.. city 

- ' "  f als. The team wi! aso wcrk inmee:in ant keie c 
the visictv i:g zacilties and interviewing hea: '-workers .. 

=rear--i4n for cr csinc the draft report. 

Current =:anning calls for the first team to vis " t Nigeria in the 
fall of 192, the second team to visit Rwanda and Guinea in early 
199" and the th":d team to visit Lesotho and Malawi in Spring 1993. 
The ina" reot:- will be comcleted by May 31, 1993. 

Three-_:e-.n assessment teams wi71 be required to ;nccr:orate the 
necessary rofessicnal skills in (a) management and health finance, 
(b) epiemioloc, (c) childhood communicable diseases, (d) health 
educat and training, (e) health information systems and (f) team 
leadersh::. 

French f'uencv will be required of the team visiting Guinea and 

Rwanda. 

health officlal withThe pro'ect manager will be a senior public 
broad e==erience in health policy and program development, 
working familiarity with the sustainability literature,
 
excellen: writing skills and fluency in spoken and written 
French and English. 

,EPOR!NG FEOUi7MENTS 

the draft reportThe assessment teams will provide one copy of 
prior to departureto the USAD mission in each country two days 

for review and discussion. The draft report shall include an 
executive summary. 

._ -_ manacer with technical assistance from team members
The pr::e
 
will edi: and produce the final draft of the five country 
repcorts. The contractor will have 12 working days (unless
otherw's- authorized by AR/ONI) following the return of each 

as:essment team to produce final edited draft of the country
 
reports f4or AFR/QNI and ARTS approval. Three copies of each 
report will be submitted to AFR/ONI. A.R/ONI and ARTS will
 

editing and substantive recomiendations andreview, make final 
return the approved drafts to the Contractor within 10 working 

days. U--on re-editing, the Contractor will have five working
 

days (unless otherwise authorized by AFR/0NI) to submit 10 
copies C- each final country repcrt to AFR/NI. 

BEST AVAILABLE DOCUMENT 
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Task 

Home Office: Techn-.ical and operational 
guidelines acreed t. and work plan 
finalized with the czntractor; 
assessment teams recruited;
 
cormnunication with missions and the
 
Africa Bureau preparation for the
 
team planning meeting; logistics
 
planning; preparation and finalization
 
of the ccuntry and summary reports
 
and translations if: required. Washington
 

Assessment Team: Review project
 
documents, participate in team
 
planning meetings Washington
 

Attend briefings by and interview
 
regional-level project implementors
 
at the Centers for Disease Control Atlanta
 

Interview national, USAID
 
and other donor officials, visit
 
field sites, review available
 
data, prepare draft report and
 
debrief the USAIDs
 

Countries
 

Debrief AID/Washington Washington
 

BEST AVAILABLE DOCUMENT
 



-
The suc:,' " a or the coun:-y reports is as f-o'ws: 

- E.:ecu-""e S u --a 

- 2od'r the-_- - this s*-' inco ;c:ate e ..... s of the 
sc=.e C: wck, i.c.uc n : 

= asses-ment:urocse C: 

i..zincs W;:.- reS.ec:= sustaina,-lity C9 =roject-o 

a:.vtes and benefits 

discuss;on of the sus:ainability ques-icns csed
 
earlier :n the SOW
 
broad lesscrs learned
 

- Aroendices 

The body cf the coun:ry reports should be no loncer than 40
 
ages. ri_-led discussions or methodological or technical
 

issues s Iould be placed in apcendices. The lessons learned 
should incorporate guidance for similar development efforts.
 

Drawinc frm the country reports, the project manager w,-ll 
prepare the draft, su.ry report within 45 working dav. (unless 
otherwise authorized b-: AFR/ONI) cf the aoroval of the last 

country report. The contractor will provide three copies of the 
draft re-cr, to A/N . AF./ON- and ARTS wi11 review, make 
final editing and substantive rec:croendations and return the 
approved draft to the Contractor within 10 working days. Upon 
re-editing, the Cont:actor will. have 5 working days (unless 
otherwise authorized by AFR/ONI) to submit 20 copies of the 
final su.-..ary report to A-R/ONI. 

