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EXECUTIVE SUMMARY i

HEALTH SERVICES

The goal of

the Dania Project was to zsgist the government of Ghana

Co extend and improve rural health and planning services in a ratiomal

aanner.

To accomplish this, the Danfa P?roject was designed =o improve the health

and welfare

of a rural population through the establishmeat of a rural

research, demounstratiom, evaluation, teaching and service center. The
intent was to detarmine the health status of the Tural populatiom in the
Project Area and establish service models to address the specific needs of
that population.

A health center was established at Danfa, and latar, because of identifiad
needs, three satellitaz cliaics developed at Oyidi, Berecuso and Abokobi,
Priority for care was given to mothers aad childran because of high mor-
bidity and wortali:cy patterns in this group and this objective was achieved
as evidenced by the prepounderance of infants, children and women of child

bearing age

receiving services. The volume of participants, however, given

the staff limitations described, resulted in amphasis on curative care,

rather than

preventive care.

Primary care services were extended into the 7illages not only via the

sacellites,

stafied 5y Danfa health center workers once a week at each

location, but alsu supplemented by indigenocus Traditional Birth Actendants
(T3A's), Village Heal:zh Workers (VEW's), and Heal:zh Zducation Assistants
(HEA's) trained by the Project.

?reventive programs were implamented in the target areas with varying
degrees of success. The nass immunizariom program Zailed o reaca its

goal of 807
2le antigen
schedules,

eligible children, however did successiully demonstraca nmulti-
innoculacions o be more affscszive zhan oravious siagle ancigen
The malaria chemoprophylaxis program proved to e mors succassiul

in school aged childrem where volunteers (teachers) were utilized than in
pre~schoolers who had to be brought to the health centers or satellices Ior

nmedications.

invironmental sanization was 1ot aoticeably improved ia the aroiect area
probably because of two Zfactors: 1) searzizy of sani:zary faciliciss,
and 2) lack of behavioral chamges and accizudes during che ?rojace.

Alchough there were autrizion =ducaticmal activicias and discribucicn of
focd supplements zo briag about xprovements i3 zhe zutrisicmnal scazus

of moclers and children, neasursments were a0t :=akan =9 decarmine :the impac:
of the program. Communizy participation i3 aurrition activitiss was shown
%0 De greatar where Isod supplaments weze distzibucad shanm ia orhe- ac-
tiviiies, such as Zamily plamning.
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Family planning services wera extanded in the project area by training

all health care workers to provide information and service, thus increasiag
accessibility of services to rural resideats. This resultad in an increaase
of family planning acceptors in the Danfa area and a declime in birth rate
and general fertilicy rata.

Health education was recognized as an important and integral part of the
Project's programmatic - research framework. Health education assistants
were selected and trained and eventually bYecame 7valuable resources for
villages. There is avidence, based ou the heal:h practices survey, that
because of their participation with the healzh care t2am, that some changes
did occur in the target population. The initiaticm of group sessicns aa-
abled the health education program to achieve greatar pemetration of the
target population at a lower cost.

A pumber of epidemiological studies were performad through this project,
however, there was not always routine follow through to specific mulci-
disciplinary programs designed to meet identified nmeeds. The project did
document polic as a significant problem in the area which resulted in
increased emphasis on polio {mmunizatiom ia the target area and later
throughout Ghana.

TRAINING

Participant Training

The project proposed to .train a critical mass of Ghanaian expertise in
public healch to assume full respomsidbility for planning, implementing
and maiataining the rtural health program.

Nineteen Ghanaians received a total of 22 training experiences in :he U.S.
(the majoricy at UCLA) during the life of the Project. At the end of the
projecc, most of the participants appearsd to have maintained their com-
Titzent to focus cn the improvement of health care in rural Ghana, as
evidenced by their roles in positisu with the Government of Ghana or Ghana
Medical School. Their involvement in planning (National Health Slanniag
Unic) as well as ia service programs should assure the concinued ampnasis
on primary rural healch programs in Ghana.

Tiald Training - Medical Students

The Danfa Jeal:h Canter was to provide clinical =ural aealch training ot
Senior ¥edizal Students.

Yrom the laceptiom of the Projecz, 30 semior medical students have racaived
a three - Zour week training asxperianmce each 7ear at Danfa. The slan is

20t only 0 conciaue :1is praccice Sus o ex=and an addicional week's sTaiaing

at a Government of Ghazma Tural hea’:zhs censzers.

-radizional 3i=sh Acsendants (T3A's)

T3A's vere o be trained =o percrm safer deliverias, monizor women Zuzia
prematal pericd, recognize and appropriacaly rfefer high risk women and
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comulications, promote improved maternal and child 2ealzh practices and
family planning, accuracaly report all required bir<ch information.

Since the inception of the program, 60 TBA's in Area I and 30 TBA's in
Area III were trained and their activities closely supervisad and monitored.
There is indication that their improved services are affective, and

further analysis of the outcomes of T3A care and deliveries should
determine impact on maternal and child health.

T3A's were responsible for rvecruiting a substantial aumber of Family
Planning acceptors in their villages acd referring all pranatgl patients
and ideatified high rish cases into the health system for care,

A training manual for T3A's was produced as a result of chese activities
and has been disseminated and is being utilized in Ghana Ministry of
Health programs.

Village Health Workers (VHW's)

The Danfa Project was to locate indigenmous village volunteers in the Pro-
ject Area to receive training to become VHW's in their own areas. They
were 0 provide some basic services to community residents who axperienced
routine health problems between visits by repraseantatives of the comven-
tiomal health team. Training included recognition of problems, giviag
routine care, making referrals, basic health educatiom, Tamily Planning
and anvirocumental sanitation.

A total of 20 volunteers completed training ard were working in nine
villages in the Project Area. Studies indicated that the VEW's in a 15-
month period, January, 1977 to March, 1978, delivered 361 emcountars per
person. The services iacluded 9reven:‘ve services Including malaria
chemoprovaylaxis, and family plann*ng aferrals. The qualicy of care
given by VHW's was aot decermized 5y the Project.

A tTaining manual was produced by the 2roject, but the team could aot
determine whecher che manual was in use in the MOH regiom.

Other Fi=ld Traininz

5hanaians were £o receive tTainizg ia other Zielids rslated o the ?Toject's
research activities.

Aﬂousx_ma:elv 260 iadividuals wers :trained as Tesear:zh assis:arcs, raagin
rom J-level o collage lavel ard 2any are 20w assigzed o Tndversicy

of Ghana, Ghana Medizal 3chool, or awaisziag zhe activatiom 9f the Noguchi

Tropical Disease lesearcsh Cantar.

INSTITUTIONAL DEVZLOPMENT

The proisct propesed to develos linkages with appropriate J9vermment 38
Ghana agemcias to 2ffact :the svstamacic Zlow of izfoTmation Ircm the Dro-
ject and o implament turzl healsh cars srograms througiout Shana.



The Policy Advisory Committee was initiared in 1975, which comsisted of
igh level representatives of the Goverament of Ghana, University of
Ghana, and USaID Mission. The committee met twice a vear during the life
of the project and has had one meeting since the project's termination
during which was stated an intention to continue the relationship.

The Ghana National Health Planning Unit has in the past and uow st<ll
anticipates utilizing Danfa Project information as a basis for its primary
health care strategy implementatiom.

Timely processing, analysis and interpretation of all Danfa data is crit-
ical to this process. It appears that Ghanma Medical School will have
the capability of providing this necessary information.

Trained public health physicians and other specialists are available to
assist in the development of Ghana Medical School's post-graduate public
health training program, implementation of the primarv health care

strategy and activation of the Noguchi Tropical Disease Research Center.

The evaluation team felt that there was insignificant institutional develop-
meat at UCLA as a result of the Danfa Project, im view of the fact that

most Danfa advisors had dispersed by the termination of the Project,

leaving little noticeable infrastructure to which the Ghanaians could
relate,

The Project should be commended for its activicies promoting village devel-
opment committees. The establishment, activation and involvement of village
development committees appears to be vital to the acceptance of rural

health programs of this type in Ghana.

HEALTH SERVICES RESEARCH

As with some of the other operational research activities, the summative
evaluation efforts suffered from delays ia the analysis of data and the
imcompleteness of data aznalysis once presented. These delays greatly
limited the policy formulation, service delivery modalities and credibility
of the overall Preiject.

The major problems associated with the summactive e=valuarion in specific
activicies were:

a) Village Eealsh Survev

These data were extramely costly to collect and only limited use
is made of them as an importan: indicator zo assess the overall
impact of the program in terms of change ia health status.