The suggested format for the summary report is as follows:
 

- Executive Summary 
Table of Contns
 

- Body of the Report - including purpose of the assessment 
series, major lesscns learned and overall guidance for
 
simia- development efforts
 
Appendices
 

The body cf the summary report should be no longer than 20 
pages. Guidance for similar development efforts should be 
directed to African governments (policy makers and program 
managers), USAIDs and other donor colleagues. This document 
should be less technically oriented than the country reports 
with a f. cus on policy and program ing issues. 

BEST AVAILABLE DOCUMENT
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THE CONCEPT OF THE AFFORDABILITY OF
 
HEALTH PROGRAMS
 

Analyses of sustainability sometimes partition factors affecting sustainability into two 

mutually exclusive categories (1)Project Related Factors (any of various project activities) which 

are regarded as under the control of project management, and (2) Non-Project Related 

(Contextual) Factors which are regarded as beyond the control of project management. Econoinic 

factors, such as the size of the government budget for health, are frequently assigned to this 

second category. 

It is true, of course, that some factors are more under the control of the project than are 

others. But generally speaking, to make a sharp, binary distinction between project-related and 

contextual factors in this way is not analytically useful. For one thing, virtually no factor is 

completely under project control (most are subject to socio-cultural constraints of various kinds). 

On the other hand, some of the factors that frequently identified as contextual are subject to 

influence by the project, such as economic factors. 

Economic factors such as the size of the government budget for health are important for 

sustainability because they are a major determinant of the perceived affordability of project 

activities, i.e., these factors present through their impact on perceptions of affordability. 

The question of affordability is obviously central to analysis of the prospect that health 

program activities and benefits can be sustained when donor funding stops. Consequently, one 

must wonder why the Sustainability Strategy statement omits direct reference to this factor when 

developing its list of objectives. We recommend that an affordability objective be added 

explicitly to the list of objectives, which might be stated as follows: 
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OBJECTIVE IA: PERCEIVED AFFORDABILITY 

If project activities and benefits are perceived by the government, especially the 
Ministry of Health and the Ministry of Finance, as affordable, then it is more 
likely that these activities and benefits will be sustained when donor funding stops. 

Virtually all child-survival programs and projects whether in Lesotho or elsewhere are 

"affordable" in the sense that there are sufficient resources in the government budget for health 

to operate them, if the government decides to allocate the necessary resources. But, this is not 

a useful concept of "affordability." The perception of affordability is, as explaine d below, a 

function not only of budget ccinstraints but also of the government's priorities among the health 

programs to be financed by the health budget. 

It is important to understand that although the underlying health-budget constraint may 

be (i.e., this is not necessarily the case) beyond the influence of the project, the perception of the 

affordability of project activities and benefits is subject to influence by the project. This is so 

because the question of affordability turns also on the priorities of the officials among the various 

health programs which will be making claims on the government budget for health. The project 

may change the officials' relative priorities among health programs by, for example, changing 

their perceptions of the relative effectiveness of project activities and benefits as compared with 

other programs. 

A Conceptual Framework for Affordability Analysis 

Various efforts have been made to engage the issue of affordability as it relates to the 

sustainability of health projects. For example, REACH's 1990 sustainability study' addressed 

to the sustainability of EPI. This study reached its conclusions on sustainability on the basis of 

findings which assessed the "affordability" of EPI in terms of the resource commitment necessary 

to reach EPI targets (80% /2000) expressed as a percentage of GDP. A resource commitment 

of more than 0.1% of GDP was regarded as not affordable. This analysis is best regarded as 

giving a general picture of the economic burden implied by EPI targets and is a useful global 

'See "Measles Control in Lesotho," Stanley Foster, 1992. 
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overview. However, a different conceptual framework is required to engage the question of 

affordability. Indeed, as this study itself remarked, assessing the affordability of EPI in terms 

of GDP contribution required is "inevitably arbitrary". And the same can be said for assessment 

in terms of any selected percentage of total expenditures for health. 

To inform their strategic planning with respect to resource commitments to EPI/ARI, the 

parties to these programs will requie an analytically more meaningful definition of the concept 

"affordable", one that turns on the opportunity costs necessarily incurred for EPI. Resources 

committed to EPI might alternatively be committed to some other health or non-health activity. 