[

b) Familv Planning Suzvev

In the presentatioz of the family plaaning acceptance and continua-
tion rates, the absence of age-specific rates and the total aumber






SUMMARY OF RECOMMENDATIONS

Health Services Delivery

--That addi:tional, first level nurses be assigned based on utilization
patternms.

=-That trained village health workers be considered :o' service at the
health cencer level of the satelllte to screen patients and provide
first-line routine care, thus freeing nurses and the health center
superintendent to care for more complicated problems.

--That infants be required to return monthly for surveiliance (well
child care) for first 6 months or 1l year, and annually thereafter.

--That additional enrolled nurses and village health workers be added
to the teams at the health center and satellites based on utilizatiom
patterns, so that comprehensive care could be provided to older
children and adults. — :

--That specialized multzdls-lpllna*y programs be develooed for the
control of diseases prevalent in the program area.-

--That Zurther studies be conducted to determine efficacy of malaria
chemoprophlaxis program.

-

=-That the community development specialist together-with health educa-
tors determine effective means to penetrate adequately the target
population with malaria chemoprophylaxis and mass immunization programs.

--That community development specialist and health educator focus on
mechods of effecting behavioral changes concerning enviroamental
sanization.

--That satellite clinic developmen:t with services focusing on prevention
and health education be supporced.

--That a system of routine monitoring of drinking water sources by
laboratory testing be implemented.

—-Continued support for planning and implementation of Ghana Primary
Care Strategy.

-=~Projects should be allowed more :freedom ir desizning service models.

--ZnviTonmental heal:! programs should include assurance of the provision
of certain basic sanization facilities before embackiag on incensive
education programs.

~-EZpidemiological studies should be performed omniv wizh tzhe intention
of devisiang plaas to deal with zhe identified problems.
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==Successful methods utilized in the project should be applied else-
where in the program, if appropriate.

--Volunzeers should have been comsidered for distribution of malarial
Suppressants to preschoolers, since they had demonstrated a2ffective-
ness in reaching school age children.

--Attendance schedules for weli-child surveillance visits should have
been adjusted to be more realistic.

Family Planning

==That all health service personnel be trained to par:
planning education and service as an integral part o
duties.

=-That the family planning "Manual 'A' and 'B'" be more widely circulated
and its use encouraged in all regionms.

--That family planning be incorperatad into all comprehensive health
programs.

--That contraceptives no: be available for saie through commercial ven-
dors, but that contraceptives be made available ar convenient locations
at no cost to acceptors to eliminate any barriers of continued use.

--That linkages between the Ministry of Health Family Planning Section
and the Ghana National Family Planning Program be continued.

--That all AID projects involving family planning incorporate a resears
design to identify and analyze the unwarranted side effects of the
contraceptives used,

--That AID give priority comsideration o Zunding those 'amlly D’annlng

activities which are develcped as an inctegral component of heal
service programs,

Healsh Education Program

smphasis on designing and imple-

--That the Danfa Projec: zontiaue its
2s that would lead to appropriate

meniing health education activi:
and desired behavioral changes.

.
4
-
.
-
-

--That the Danfa Project rsstate its general goals in behavioral ze-ms
for programmatic and evaluation efficiency and =0 be comsistent wizh
its presen: emphasis on behavioral zhange.

--That serious consideration de given o designing alternate means
for selecting HEAs.

with any other changes that might be ma

v N,

v be conductad o determine present training neads ol 3Eas
de i a









Traditional Birth Atteadants

--That further analysis of the outcomes of TBA care and deliveries be
considered prior to axtemsion of T3A traiaing in other areas.

--That TBAs trained to date (by Ministwy ard Danfa ?vogram) be given

the necessary admiaistrative and professional support necessary to
maintain and utilize their new skills. "

Village Health Workers

--That services provided and zeferrals initiated by VEWs be closely
supervised by haalth center team members.

--That a study be undertaken to detarmine the appropriateness of care
given by VHWs.

--That results- of above activities and identification cf deficiencies
influence the topics of discussion at future refresh-z courses
which should be reinstituted as soon as possible.

--That professional support be available tarough a strengthening of
linkages with the organized health cars svscem serviaz the villages.
=) 2 P =)

Program Conciauation--Danfa

--That lickages between the Goveramen: of Ghana and the Ghana Medical
School, Department of Community Fealch (Danfa Progzam) not only be
continued, but strengthened.

--Thac the University of Ghana, Ghana Medical School complete the
analysis and interpretacion of the accumulatad data Irom the project
on a timely basis and make Ziadings availabls to the Miaistry of
Jealth's plamning umnit.

--That the Ghana Medical School and Miaistry of Heal:zh contiaue co Suild
the existing posizive workiag rslatioushiy thac 2as developed using
the unique bHut iacerdependent rasourzes ia a concertaed a2ffort tcowazd
providiag 3 comprehensive 1eal:h care deliverwv program that rsaches
the majcrity of Ghanaians.

Liakazes with Qrher Azencies

e s of zheir Daafa zsomtTacs =3
i< a10t, submitzad 5y zhe fime :h

E

--Thaz ISSER e T
analyze socis-2c¢
Wang Cimpeter 1

--That zZe data De ceturmed o GMS Zor 2rocessiag, amalysis and iater-
Jrecacion,



-~-That linkages with relevant Government of GlLana agencies be continued
and strengthened wherever possible.

--That key Danfa staiZ and high level hospital represencatives develop
mechanisms to ensure feedback of pertinent patient information and
referrals.

--That, upon completion of the analysis and interpretation of the
accumulated Dania data, findings are promptly disseminated :o all
relevant agencies.

-~That the Danfa program countinue to relate to a multiple relevant
agency advisory committee.

UCLA Institutional Development

--AID design subsequent long-term contracts involving U.S. univerisities
in such a way to ensure that resident advisors are selected the tenure
faculty--or that resident advisors be given tenure track positions at
the termination of the project. This will ensure the development of
a "eritical mass" for subsequent projects.

Project Management

--Establish clear responsibility of each party to the contract.

--Establish USATID responsibility for monitoring activity in project
documents and contracts.

--Establish clear goals and objectives.

--Establish a critical path analysis and use this as a guide to assess
project achievement,

--Establish an ongoing reporting mechanism which reflects the degree of
goal/objective accomplishment in measurable terms,

--Establish thresholds which will require an indepth analysis of problems
when expected rasults are a0t achieved.

--Establish a method Zor assurance of continuity by USAID iz nonitoriag--
particularly long-term projects.

--Establish priorizies for funding which will maximize che use of avail-
able resource in developing countries. Comsideration needs t2 be given
to sector planning such that the cumulative results of developmental
activities will have a2 significan: impact ¢n the overall welfare of
the country.
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1. INTRODUCTION

The objective of this evaluation was to provide a comprehensive
review of the Danfa Project and thus provide am opportunity to tramslzte
expe?ience into lessons for future project development and implementationm.
To meet this objective, the evaluation focused cn specific project
activities, the management and the relationships of the key parties (GMS,
MOH, UCLA, AID/W, and USAID/G), as well as the overall operation of the
project. Particular emphasis was given to the activities and relation=-
ships since 1975.

Why evaluate Danfa? Two reasoms were important in the selection
of the Danfa Project for such an extensive evaluatiom. First, it was one
of the largest long term projects funded by AID, Originated in
1970, the project ended in 1979 at a total cost of $6.3 million. Second,
and perhaps most importamt, was the comprehensive nature of the project.
Encompassing training, research, 'services and overall institutional
development, the Danfa Project was emvisiomed as a potential prototype
for the future development of rural health services in Ghana aad other

developing countrTies,

Phases of the Danfa Project
The Danfa Project may be divided iato two phases. The Zircst
operated Zrom 1970 to 1975. During this phase the project was guided

by an overall conceptual design in which three areas were designated as
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experimental and one as a control in the provision of rural health

services.

The scope of services provided in these four projec: areas

were designed to test certain hypotheses concerning the most cost-

effective way of delivering family planning (FP) services. The service

components in each of the four areas are shown in the table below.

Table 1. Scope of Services Provided

Comprehensive Health Family Standard
Area Health Education Planning MCH
Care Program Program Services
I Yes Yes Yes Yes
11 No Yes Yes Yes
IlI No No Yes Yes
Iv No No No Yes

The services offered in each of the four areas were based on the

following assumptions and arguments:

Area I:

Area IT:

Couples would accept Zamily planning more readily if

convinced that the children they now have are more likely

to survive., BHence family planning programs should be an

integral part of a comprehensive health services delivery

program.

Comprehensive health services are costly to implement

and maintain and to insist on their presence would delay

implementation of family planning services. Moreover,

many of the beneifits of a comprehemsive healrth service
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could be achieved by including health education in a
family planning program.