The cost of EPI is the potential output of the best of these alternative activities which were 

foregone: i.e., which could have been produced had the resources been used for that activity 

instead. In principle, the opportunity costs of EPI can be represented by foregone outputs 

anywhere in the economy. However, the realities of public finance in LDCs are such that 

tradeoffs within the total health budget are the realistic representations of opportunity cost. A 

given rate of public expenditure for EPI in a given country can be said to be affordable if, on 

the margin, these expenditures are regarded as costworthy in terms of the opportunity costs they 

entail, i.e., produce health-program output regard.'d (by the relevant country decision makers) as 

worth at least as much as the health-program output that could have been secured by the best 

alternative deployment of these resources. These tradeoffs will be different from country to 

country owing in part to differences in health-services production functions and the tradeoffs will 

be differently evaluated from country to country owing in part to different criteria that the 

relevant decision makers will bring to making choices among health programs. Consequently, 

costworthy rates of expenditure for EPI are almost certainly going to represent different 

percentages of the total health budget from country to country and the optimum scale of EPI/ARI 

effort will no doubt be different from country to country. Therefore, the EPI movement should 

abandon the notion of some targ.t rate of "coverage" (80%, 90%, etc.) to apply to all countries. 
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OBJECTIVE V: A PROCESS OF MUTUALLY RESPECTFUL
 
NEGOTIATION: SOME IMPLICATIONS OF THE CONCEPT OF
 

AFFORDABILITY FOR INDICATORS IN THIS DOMAIN
 

A process of mutually respectful negotiation, the Sustainability Strategy states, will result 

in a project ".... which is more likely to be responsive to nationally defined needs, objectives 

and capabilities." Clearly, the question of affordability is a key consideration for such 

negotiations. A project which, when itterminates, will leave behind a program which is not 

regarded as affordable by the nation's policy makers cannot be regarded as responsive to 
"nationally defined needs, objectives and capabilities." It is reasonable to suppose that such a 
project would have a poor prognosis for sustainability. Thus, the question of affordability must 

be a key topic for mutually respectful negotiations. It is far easier to make this clear however, 

than it is to suggest just how, in practice, the negotiators will be able to reach a realistic 

agreement at the time of project design. The discussion below offers some suggestions, as well 

as identifies some appropriate indicators in this domain. 

As the indicators now stand, the number of nationals to be included in the project design 

and development process to participate in developing the country assessment, the PI), the PP, 

as well as the convening of workshops to deal with project design and implementation issues, as 

specified. It is true that if the parties are to negotiate in good faith, they must meet at agreed 

times and places prepared to listen to each other. But what is crucial is what the parties do 

during these negotiations, what strategies they employ pursuant to accommodating their 
.requently different priorities. 

It should be clear from the discussion in the prior text and in Appendix E, that it does not 
make sense to try to develop a general, one-size fits all criterion of affordability, e.g., some 

percentage of GNP, the health budget, etc. The issue is really a matter of the tradeoffs. There 

is always a budget constraint, more for any one health program means less for some other 

program. (Of course, while the donor is picking up the tab, this may not be literally the case. 
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But what is important is the longer run picture when, pursuant to sustainability, the country is 

picking up the tab and the budget constraint and necessity to make choices is all too real). In 

the case of our example for Lesotho, the tradeoff question for a full-scale EPI is what M2.4 

million would yield in sen,ice terms if the M2.4 million were deployed in other health programs, 

e.g. hospital services, nutrition, etc. To inform their good faith negotiations on affordability, the 

parties should calculate the tradeoffs in service units. Usually, this will not be regarded as an 

all-or-none choice. In most health programs, as the total rate of resource commitment increases, 

the yield in terms of program outputs/impacts diminishes on the margin, i.e., each additional unit 

of resources yields less output. In the case of EPI, the resources required to move the coverage 

rate from, say, 50% to 60% may be less than the additional resources required to move the 

coverage rate from, say, 80% to 90%. Thus, the tradeoffs will be evaluated on the margin, what 

are the service output and impact implications of moving some resources from each program to 

any of the others, or from the prospective project program to others and vice-versa. This is a 

very important first step to inform the good faith negotiations and it should be an indicator, viz: 

Have the parties, in order to inform their good faith negotiations on 
affordability, systematically calculated and agreed to what the tradeoffs on 
the margin are of transferring resources from the project program under 
discussion and other relevant health programs? 

Once the parties have agreed to measures of the tradeoffs among health programs (so that 

differences explicit or implicit on this score are no longer a confounding factor in their 

deliberation) they are ready to get down to the serious part of the negotiations such as making 

choices among the programs in light of their priorities. At this point, the parties are apt to find 

that they have at least somewhat different priorities. In our Lesotho example, perhaps for the 

donor, for an EPI program of scale M2.4m, the resource commitment to EPI on the margin is 

clearly costworthy, will clearly yield more desired output/impact than would moving some 

resources on the margin from EPI to other health programs. The country may not see it this way. 

Perhaps the country will feel that by reducing the scale of the EPI program by moving, say, M 1.0 

million to other health programs, the yield on the margin to outputs in the other programs will 

be greater than the loss owing to reduced resources for EPI. 
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At this point, the parties may want to negotiate out a compromise, perhaps agreeing to 

a rather different scale or configuration of EPI than the donor would prefer. This might be 

another indicator, viz: 

Has the donor agreed to a compromise with the national negotiators, i.e., agreed to a 
program of different scale or configuration than he initially sought and still would prefer 
at the time of signing off on the PROAG? 

Of course, in any given situation, taking into account the tradeoffs and the perhaps 

differing priorities of the parties, they may fail to reach agreement on a program both can 

endorse. This should not be regarded as necessarily a sign of breakdown of the negotiations. 

Indeed, such an impasse may be the most appropriate and realistic outcome. 

The foregoing discussion is intended to suggest the strategies and the tone that will 

characterize the good faith negotiations. In practice and depending on the history of their 

relationship, the parties may not devote much time to the detailed, quantitative calculations of 

health-program tradeoffs, they may feel that they know this pretty well already. The important 

thing is that they be explicitly agreed and explicitly taken into account so that the role of the 

priorities is clear. 
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THE CONCEPT OF SUSTAINABILITY
 

The concept of sustainability is a hybrid of two rather different (albeit related ) elements: 

(1) 	 a project success criterion which derives from cost-benefit considerations, in a 
figurative sense of this term, and 

(2) 	 an expression of tie intention that projects will fundamentally alter the way in 
which health programs and facilities in host countries perform over the long run. 

As will be explained in what follows, some of the dissatisfaction that many people have with the 

concept of sustainability may stem from the way in which it combines these two elements. 

The reference in the Introduction was to (1) when we said that the interest in 

sustainability is basically a cost-benefit interest. From the point of view of (1) the concept has 

always seemed rather untidy. For example, why a three-year time horizon rather than, say, one 

year, or ten years, etc.? Are project activities and benefits to be sustained at any cost, or only 

if they are costworthy (and if the latter, what do we mean by that)? We get away from some 

of this seeming arbitrariness in the definition of sustainability once we adopt the element (1) 

point of view, i.e., that the issue is whether the investment of resources in the project was worth 

it in terms of the value of the future time stream or benefits that were secured by the project. 

As pointed out in the Introduction, different projects will generate different time streams or 

benefits, both during the LOP and in the years after project funding stops. If a project may be 

said to have been "sustained" when, figuratively speaking, the value of the time stream of 

benefits provides an acceptable rate of return on the investment of funds in the project -- then 

it is clear that different projects will have different time horizons for sustainability (we can 

dispose of the three-year rule), that project activities and benefits should be continued only if they 

are at that point costworthy, etc. 

An explicit recognition of the cost-benefit sense of sustainability has a number of 

advantages. Where this is really the issue (where the interest in sustainability stems from the 

concern that the value of the time stream of benefits justifies the investmf.nt in the project) we 
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recommend that the parties to health projects abandon the term "sustainability" in favor of terms 

which more directly identify what is at issue. Rather than promulgating a policy that A.I.D. 

projects should not be implemented unless there is good evidence that they will be sustainable 

the policy should state what ought to be taken for granted in any case -- projects should not be 

implemented unless there is good evidence that at the time of their implementation the present 

value of the future time-stream of benefits (figuratively speaking) provides an acceptable rate of 

return on the resources committed to the project (To adopt the concept of sustainability as an 

oblique way of engaging this issue sinply adds unnecessary confusion.) 