Area III: Siaply making family planning (F?) services available
would facilitate favorable change wichout concera for
special health service or health =ducatiom programs.

Area IV: TFertility reductiom is primarily depeadent on improved
socio-ecoucmic conditions and on an expanded educatiom
program. As levels of education improve, couples will
seek family planniﬁg sexvices without the need for
specific services.

The second phase began after the 1975 APHA evaluation which
eliminatad the axperimental design and realigned priorities to emphasize

training, operations research, epidemiology and iastitutiomal development.

Evaluation Methodology
Always a difficulc and coﬁplax task, retrospective project
evaluation is particulazly cemplicated for a project as lengthy and
as extensive as the Danfa Project. To Ye as comprehensive as possibls,
the evaluation team developed a scheme thac builds upon the basic elements
of the AID "log frame" methodology while also permitting mors substancive
judgment about the various 2ctivities that emerzed during the course
of zhe Danfa ?Project., The procedure is outlized Selow.
1. Proiect zoals, purposaes, activizies and outcomes were
identifiad as well 3s measurss associatad with 2ach of these
slamencs, These ccmpomenzs 2f the project were aJbraized

from an a2xz2nsive readiag of che 1370 aand 13735 2ROPS.
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Numerous papers and reports were reviewed as well as lengthy
discussions with key project participants. The major
purpose of the Danfa Project ceantered in three substantive
areas:
(a) health services delivery and evaluative research;
(b) participant traiaing; and
(c) 1institutional development.
In addition, these activities cperated within a2 coutext we have
termed project management. The relationship of these major acrivities

operating as a whole, is presented in Figure 1.

d’Project Management + Project Management

, Input Resources#* |

\'1

. Health Services/

| Formative-Sumative T“-\\§\\ﬁ>
Evaluation ! Institutionali

1 A . Developmeat
Participant Train~

ing U.S./Ghana !
2

i Input Resources*

Project Management ~ Project Management

* Input resource includes dollars, counterpart funds, personnel,
materials, space.

Figure 1. Relationmship of Maior Proiect Activitiss

2. Each of the four activities--health services/evaluative
research, participart traiaiag, iastitutional developument,
and project management--were reviewed ia great detail o
use the explicitc goals, purposes, ousputs and iaputs as

criteria for project assessment., 3Below is a desczipticu



of the procedure used in each area.

Health Services Delivery--Evaluative Research

The Danfa Project provided a unique opportunity zo assess various

types of delivery services and to demonstrate the feasibility and impact

of these services using various iadices of health status, behavior, and

operations. To evaluatas these activities and their respective research

component, the following steps were takenm:

--Specific identification of service iaputs and the extent to

which the inputs meet the criteria of adequacy, affactiveness,
appropriateness, eofiicisncy and tramsferability to the rural

Ghanaian setting.

--Since ome of the objectives of the project was to demonstrate

the effectiveness of various service inpucs, the project embarkad

on an extensive daca collection effort. In essence, the project

through its data collsccion efforts conductad both "formative
and "summative" evaluations. Formative evaluation is designed
to aid in the development of program activities duriag the life
of the project, Summacive evaluaticn judges the worth of the

variocus activitias aizar chey aave deen i1 operacion (Seriver,

1973).

-=7azious types of analyses were classifiad as 2ither Zsrmacive

or summative svaluatiosn. Formacive avaluazicn aczivizias

iacluded basic epidemiclicgy scudiss as well as varicus :7pes of

, 2ask analwsis,

o

operational Tesearsd aciiviiiss izvolviag ops
utilization, and gualisv assessmeznt, Summacive avaluatic

Sccused st impact., Ia xk2eping wizh the sverall srojzct desiz,

Swvalua

e -
- e

Seriven, M., "The Methodclogy 3f Iwaluatiom, " ia Weiss, <.3.
2 Accizn Zrograms:  23diznz fa 3cceial Aczisn 3and Zducatisn, .3esc

Allyn and 3acon, Iac., L373),.
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impact was defined to involve changes in health behavior/
practice and health outcomes such as mertality and morbidity.
This approach permitted the identification of specific analyses
and how they aifected operatioms. It also identilied gaps in
which specific studies should have been done for the various
service areas,

--Each type of health services delivery/research activity was further
divided into the following elements: problem definitionm,
design and measurement, data collaction, data anmalysis and
interpretation of findings. Each area was assessed according
to the following generic criteria.*

--appropriateness--the importaance of specific problems selected
for resolution and the relative emphasis or priority accorded
to each.

--adequacy~--the proportion of the entire problem program
activities are attempting to resolve.

—-ef{ec:iveness--the extent to which pre-establishaed objectives
are at:tained as a result of program activities,

--elficiency--the cost in resources of attainiang program
objectives.,

--transierabpility--the extent to which project Zindiags and/or

approaches can de used in other sec:tings.

* Definitions of appropriatemess, adequacy, 2ffectiveness aad
efficiency are basec on the work of Deaistem, 0,L., I.M. Rosens:zock and
V.A. Getting, "Evaluation of Program Eifectiveness," in Schulberg, E.C.
(ed.) 2rogram Evaiuazion ia the Zealzh Fields (New York, N.Y.: 3enavioral
Publicarcions, 1953),
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procedures. Again the five general criteria were used as a gemeral

assessment framework Zor assessment.

Report Format

The repor:t covers the four areas as follows:

(a) Bealth Services Delivery--Evaluative Research

(b) Training

(¢) Institutional Development

(d) Project Management,

The findings in each of these areas are presented in the following
format:

--Project Description: Purposes/Goals/Inputs/Outputs

--Critique

--Recommendats ons



2. HEALTH SERVICES DELIVERY--EVALUATIVE RESEARCH
A. Health Services Delivery

According to the f£irst Danfa Project Paper (1970), the overall
purpose of the project was to improve the health and welfare of a rural
population through the establishment of a rural research, demonstrationm,
evaluation, teaching and service ceater.

ThevDanfa Health Center began providing services in 1971 at a
facility comstructed on a site contributed by the Danfa village and
located near the village 20 miles north of Accra. The area was typical
of other rural Ghanaian communities in that there were high levels of
infectious diseases (malaria, measles, tuberculosis, neonatal tetanus,
parasitism), high infant and child mortality, high maternal oortality,
and inadequate organization of the existing health care system.

During the first four years of the project, the four-cell researc
design testing acceptance of family planning included the Danfa area as
Area I. Family planning services were included as an integral part of
chevcomprehénsive health care program based at the health ceater.

After an extarnal evaluation of the project inm 1675, a second
Danfa Project Paper was draized and approved which discomrzinued zhe Ffour-
cell, family planning/heal:h education./comprehensive heal:sh care hypothesis
testing, Health center activities af=ar 1976, according to the 1975 PROP,
were chen designed witk the goal of esnabling the goveramen: o Ghana to

extend and improve cural 2ealth and plannizg services in a ratiomal manner,
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The program was to investigate the state of health in a rural community,
develop operational models for the delivery of health and Zamily planning
services, and provide rural field training fof doctors and other health
workers. The health center was to serve as a vehicle to achisve the ends
described,

Between 1970 and 1971, all services were provided at or out of
the Daafa Health Center. When it was determined that distance from the
nealth center was a major factor affecting use, satellite clinics were
established at three locatioms within Area I, at Oyibi, Berekuso, and
Abokobi. These satellites were plamnned as outreach extension services
of the health center and a team of Danfa staff members was assigned to
them on a once-a-week basis. t was understood that not all program
services would be available at the satellites, and the Danfa center
would serve as their backup facility. Referrals were made from satellites
to Dania Health Center and Korle Bu and other area hospitals and from
the Danfa Health Center to Korle 3u Hospital.

Area II had a nealth facilitcy in Amasaman staffed by missionary
nurses providing curative care and maternal and child health care (MCH)
alone. Danfa Project health educatiom, family planning and immunizations
were also available to area residents.

Area III was served by a Ministry of Health pos: at Obom which
offered MCA/FP, antenatal, delivery, postnatal and curative services, and
family pvlanning. ince 1975, Danfa Project health education assistancs

provided services to Area III.
[

Healnh Center and Satellices/Staifing
A member of the Ghana Medical 3School, Departmeaz of Community

dealth Zaculcy served as medical officer for Region I (Danfa Azea),
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Satellite Clinics. Adult, maternmal and child preveative and

curative care similar to that described as given at Danfa Health Center
were provided., Referrals were made to the health center and *to hospitals
as indicated.

Field Activities: TBA Service. Trained TBAs provided the

following services (a) referred suspected antenatal cases to the Health
Center Zfor examination; (b) performed routine deliveries; (¢) recorded
specified birth information; (d) offered family planning education; and
(e) referred of high risk and problem cases to health center or hospital,

Malaria Prophylaxis. Distribution of antimalaria prophylaxis

(Pigimethamine) to children 6 to 10 years of age was effectively
accomplished by using village volunteers, usually teachers. Children
under 6 years received prophylaxis at the health center and satellites
when they were brought inm,

Mass Tumunization. A two-dose annual cycle was implemented in

which children zeceived DPT, OPV, BCG in first year and DPT, OPV, measles
and smallpox vaccination the second year. Fill-in doses were given at

the heal-h center.

Eovironmental Sanitation. The health inspector, working with

the village leaders through the village development commitcees atcempted
to receive problems oI envirommental hazards contributiang =0 zhe health
problems of the areas, Enmphasis was placed om providing safe water,

improved excreta diijosal, refuse disposal, vector comtrol, and housing.

ritique e

Danfa Health Center ané Satellizes. 3Because of their 2igh

mortalitly and morbidity rates in rural Ghana, womea of child-bearing
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The program missed the opportunity to study the impact of multidisciplinary
control programs.

Malaria Chemooroohvlaxis. Children seen ia the clinics with

fevers of undetermined origin were presumed to have malaria and were given
antimalarial therapy om that first visit. This practice may account for
the unusually high number of reported visits for malaria, since chis
figure included cases unconfirmed by laboratory diagnosis.

Malaria chemoprophylaxis was given monthly rather than weekly
in this program so that severe attacks would be prevented and parasite
density reduced, yet children could develop naturally acquired immunity.

The program fell far short of its goal of reaching 80 percent
of the area children, primarily because of failure to reach pre-school
children under 5 who had to receive prophylaxis at the health center or
satellites.*

Blood survey studies of participants and nonparticipants in the
Danfa Health Center indicated lower indices (spleen rate, parasite rate,
parasite density) in the treatment area, Area I, compared with Area II,
indicating effectiveness of the control program as planned. A missed
opportunity was identilied: volunteers or community workers could have
been used to distribute anti-malarials to pre-schoolers, to 2ffac: greater

penecration Iat¢ che zarget populationm.

* School age children were given malaria suppressant tablets by
volunteers, usually teachers. Pre-schocl children had to be >Srought
to the health cemter Zor this treatment, thereiore, coverage <f this
gToup was 10t as complete,
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Mass Tmunization. The program fell short of its goal of reaching

80 percent of eligible children to effect hard immunity in its zass
immunization programs, 1In Area I ia 1974 (-76), they reached only 51
percent and in 1977, 36 perceat ia Area II and 18 percent in Area III.
ﬁnl:iple antigens were ziven in two groups ancually with a fill-in
DPT and polio at the health center for those childrean under age 1. This
scheduls eliminated “he need Zor mothens with children to make frequent
visits to facilities for the single or limited combination antigens.
3ecause of the hign aumber of susceptible childrea ia the program
area, preventable communicable disease continued to bDe a zmajor problem.
Mass immunization programs aad been curtailed Decause of the
lack of suitable equipment in working order (ped-o-jets), immunizing
agents, and transportation problems.
Missed opportunities were identified--in view of increased incidence
of measlas duxing project term:
(a) serologic testing of caildren for antibody Zormatiom to
evaluate the efiactiveness of immunization programs.
(5) testing of the "cold chaia" and the potency of various
izmuniziag agents at the delivery poiat.

Taviroumental Sanization. The Danfa Project can zaka credit for

-

stiaulazizg the coustitution of village davel:zpment ccmmiztzes. The heal:i:

laspectcr and tealzh educacicm assistanis wotkad with :the village laaders
to educaza :he sommiszees iz aavirommencal healsh, conviace them i

wizizcal 2eeds, 2ad assistc ia zhe zcrwactism of Jroolams, Ia villages

ser7ed Sy the ealth iaspector, demcmscratiocnm it lastTizaes wes

w

bJuilz; zowever, =hay were 2ot ddequatsa iz zumber oI comveniancly locazad
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for all, so they were not comsistently used. Observation in the villages
and at the health center and satellite locations revealed childrem
urinating or defecating on the ground upon which many bare feet travelled,
often in the presence of their mothers, indicating a lack of significance
attached to such practices.

There was no preogram designed to determine total needs of a
community (in terms of sanitatiom facilities) or funding *to assist in
the comstruction of such facilities, Health education programs therefore
were necessarily hampered in the absence of adequate human waste disposal
system,

Piped water had been brought into some of the rural areas ian the
project; however, there are frequent breakdowns of the system. When it
was operating, it was reported that families used the piped water for
some purposes, but still preferred and used unsafe sources for drinking
water. Laboratory testing of common water sources was not routinely
performed.

Refuse disposal sites were being used as recommended in some
areas. The health practices survey indicated a slight increase in the

use of these disposal sites between 1973 and 1976 in the project area.

Recommendations

--that infants be raquired to retura monthly Zor surveillance

irst 6 months or 1 year, and ancually

Hy

(well child care) Zor
therealiter;
-pthat additiomal enrolled nurses and village heal:th workars

be added to zhe teams az the heaith center and satellites
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by design, the same as chat used by Ministry of Health programs
The original research concept allowed Zor no Ilexibility Zor
the reason that programs and services should be directly
transierabls to Ministry of Bealth locations. Has this
constraint been removed, the project would have been able to
assign staff based on utilization patterns and to experiment
with various team models to demonstrate greater efficiency
in providing basic services.

--Enviroomental health programs should include assurance of the
provision of certain basic sanitation facilities before
embartking on intensive education programs. Manpower
and construction funds were not available either through
the project or through the village development councils to
provide a good environmental health program. An isolated pit
latrine, or even several, in a village of 1,000 or more residents
together with limited hand wasbing facilities is hardly adegquate
to bring about realistic changes even with an intensive fealth
education program.

--Epidemiological studies should be performed only with the
intention of devisiag plans to deal with the idemtified problams,
The project zarried out aumerous epidemiological studies which
identified area heal:zh problems. In the case of polio, aware-
ness of the problem resulced in more intensive polio immuni-
zation prograas. There should have been specialized qulzi-
disciplinary programs designed £o conirol other probdlems zand

peasurss to determine cthe impact of such programs,
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--that all AID projects involving family planning incorporate
3 research design to identify and analyze the unwarranted side

eflects of the contraceptives used,

C. Health Education Program

The Danfa Project is to be commended for placing a high priority
on healtk education. There was full realization that to achieve its goals
of Operations Research-Health Délivery Services, health education would
have to be an important and integral part.of its programmatic-research
framework. Some selected factors contributing to this program policy
determination were as follows:

--Imperative that there be comsiderable involvement of the Danfa

residents.

--Emphasis on behavior change leading to improved health status,

--Number and types of health problems in the area.

--Focus on preventive health practices.

--Cultural and ethmic patterns influenciag nealth beliefs and

practices,

--Importance of traditional means for meeting nealth needs,

The problems to e addressed by health education had their basis
in the overall project prcblem. They appear ccmnsistent and appropriate
wich the zoals and objectives escablished to deal with the problems of
the Danfa Project. Givea this Zramework, it is the pucpose of this
section zo outline tae goals, purposes, aand operatioms of the hz2alth
education program, to critique the nealth education program cparatioms,

and cc adwvaace appropriacte recommendations,



Objectives
The health education program objectives were as follows:
--To provide comprehensive healti education coverage Zor all
villages in Areas I and II

-=To create and maintain effective lines of communication

between health facility staff aad villages

--To concentTate on motivating villagers to use preventive

measures ia improviag health

-=To employ a multidisciplinary approach in attackiag zural

hnealth problems

--To provide continuous health care through a system of referrals

to health facilities

--To provide coutiauous health cars through a system of Sollowup

raquests Zrom health facilities.

These objectives guided the health a2ducation program fTom its
inception ia 1972. Program planning, svaluation and chaunges wers per-
formed using these objectives as the priacipal criteria.

The objactzives, 1owever, do raquire addiziomal clariiicatiom

he first objeczive raiars

"t

relative £o jurpose and scope. Tor examplsa,
to "ccmprehensive coverage’ and iz this instance means geograpaical
coverage. The iatanc is that all villages iz the Danfa Project 3rea
secaeive approoriasa and/or desizmed zeal:ih educaticm services, Om ns
sther 2and, soverage Srcm 3 programatic perspective seems I0 De ke
iatent of ke Zoursth obiaczive., The yrogTam aciiviiy areas idenziiiad
Zor comcentTazicn ava:
~-=Mataranal and Child Zeal:zl

¢ o
i1 = =
--yloh---—v -
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--Sanitation

--Family Planning.