With this more straightforward statement of this success criterion, we immediately realize 

that projects may well be justified just in terms of benefits yielded during the LOP (no need for 

any continuation of activities/benefits when funding stops). Given the extravagant claims 

frequently made for EPI projects hiterms of their cost-effectiveness, these projects may provide 

a case of this kind, even if rather modest values are assigned to reductions in the risk of motality 

before age five, or QUALYs gained, etc. Whether this is the case could only be determined by 

empirical investigation (which should be undertaken). But as long as our cost-benefit thinking 

is confused by a focus on something called sustairiability, we are not apt even to consider this 

possibility. More generally, with this more straightforward statement of the cost-benefit success 

criterion, we are prompted to realize that the benefits of project activities may continue with no 

continuation whatsoever of the project activities. 

Health education project activities provide a case in point. For these activities, which 

were emphasized in the CCCD project in Lesotho, the benefits achieved take the form of changes 

in the health-related knowledge, beliefs and behavior of the cohorts of beneficiaries exposed to 

the health-education activities. Even with no follow on project-type activity, the members of 

these cohorts may retain their project-induced knowledge and beliefs and continue to exhi". .ir 

changed health-related behavior for some years following the LOP. In this case, to this extent, 

the benefits achieved during the life of this component would be sustained with no additional 

commitment of resources, no additional project-type activity. On the other hand, maintaining for 

the members of these cohorts their changed knowledge, beliefs and behaviors may require 
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substantial post-project commitment of project-type resources. Which way it will be in each 

project setting is an empirical question to be answered by making appropriate findings inthe field 

- - e.g., interviewing and observing randomly selected members of these cohorts in the field 

following the termination of the project. It is a distinguishing feature of the sustainability issue 

as it presents itself for such project benefits that we typically will not know, for each particular 

setting, ex ante project implementation, what resources may be necessary ex post the project to 

sustain these benefits. (Sustaining the health-education activities themselves so that future 

cohorts may benefit from these activities is another matter and is the one usually looked at.) 

Before leaving this topic, we should note that a potentially important point for 

sustainability analysis has been implicit in this discussion. Investment in project health-education 

activities may well be costworthy even if the activities themselves are not sustained ex post the 

project. This may be the case if the benefits achieved during the life of the component, in the 

form of changed knowledge, beliefs and behaviors for the members of the cohorts who were 

beneficiaries or the activities, are maintained in the post-project period, without the benefit of 

follow-on activity. Empirical analysis would be required (and should be undertaken) to determine 

whether this has been the case in various settings. It is in part the probability that this is the case 

that makes investment in health-education activities an attractive component, i.e., for the reasons 

explained, these activities may tend to be sustainability-failure proof, so to speak. 

Similar points can be made for that project activity which provides training for various 

health occupations. 

We turn now to sense (2) of sustainability, i.e., an expression of the intention that projects 

will fundamentally alter the way in which health programs and facilities in host countries perform 

over the longer run. This is the sense of sustainability associated with concepts such as 

"institutionalization," "strengthening institutions," "institution building, " etc. This inention 

amounts to an intention to change .he host-country subculture represented by the health programs 

and facilities -- e.g., change priorities, change intellectual styles, change the nature of 

relationships among the parties to health programs, change habitual ways of doing things, etc. 

G-3 

t'
 



We suppose that policy makers and project promoters should be free to entertain whatever 

necessarilyaspirations appeal to them, including this one. However, given the problems 

encountered by any such intention to fundamentally alter the way in which host-country 

institutions perform, evidence for this sense of sustainability should certainly not be required as 

a condition of implementing projects. For one thing, sustainability in this sense is not necessary 

for projects to pay off in cost-benefit terms. For another thing, in most situations, the prospects 

of achieving through a health project such fundamental change in the normal LOP of a project 

are sufficiently remote so that insisting on evidence of the prospect of such change as a condition 

of project implementation would mean that there would be very few health projects. 

Where the interest is in fundamental, long-run change in the way host-country institutions 

perform (changes in the institutional subculture, to use the short hand adopted above) -- we 

recommend that the parties to health projects abandon the term "sustainability" in favor of terms 

which more directly identify what is at issue. The use of tire t,,,"-ns "sustainability " as an oblique 

way to represent interest in such fundamental change tends to deflect attention from what is 

really at issue, especially if we adopt arbitrary rules such as the three-year time horizon. If, 

encouraged by a change in terminology or for some other reason, we directly engage the issue 

of bringing about fundamental, long-run change in the way host-country programs and facilities 

perform, we are apt to be more realistic about the prospects for success. 