The concept of "continuous health care" as enunciated in objectives
five and six denotes a linkage between the health education program and
health facilities. The referral--followup system is an atzempt to make
certain that, on the one hand, services are provided to patients, and oﬁ
the other hand, that the patients pursue the appropriate actions as a

result of this process.

Critique

Given that most of the objectives are procedural in nature (as
opposed to behavioral), they are appropriate, adequate and timely but
with certain limitatioms. The critical comcern is that it may be possible
to reach the stated objectives without an assurance of behavior change
leading to positive health practices and thereby contributing to improve-
ment in health status. The provision of comprehensive geographical cover-
age along with the maintenance of lines of communication would not
necessarily lead to change in behavior. The same would held true for
employing a multidisciplinary approach and creating a system of referrals
for followup.

Although it is not the case ia the Danfa Projec:, there is always
the possibility that so much emphasis could be placed om achieving
procedural goals that a program could overlook or not design efforts
aimed at achaieving behavior change.

Further, it is helpful in evaluating heal:th education activities
or e.forts to nave the goals stated ia benavioral terms. In this way,

there is no doubt that what action by the individuals izvoived is the
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full recognition of the need for a scaff person with primary responsi-
bilities in health education. An innovative approach to meet this need
resulted ir the creation of the Heal:th Education Assistant (HEEA) im 1972.

The HEA was created as a multipurpose community health worker.
This broad approach was supported by selection, training, and responsi-
bilities of the HEA.

Selection. The HEAs were selected from existing health workers--
family planaing workers, community health nurses, nutrition technical
officers and sanitation assistants. Eight such HEAs were selected at
the inception of the program and at evaluation the project still had a
personnel complement of eight. There were, however, three vacancies.
There was evidence of a high turnover rate that has implications for
selection, trairing and program continuity.

The HEAs are seconded from other agencies and organizatioams,
among them the Ministry of Health and Planned Parenthood. The rationale
given is that this would ensure employment at the termination of the
project,

fzaining., The eight original HEAs were involved in a training
program during the year 1972-73, The program included the following
subject areas:

(1) Community organizacion

(2) 3Health education concepts aand p:i;:iples

(3) Nucritiom education

(4) Family planning trainiag aad Ziald experience

(53) Zaviroomental sanization

(6) Maternal and child health care

(7) Audio-visual traianing
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(8) Field internship in community developmenc
All of the training was provided by the Daanfa Project tarough
a careful use of existing trainiag resources of other agenciaes., At
evaluation, new HEAs were required to participate in a three-month
training program that included a field iateraship.

Job Responsibilities. The HEA was respousible for providing

leadership in areas such as communi®y orgzanization, community planmning,
community involvement, and training and liaiscn. Hcwever, the HEA was
most heavily involved in specific program are=as as follows:
(1) Family planninag
(2) Nutrition
(3) Maternmal and child health
(%) Eaviroamental sanitation
In all of the above areas, it was the HEAs responsibility to:
--Suggest problem areas £or diagnosis
-=Plan and analyze health aducation surveys
-~Establish liaison with appropriace community z=oups and ocher
organizations
-~Iavolve village l=aders, teachers and traditional health
practitioners in nealth aducatica activities
-=Desizn and implemenr :raiaiag zrograms
-=Giva lLacturas om kealth copics and grodolams
--Paz<icipate in zafarral and Zollcwup activiziss
--Conduct 1cme visizs and discussicms csa faaily zilanmiag,

.
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Critique

The Danfa Project did an excellent job in its approach fo stafiing
the healtn educatior component. The HEA represents a siganificant contri-
bution to the health education profession and particularly as it relates
to countries and areas with similar healzh problems and issues.

The process of selecting the HEA from among other health fields
and existing health agencies ;nd organizations was appropriate and timely
at the beginning stages of the project. The high turn-over rate along
with the fact that vacancies must be filled from the designated health
area and parent organization suggest that comsideration should be -given
to alternative means of selecting HEAs. One possible alternative might
be to recruit f-om village residents who have served as volunteer village
health workers.

This is particularly acute since it was reported that some HEAs
have a tendency to relate first to their parent organization before
discussing matters with their supervisors iun the Daanfa Project. This
may cTeate undue tensions on the part of the involved iadividuals and
ageacies,

The training program for HEAs seemed reasonable and does an
adequate job in preparing the HEA to meet job expectatiomns. The opportunity
to observe two HEAs giviag heal:zh laectures to clinic patients provided
evidence of their ability to articulate health conceras and, most impor:iant,
foster discussions with and among =liaic patients. The communicy heal::
nurse was also very effactive iz this secting., In subsequent interviews

towards the training provided

i1
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wizh ZEAs, they scated very positiv

by che project.
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HEA to other areas as a part of primaxy health care,

Recommendations

(a)

(b)

(e

(d)

(e)

(

(31

)

That serious consideration be given to designing altermate
means for selecting HEAs.

That a study be conducted to determine present training
needs of HEAs (consistent with any other changes that might
be made in the program) that would influence the time
required to provide such training.

That training programs for HEAs should be modified as
appropriate and be provided for non-health education staff,
That the project continue to provide a high level monitoring
system to ensure a balanced health education pregram based
on village needs.,

That personnel-training consultants be involved in redesigning
the job responsibilities of the HEA,

That the Danfa Project and the MOH work with the Ghana
Establishment Secretariat (Civil Service) to determine
appropriate personnel categories for HEAs at the village

level,

Prograan Organization

As was the case with a avmber of other Dapmfa Projecc programs, the

organizacion of health education éivided im two phases--pr2-1975 and post-

1975.

Regardlass of the phnase, ZZAs were, in the Zinal amalvsis,

administratively respomsible to zhe Diractor of the Daniz Project.
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After 1975, the rotational system was disbanded and emphasis
was placed on integrating HEAs into the overall health team, The assign-
ment of HEAs currently employed was as Zollows:

Area I--Integrated--3 HEAs

Area IT--Independent--1 HEA

Area III--dealth Post Base--1 HEA

Area IV-~Control

Thus in the integrated model, the HEAs were responsible to the
Public Health Nurse who in turn reported to the District Medical Officer.
These latter two individuals were with the Ministry of Health. 1In Area
II, the HEA was responsible to the Health Education Supervisor who
reported to the Health Education Specialist,

Up until 1975 a health education specialist from UCLA was assigned
to the project and located in Ghanma. This person provided overall manage-
ment for the health education program in concert with his co;nte:part from

Ghana Medical School.

Critique

By removing the constraints of the research desizn as a result
of the APEA evaluation, the health aducation componeat moved much closer
to a service model. The smooth tramsition were evidence oI good manage-
ment. The critical concera, however, was the impact of the management-
organization structure and procass on the ability of the program to attain
its objectives. There seemed to have been & fixation cm the part ol the heal:sh
education lzaaders ralative o the organizational models for heal:z: aducation
programs. Ome major problem of the 2eal:zh ecucation program was tha: in

both writsen and oral discussicns an causual amouns of time was deverad
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to the organizational models as related to the many other components of
the health aducation program. The objectives and the activities leading
towards such achievement were iafluenced, perhaps disproportionately, by

the emphasis om organizational models.

Recommendations
(2) That the program contiaue to develop the servige-oriented
admiazistrative zmodel in all areas of the Danfa Project.
(b) That admiaistrative developmental efforts be conducted in

cooperation with the MOH to ensure ease of replicability,

Program Activitieas
It was difficult in a short period of time to cover all health
aducation program activities ia the Danfa Project. This was not possible
because issues and problems varied with time and circumstances and there
were not sufficient hours to observe first hand the HEAs at work. In
Teviawing documeats and iaterviewing health educa-ion staff, some important
program activities conducted by che TEAs did smerge:
--Maternal and Child Heal:h
(1) ?2rovided advice o pregnaat women through acme visits.
(2) Participatad in weighing programs held once a month ZFor
children under Zive years of age.
(3) Conducted aducazizeal éiscussions om vaticus 2ealza sopiss.
(4) Supervised T3As, Ia :iis -ola, was raspomsidla Zor:
-=-Checkizg cn equipmezt and suppliss
~=Meniioriag cecord Raeping
--Zncouraging village wemen 2 use tTainad T34s

--Ser7iag as lizk tetween T3As and zeal:zh zentar stail,
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(5) Referrals and followup
~=Nutrition
(1) Conducted home visits to determine at-risk individuals in
need of nutritionmal assistance and/or informatiom.
(2) Organized women's groups.
(3) 1Involved Agricultural Extension Officer in developing
backyard and school gardens.
(4) Provided nutritiomal information aatpar: of MCH weighing
program,
--Family Planning
(1) Worked with village leaders and residents in preparation
for family planniag team.
(2) BHelped new acceptors understand the program,
(3) Conducted followup visits with mew acceptors.
(4) Organized appropriate educational programs.
-~Environmental Sanitation
(1) Worked with village leaders and groups in developing pro-
grams dealing wich
--wWater resources
--refuse disposal
--general sanitation aand cleaning.
(2) Worked with individual aouseholds on household cleaning.
--Interfaced with representatives of the following:
(a) Ministry of Healzh
(5) Ministry of Social WelZare and Community Development

(e) Village Development Office



-=Village Development Committee
Such committees were in most villages. If a village did
not have a3 committee, the IEA would help to organize a
committee assisted by the Community Development Officers
of the Department of Social Welfare and Community Development.
-~Referral and Followup Activities
--Immunization Programs
--Community Organization
--Volunteer Health Workers
(a) Assisted in identifying, selecting, and trainiang volunteers
(b) Provided supervision for volunteers
The monitoring of health education activicties was done ia a highly
sophisticatad and systamatic manner. HEAsS wers requested to submit work
plans every two weeks that called for listing of activities, locationm,
date, and time. Two records were kept of these activities; they were
the (1) Village Activity Report and (2) the Administ:;tive Report Form.
Recorded were the activity, date, time, target groupm, purpose, discussionms,

observations, problems, action taken, followup and referral.

Crizique

Through its many program activities the HEAs became valuable
Tesources Zor the villages, The village l2aders locked o them Zor advice
ia 2ealch aad aom-nealth macters and respectad their judgment about village
problems and conceras. This represented 3 semarkable achisvemeat for any
auman service worker regardlass of 2is or 2er fizld. This outcome was
igportant because, Izrom all avidence, some of the aeal:ti aducatizn

activities were planned, dasigned, and implemented = a zather =igid
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and predetermined manner. For example, the reporting and recording
system and the designation of the four program areas tended to influence
what health education a village would get, whether appropriate or timely.
The prepared (canned) lecture approach, while very good when observed
in three instances, can be counter-productive in leading to behavior
change.

The paramount issue dealt with impact of these health educationm
activicies on health status. After nine years, there were no firm state-
ments from the program staff that health education has made a difference
in the Danfa Project area. This may be due in part to the fact that all
the data have not been analyzed. The report of the health education
specialists at the final review meeting held January 29-Fepruary 1, 1979
stated:

It is the belief of the health education team, that once the
volumes of field data collected have been analyzed, we shall
be in a position to quantify the impact of the program on
certain characteristics of ovr communities.

It is understood, of course, that health education does not function
in a vacuum. It must operate in full partnership with other project
components in reaching desired goals. There is evidence, on the basis
of the health practices survey, that changes occurred relative to certain
health practices, such as an (1) increase in percentage of children with
birth certificaces, (2) an iacrease iz the aumber of childrem with Morley
typed weighiag cazds, (3) an iacrease in availability of adequace latrine
facilities, and (4) an increase in number of villagers participating in
community development activities. There was no evidence that these changes
in health practices resulted in appropria:e changes in heal:th status. Some

attempt at an assessment of this important Zactor should have been made by now.
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Recommendatioas

(a) That the HEAs continue to serve as human service resource
for village leaders.

(b) That the HEAs concentrate more on the community development
approach in designing and implementing health education
activities,

(¢) That an appropriate operational evaluation and feedback
mecharism be designed as an integral part of the health

education program.

D. Ewvaluative Research

Since 1970, the Danfa Project had attempted to incorporate both
fornative and summative evaluative research into its overall service
delivery program. That is, the project systematically attempted to use
data collectad during the course of the project to influence its service
delivery program as well as collect data to assess the iupact of these
services on selected outccme criteria (i.a., health practice amd health
status). While the recommendations of the 1975 APZA evaluation modifiad
some aspects of the basic project dasign as well as changiag the priorities
of the project acﬁivities, these changes basically enhanced rather than
linited the project's potantial ability to conduct relevant avaluative
research. TFollowing is a discussicm, critique and set of recommendations
relatad o the reseazca iavolviag 1ealth services/family planning and aeal:th

aducaszion activities,

data Sourc
The project collectzed 3 gzraat deal of data relazive Zo health

services and family jlamnizg. Ia addision %o several special zpidemiological _
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surveys, e.g., malaria prevalence (1973, 1975, 1977), poliomyelities
(1973), and guinea worm (1973), the project conducted a series of
longitudinal data collection efforts. These included a baseline census

£ the Danfa ares in 1971, a resurvey each year to assess migration and

a one time socio-economic survey in 1975; a longitudinal fertility survey
of a random sample of 7,000 households (approximately 500 in each area)
in 1972, 1975, and 1977; a village health survey involving a physical

and laboratory examination of 4,000 persoms in 1573, 1975, and 1977; a
ﬁnowledge, attitude and practice survey for MCH involving 900 women in
1972, 1975, and 1977; a health practice survey to assess behavioral
patterns conducted in 1973, 1974, and 1976 involviag approximately 800
households in each survey; and a series of longitudinal male and female
knowledge, attitude and practice studies (KAP) as well as a family
planning acceptor-followup survey.

These data collection efforts were further supplemented

by the establishment and use of various record systems. These

systems included the establishment of the patient encounter

record (recorded diagnosis, treatment and selected socio-demographic data)
which documentad each patient visit to the DHC and its satellite clinics;
the recording of all vital events in the area and a series of special
efforts to assess the cost of material, personnel, and transportation

associated with research and service delivery efforts.

Health Services/Family Planning-Formation Evaluation Activities
Selected aspects of these multi data sourzes were used to document
and define heal:h problems in the Danfa area and modify aand suggest change

in che service delivery program as well as assess the ultimate impact of
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the program. In terms of formative evaluatiom, it is clearly possible
to identiiy instancas where collected data were used to desizn or influence
the type of services provided. For exampla, the development of satsllite
clinics as an extension of the DHC was bdasad on the early examinatiom of
utilization statistics. Other examples of data and operatiomal research
efforts iafluenciag the type and form of services deliverad include the
Teorganization of staff roles based on task amalysis, the reductiom of
stock medications, the identification and training program for TBAs and

the development of the extended family planning team.

Health Services/Family Planning-Summative Ivaluative Activities

The summative evaluation efiorts were more complex. Following
the recommendations of the 1975 APHA evaluation team, the study relaxed
its experimental design, but contiaued to collect data to assess the
ultimate impact of the services on health status and fertility. Using
several standard indices of health status,.e.g., crude death rate,
infant mortality, pre-natal mortality, post pre-natal mortality, pre-
school mortality and maternmal mortality, the final report coucluded (with
appropriate documentation of data and design limitations) that the health
services provided had a significant impact on aeal:th status--and, in fact,
the projact achieved its stated purpose of reducing infant, child and
materaal mortality by 10 perceant by 1980.

Reducticns ia vital ratas in the four project areas wera assessed
Oy testing <whetier observed reductions Zollowed a ligear trand ia time,
Thesa tfasts indicarced a sigmificant reducticm in 5irth race for Acea I
but 2ot for otier areas. Sigmificant -aductions ia sotal farcilisv and

Zross raproduction ratas were racorded Ior Axeas I and II and in death
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rates Zor Areas I, II and III. The final draft project report acknowledged
considerable fluctuations in the coverage of vital events Zrom year to
year and area to area (page A2-14). Estimates of vital events are thus
subject to variable errors, the magnitudes of which have not been indicated.

t is thus difficult to know how reliable the estimates of adjusted and
standardized rates are.

Similarly, in family planning, the 1975 PROP clearly outlined

the expectation of achieving acceptance of family planning of 30 percent
of fertile families. It is hard to determine whether this percentage of
acceptance has been achieved, since the final draft report fails to document
the total number of eligible women. However, the report did present
increases. in the total number of new acceptors, suggesting that there had
been a significant increase in overall acceptance (1972-77), particularly
in Area 1. The project also reported a decline in the birth rate and
general fertility rate between 1971 and 1977 from 226 to 178 for Area 1
and lesser declines in Areas 2 and 3. The birth rate remained comstant
for Area 4; however, there was a modest decline in the general fertility
rate. These latter findings were extremely tentative since they iavolved

a relatively small mobile population and a known under-enumeration problem

LAl

of births and deaths in 1971-72 and to a lesser extent in subsequent years.

Health Education: Pormative and Summative Evaluative Aczivities

A number of studies and surveys were specifically designed and
conducted as a part of the health education effort. These studies and
surveys had as their primary purpose to provide data tha: would be useful
in assessing change iz health behavior and in suggesting appropriate changes

in program activities. The principal means for reaching these goals was
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through special short-term studies in problem areas and through a loagi-
tudinal study titled the Health Practices Survey.