This is not the place to undertake a detailed discussion of the content of reality in this 

domain. Suffice it is to say that, in many contexts, when projects seek sustainability in the sense 

of element (2), they are calling for changes in the way institutions and the parties to institutions 

perform of a fundamental kind that, in the normal (non-project) course of events would take a 

very long time and would occur as part of the process of overall economic and social 

development. Project implementers should pause to reflect on this and to seriously consider the 

prospects for bringing about this kind of change within the (even currently extended) LOP of 

projects. Projects may be able to speed up the pace of such fundamental change, indeed, this is 

one of the purposes of projects. But perhaps for projects with this intention we need to re

evaluate both the nature of the commitment that may be called for and the time that will be 
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required. Dropping fuzzy concepts of sustainability in favor of more straightforward engagement 
with this issue would be a step in the right direction. 
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M I N 1 I T II Y O F III A I. II
 

F E E. ItEUI FOIl IIEA LTII S.It VI CES
I. 	 ." 


SE'TEMIBFI l , 11992 

CATLI.UoIIY 

I .	 ouT- PAT I i.IT1 (0 EItEIAI,) ADU LT CHILD 

IlealLh CenLre 	 MS.00 M2 .50 

I) strlcL IlIspI Lai 	 MIO.00 M5.00 

Uueeii ElizabeLh I Hospital MI0.00 M5.0 

Ilerer'ai rrom IlealtLh Ceitres MS.00 M2.50 

Referrals to Rlepublic or SouLh Africa 	 M150 Deposit for initLial visit
 

M30.00 Deposit r'gr every subsequent visiL.
 

a) 	 No reconciliaLlon or deposiLs and actual
 

charges required.
 

b) 	 Transport cost . S part of deposit.
 

c) 	 Cha;'ges to be levied as if the services
 

provided were given at O.E. 11 11ospiLal.
 

Family l'Ianiitnl (anLe/I)osL natal elc.) 

Cotis] t tLalo t FREE FREE 

Supplies Same as Attachment 1 

21 ...
 

BEST AVAILABLEDOCU MENT 



CATEII.';IItY 

2. 111 -P' TI E 11I(, E IIAI.) 

AdIntssion ree 110.00 
Daily IaLe M10.00 for rirsL 7 days 

H5.00 every subsequenL day 
Special examinaLtions Same as aLLachmen L 4 
Delivery (lIicluding Caesarian) M20.00 for all cases 
Lotsgers H2.50 per day 

3. 0 t1T - PATI El lS ( PIll VATE) 

ConsulLaLloni (direct non-referred) 

Spectailst M30.00 Adult M115.00 Child 
ConsulLtaLion (divect nol-referred) 

flon-Speclalist M15.00 Adult M7.50 Child 
All Ile-aLLendances 10.00 Adult 15.00 Child 
Special examniiaLois -ALtachmeiit 4 

. u-P 'l*JEIIT ( 1III V ATE' WARD (3) 

Admission fee H20.00 

Daily HaLe 130.00 

)el Ivery : (I icIudliig Caesarian) M110.00 

Special examinaLton Same as attachment Ii 

5. 1)EI I . 3 EItVICEL ALtachment 5 proposed column 

BEST AVAILABLE DOCUMENT 
3/ 



CA'rEtOll Y 

6. o PEIIA'i1011S (SEE ATTA CIll14 ElT 6 FOIl CLASSIFICATIONS) 

Major 
 M'i 0.00
 
In ilned ltate 
 "-M20.00
 

Hinor 
 MIO.00
 

"7. P IIYS 10*111IEKIIA PY 

Out-PaLienits 
 Proposed OPD fee
 

i!;-PaLleiiLs (excluding board/lodging) FREE
 

Ile-aLLendance (OPD cases only) FirsL 30 days free
 

Proposed OPD fee for 

every aLlendance after 

every 30 days.
 