Special Short-Term Studies. The special studies were designed %o

provide indepch understanding of the extent of change in health practices

resulcing frem health education programs. A brief synopsis of these
studies as summarized by the Health Education staff follows:
(1) Family Planniang Education Study
--Show that individuals could be influenced to seek family
planning adoption through group education at a low cost
per acceptor,
(2) Pre-schooler Weighing Program
--Confirmed that those with weighing cards were at the outset
a high-risk group but improved considerably over the course
of the program.
(3) Social Networks and Health and Family Planning Behavior
--Demonstrated that people do a0t necessarily confide in
those they seek informatiom from. Differénc types of
individuals were identiZied as information sources for
different innovationms.
.(4) Guinea Worm Study
--Demonstratad that studies would be aeeded =2 detarmine
educational approaches based on athnic diffarances.
(3) Participation 5y Villagers ia Zeal:h Zducation Activitias
-=4 Zactoral design iadicatad zhat child nuszrition activizias
had 2igher par<icipation racas than family >lagniag accivities.
(8) A Study of Educational Mazarials

--Showed chat 9f availabls sducatiomal matazials, zhere was
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considerable misunderstanding of what ideas were to be
conveyed,

Social Indicators as Means of Village Differentiation
--An assessment of structural and phvysical properties in the
household showed considerable heterogeneity within and among

villages.

Longitudinal Survey. The principal survey conducted in the Health

Education Program was the Health Practices Survey formerly known as the

Household Health-Related Behavior Survey. This survey was designed to

assess changes in heal<h practices. It was to provide a baseline for the

health education program. The survey was conducted in 1973, 1974, and

1976. 1Its objectives were:

(L

(2)

(3)

To serve as a baseline with regard to assessing the absolute
impact health education has on the overall health effort,

To provide data for program planning by assessing areas of
educational need, and

To operate as a source of feedback to project staff with

regard to the effectiveness of their efforts.

The survey protocol was designed to provide data in such areas

as follows:
(1)
(2)
(3)
(4)

Prenatal Cace
Postnatal Care
Child Care
Impunization
Community Activities
Refuse Disposal
Water Resources

Foodstuffs,
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This survey was conducted by traiaed interviawers iacluding HE4s.

In each year (1973, 1974, 1976) every household in villages with fewer
than 40 households and more than 350 inhabitants were surveyed. A serial
sample by house number was counducted ia those villages with more than 40

households.

Critique

The project collected a great deal of informatiom and from all
indications both the UCLA and Ghanaian staff took great care to assure
the quality of the data. Perhaps its greatest limitation was that the
sroject collected far too much data relative to the available manpower
and data processing capacity., As a result, the project zives the impression
of simply being a research operation at the expeunse of zeetings its
teaching, service, and institutiomal development objectives. Below is a
listiag of specific poiats relative to the respective research compoaent
of the project,

Formative Evaluation. The operational research activities, i.e.,

utilization--distance studies, task analysis, and others tchat were done
were well conceived and executed, However, three specific problems are
evident. ~Tirs:, while the insti:tutionalization of an operational research
program was not a major objéc:ive of the project, the projecs clearly
aissed an opportunity o demomnstTrac2 or at least lay zhe Zoundation Zor
the iascitutionalization of operational rasearch activizies. Tor example,
the project Ifailed to develop :=Tansfarabla data feedback nechanism =0
identiiy operational problems om a contizued basis and thersdy jrovide

tle opporIumiiy 0 izitiate corwective acsicu., While moazily servic

1

statistiss were presentad =0 various kay project serscmnel, iaza wers 10t
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presented in any comparative format to permit the easy identification of
changes such as utilizaction, acceptance, and prescribing pattera. Moreover,
while the encounter form provided the basis for a data collection svstem
useful to MOE health center, MOH personﬁel unfortunately failed to see any
development in the Danfa Project potential for the MOH system.

Second, because of the inability to process data in a timely
fashion, the service delivery program did not have the full benefit
of the data collection systea. While the design of the health education
program was initially based on the 1973 survey, there was no evidence
that data reflecting change between the 1973 and the 1974 survey eventually
was used to modify the program to emhance its overall impact.*

Third, some important areas of investigation were neglected. For
example, a basic issue given the original intent (but not necessarily
PROP objective) ofAthe project was to determine how to maintain community
involvement and commitment in a self-help ccmmuﬁity health development
effort, The project from the very beginning lost sight of this important
component and missed a significant opportunity to develop guidelines for
subsequent efforts,

Special Epidemiological Studies. A great deal of time and energy

were allocated to basic epidemiological research. While many of the pro-
jects simply document the prevalence and iancidence of the problem and

provided basis for Zuture planners, others provided information %o

* One possible explamation for the Zailure to fully use the data
from the 1974 survey was that the project Zailed to concrol for the amount
of learning gained by participating in the 1973 suzvey., This is unfortunate
since the project could have easily selected a sample of respondents aot
participating in the 1573 survey and thereby determined the amount of
learning gained by prior participation in the survey,
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influence the basic comceptualization of the problem. For example, the
documeatation of hernias as a significant problem had lit=le immediate
relevance since hospitals already have a waiting list for corrective
surgery. dowever, that iaformation would provide statistical information
for the MOH Planning Unit as it projects facility comstruction. The
documentation of polioc as a significant problem had a more significant
impact: polio was traditionally not considered a significanc problem
although it was part of the natiomal immunizatiom program., Daca collacted
from the Danfa 2roject showed dramacicaily the magnitude of the polio
problem, requiring a major shift in emphasis at both the national and
perhaps internaticnal level,

Sumnative Zvaluation., The summative evaluatioan research activities

also suffered from delays in the analysis of data and the incompleteness of
data analysis once presented. While any project encounters numerous
unanticipated delays and has an unending agenda of further analysis, the
problems of delay and incomplete data analysis in the Danfa Project were
axacerbated by the level of expectatiouns generated by the project. These
axpectations were a function of the long term nature of the project, the
dollar resources available, and the known computer capabilities at UCLA.
These delays greatly limited the policy implications and overall credibilizy
of the project.
Several additiomal problems and limitations were associatad wich
the summasive 2valuation activitiasg:
(a) 7HS--While some use is made of the ant-cpometzic data collactzed
during the 1377 VHS, onlry limized use :% made of zhei= data =o
assess :le cverall impact of the program. These daca wers

extremely costlv to obtaia and rsepresent an imporzanc iadicazor
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of health status that should be fully analyzed to assess the

overall program impact in Areas I, II and IIZ.

(b) Family Planmning Survev--The project fully recognized the

limitation of using fertility measures as an uvltimate measure
of family planning effectiveness, (i.e., immigratiom, a

limited population base, external factors, etec.) and thus
wisely used acceptance and continuation rates to demonstrate
intermediate program impact as well as guide the developmeat

of modification in the service delivery program. anortunately,
at least in the final report, there is no use of age-specific
acceptor and continuation rates.

Moreover, in the presentation of the family planning acceptor
and continuation rates, it is difficult to determine whether
the objective of 15 percent acceptors by eligible women was
in fact achieved. While significant increases in acceptors
were reported for Area 1 during the course of the project,
the failure to include number of eligible women makes these
figures difficult to interpret,

(¢) BHealth Practice Survev--The project provided a comparison

between the 1973 and the 1977 health practice survey for
Areas I, II and III. While significant changes were -eported
in several health practice areas, e.g., BCG vaccinations,
adequate human waste disposal for children under 6, etec.,
there are several changes opposite from that reported such

as smallpox and measles inmnoculations, and adequatz disposal

of human wasie among adul: males. Unfortunately, the project



failed to provide an adequate sxplanation for these £indings
and did not identify predisposition characteristics o nelp
accor-t Ior the changes.

(d) Survev and Registration of Vital Zvents--The Chandrasekar-

Deming znethod which was used to astimate the aumbers of vital
events is valid under certain assumptions which were appar-
ently not Zully met by project area conditions. One of these
assumpticas is the independence of the two reporting systems--
that is to say, the chances of an 2vent beiag recorded by the
annual survey are the same whether the eveit was recorded or
not by the registration system. This was clearly untenable
fer a community with a substantial migratory turaover., More-
over, the high rate of migration reportad in all project areas
(page 42-42) would tand %o increase che aumber of missing
events, thus comtributing to a high correcting factor for the
aumber of racorded events. This affected the precision of
estimatas of vital rates to which refarence has already been
made,

(e) Relacionships dmong Survevs--The project Zfailed to assess

changes ia health behavior patteras or family plaaning capabilicy
relative to changes measurad duxriag the 1973-75-77 VES. Thais

1s particularly important siace this type of daca a

4
w
QO
[
[
[R]
W

unique and iI amalyzaed would provide impor:ant iasizhcs iaco
causal relatiomnships among heal:h practice/family planaing/
neal<h status.