0. AMIULAIICE SERVICES 

Ulrbaim areas M20.00 basic 
Special 'equesLs to lISA M20.00-basic; plus MO.50 per/km 
To referral hosplLals (e.g. O.E.Ii) M20.00"babic 

L.F.D.S. Ileierrals 
 H20.00
 

9. MOII'TU A !1Y 

(For hosplLal and police corpse lirst Lwo days free) IlosptLal Police Prlvnle 
IsL Week M2.50 M2.50 1145.00
 

2nd Week M5.00 . 00( 1 
Mi0O.00 mO0 MOAB


31-d and subseiuenl weeks 

hrotlnd~I lls 10.00 110.00 1 i10.00
 

BEST AVA RARLE DOCU MENT ,,V.. 



K Chai~rges; co('IIIIIIcIIC 2 dIays I Li- po3 mo ii ur ijux - %.C aCfI iluum 
n Chare:; comItice 2 days from day or recelvliig a prIlvaLe corpse. 

Same 	 as attachment 7IU. 	 OII'0IIOiPAEDIC S. ItVlC..5 

Same 	 as atLachment 811. 	 I'1IV IIIIME TA L IIEAI'IrI SEIIVICES 

12. 	 14E.D ICAL EX AI4111 AT1011 / CE.1IIT F CAT ES/A FiFI D AV ['rs 

M5.00Schools 
M50.00Ltre 	Assurance/Insuratice 
M20.00AssaulL (excepL rape) 
M5.00Hape 
M5.00)eal.h 	CerLiri'cates 
M20:00
1osL-oLcm r-eporLs 
M20.00
Einp loyinetiL 
130.00
Iles [deince PerIl L 
M20.00
Driving 


13. 	 VACCINATIOIS
 

In Lerlia Llolal Travel
 
110.00 per vaccination
Yellow rever 

145.00 per vaccinalon
OLhers 

410.00 Pei trealment
OLhers (labies) 


I4. POST 1IO1TEMS
 

FREE
Hed i cal 
M25.00
I.ega I (Police)

I'r'vaLe 1450.00 

'.TWO TIMES ,EVERY ... CIIARGE 
15. 	 HO11 LESOTIIO CITIZENS 

under 1i are Inclusive of Post-morLem report charges under 12.* PosL-morLem charges 

BEST AVAILABLE DOCUMENT 



NC7ZS ACCOMPNYING PROFOSED FEE SCIIEMUL, 

A. DEF:NqT;1s 

1. Child : Any one aged 10 and below. 

2. Re-attendance: a) going back theto health 
facility with the 
same sickness
within 14 days.
 

b) four consecutive attendances of
 
a clinic.
 

3. Private patient: Any who outsone to see a consultant/ 
a specific medical officer withou
joining a health facility's queing
system. 

3.Z EXEM~PTION:S 

The following categories of patients/service provided are 
exempted from f paying: 

1. Pa-=ers certified by their District Secretary 
on the r;-tc=mmend-cion of. Head-man/Chie--/ l1age 
health worker. 

2. ACT1'7 E-A-TH WR-?.'ZS and their wives/husbands and 
their children 10years old and below. 

3. 
Mental, T3 and Epileptic patients.
 
4. Patients under police custody. 
5. Prisoners.
 
6. Ante-natal/ost.-natal/family planning consultations. 
7. Ex-anded programme in Immunization services (including 

treatent of outbreaks of contagious diseases).
S. Pap smear; VDPr (tests for syphillis); widal (tests for 

typhoid) weil-felix (test for Brucellosis).
 

SPECZAL N'ESTGATOUS 

I. 
Chares for special examinations for an adult should
not exceed MS0.00 per episode/course of treatment. 
2. 
Charzes for special examinations for a child should
not exceed M25.00 per episode/course of treatment. 

BEST AVAI c DOCUMENT
 



ATTACMENT 

S??TLIES
PLAHInUGFAMILY!
FOR 


METHOD_--

circl
 
w--7ree 


orals 

K.I pe- su-scuen 

3 cycles 
m ".Qper .n

-uco 

dcs.H.I er a::c!MI . -.jUCD

ZiJec:bla. 

C'
,A ?er 

Condos :onl: (2 cans c 
Ml per 


Barf.-!?- mehCeds
Other tube JellY,f.oa:, 2 

2 pac"et s of vag.nal 

peas&:-'-as)
 
00MIO.
 

LI-1imfn
Tubal 
KO.O0 

Vasect=Y 
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