(

) Data Comparabilizve-The 1971 dSasaline scudias iadizatad sub-

rh

stancial diZZerences in populaziocn structure and ia the vasic
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demographic characteristics of the four project areas. Nor
surprisingly, the project areas differ somewhat from the
national average. No data were available to determine the
extent to which the project areas represent typical Ghanaian
rural communities. It is thus difficult to determine
Teasonable expectations from future replications of the
Danfa operations elsewhere in Ghana.

In the comparative amalyses of the various survey data
for the four project areas no systematic attempt has been made
to relate differences in survey finding to recorded differences
in the baseline characteristics of the project areas. For-
tunately, the data is available and studies of this nature

can still be made.

Data Accessibility. For all practical purposes the data were

not--and still are not easily accessible. Data documentation was still

in process and plars only now being made to archive the data. Data

accessibility was further complicated by several other factors.

(a) loss of critical UCLA staff. Drs. Belcher and Ward left

(b)

the project prior to the official termination date.
Drs. Blumenfeld, Lourie, and Nicholas will leave either
on the termination date or shortly thereafter, thus
bhamperirng the further analysis of the data.

the lack of clarity about the ownership of the data and

the reluctance to have the data processed at UCLA* further

* Evidently, ownership of data was as'important issue Zrcm the
bpeginning of the project. While TUCLA was extremely sensitive and in
fact took deliberate pains to show coauthorship, etc., a previocus rela-
tionship involving. an American Jniversity and GMS had a restraining effect
on the willingness to have UCLA process data when it was obvious that GMS
had limited computer capability.
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delayed small analysis afforts.

Data Utilization. A critical element in any evaluation research
effort (sither formative or summative) is whether the product of these
efforts are used by significant others. Specifically--did the various
operational studies and impact studies influence other development of
policy or programs in official agencies such as the MOH or Ghana Natiomal
Ffamily Planning Program. Here the results were clearly mixed, however,
most agreed that at the very minimum the project had a substantial informal
impact on developing Ghanaian health services program.

For example, findings on imminization patterns from the.Danfa
Project have influenced the MOE immunization program. Prior to the
Danfa experience of mass immunization programs using the effective
admiaistration of multiple antigens (without a significant side effects),
the Miaistry was giving single or limited combination antigens. This
practice resulted in smaller numbers of children completing scheduled
immunization programs. Currearnly, the Ministry of Health plans the
administracion of multiple antigens in a single dose.

Similarly, while the Danfa Project was not the first to idemntify
and ::ainITBAs, the project devised an effective method of involvingz these
indigenous perscunel into the ongoing country development/health delivery

program. Finally, and perhaps most illustrative, the Danfa Project appeared
to have nad an important influence on the development of the MOH primary
healch caze program.

Involvement of MOH. A tradicional oroblem zemeric 20 health
service demoustration projeccs is the relagjonship becween medical
schools and ¥inistries of Fealzh. Medical schools are usually iavolved
in the design, operatisn and evaluation of che demonstrazion rojects;
ainistTies are coucerned with the ultimate !zmplamentatisn of rhose »ro-

grams Zound effective. Unforwumataly, the Danfa Proiect is 20t an
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exception. While the MOH was technically involved in the Danfa. Project
from the beginning through the use of its own service delivery persomnel
as well as it: operation in formal periodic reviews of project activities,
there was no evidence that key MOH personnel are willing to accept or at
least formally acknowledge the utility of programs or data derived by
the project. The one exception is the planning unit of the MOH which
is supportive of the Danfa Project and its research efforts. This unit
will be a critical bridge between the MOH service programs and project

personnel involved in future data analysis and program development.

Recommendations

--The amount of data collected should be limited by the host

country's manpower and data processing capability. 1In case of the

Danfa Project, the amount of data collected was totally unrealistic

relative to the project objectives and GMSs capability to deal
with it. Moreover, in funding future demonstration projects,
consideration should be given to locating in countries with
adequate and accurate census data and measurement techniques,
Health services projects should build on other projects which
have already established an infrastructure capable of supporting
the demonstration project. For example, in 1970 AID funded

the establishment of population labs in several countries,

e.g., Kenya, Morroco, and Columbia, with the explicit purpose

of assuring more accurate census and demographic data and techniques,

Since these have been highly successful, subsequent health services

Tesearch/demonstration programs should be located in these

countries to assure more accurate impact measures and to
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capitalize on previous AID investments.

--Projects require greater interdisciplinarity to assure initial
objective. Given the interdisciplinary objectives of the roject,
the Danfa Project was inappropriataly located within a single UCLA
academic department. The objectives of the projeét could have
been better served by having the project administration locatad
at the level of the dean at UCLA. This would have permittad
the iavolvement of faculty representing various disciplines
such as epidemiology, medical antropology, etec. Moreover,
this would have provided the basis for collaboration after the
termination of the project since more participating faculty
would remain at UCLA.

--Training of Ghamaians should have excesded the requirements
of the MFY core, with participants trained in epidemiology,
economics, management and basic health service research skills.
This level and breadth of training would have emnsured--or at
least increased--the probability that data collected would be
analyzed. As it now stands, GMS is currently in the process cf
Tecruiting scholars from other departmeats at U.G., (e.g.,
economics, bebavior scientists, atc.) to assist ia furcher data
analysis. Whila Dr, Ofosu Amaah is well iatentioued, i: is
unlikely that he and his collaagues will aave sufficient time
to fully explore the data %o impact on future planriag and
policy decisionms.

-=To assure substantive involvement of MOH aad thereby
facilizate the tTamsfer of fiandings iato poliey, the MOH should

be a formal co-sigmer/parzicimat of the project. It is
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obviously not sufficient to have had MOH involved through
seconded persomnel or participation in periodic review meetings
if the ultimate objectives is to have the Ministry implement
service programs developed by the project.

--The project could have used less expensive techmical assistance;
four UCLA faculty in residence is excessive--even for 2 project
of this size and scope. Better use of resources could have
been accomplished with one UCLA--chief of party and a number
of UOPI (University Overseas Population Interns) with relevant
skills to the project. These might be recent Ph.D.s in systems
analysis, epidemiology, biostatistics, or demography interested
in international health careers. This approach would have
enhanced the training impact and reduced the project cost.

--AID/G should award grant to GMS/MOH-Planning Unit to facilitate
the anaiysis of Danfa Project data and to help resolve critiecal
planning questions associated with the developing program in
primary care,

--The development of a more detailed PROP with the inclusion of
a causal network statement. This type of presentation would

" have provided an early idemtification of many comceptual and
data processing problem.

--Project staff (both UCLA and Ghanaian) should be requested to
redraft the final report. The report--while only a draft--is
unacceptable as a f£inal document for the size and scope of the
project. While there are obvious design problems, and these are

well documented in the report (i.e., internal migratiom, size of
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population base to measure fertility change, under-enumeration
problem, etc.), the project collected a great deal of valuable
information that musc be analyzed and formally presented in
one siagle document. These areas of analysis include--but are
aot limited to:

(a) use of age-specific acceptance and continuation ratas,

(b) estimation of population base to calculate the percent
of acceptors from the total eligible populationm,

(c) greater use of the 1977 morbidity survey data to report
health status impact and use of intermediate health
status indicators,

(d) analysis of changes in health behavior patterns and
changes in family planning RAP relative for changes in
health status indicators measured during the 1973-75-77
VBS:

(e) analysis of the data from the 1977 social ecomnecmic survey
and an assessment of this data ia terms of morbidity and
family planning acceptance.

(£) comparative analysis of survey findings for each project
are# controlling for differences in the baseline charactar-
istiecs of the project araa.

-=-AID should obtaiz clean data tapes from TCLA and run data zo
determiae whecher data is adequately documentad. It is further
reccomended that this analysis bde conducted by a disiacerascad

agency that would 1ot bid om Zuture African contrTacts 2r gzranis.
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E. Costs/Cost Assessment
Because of the size and scope of the Danfa Project, the evaluation
examined the effort in terms of costs/cost effectiveness. This process
required a review of the objectives of the 1976 PROP For example,
the project proposed:

Demounstration of several cost effective health care systems to
include family planning.

These activities related to:

Increased Effectiveness .of Human, Physician and Financial Resources

by:

* Analyzing costs to assure services do not exceed avail-
abilities and compare cost effectiveness of alternative
approaches,

* Analyzing functions of services, subsystems and compomnents,

* Standardizing and simplying patient management procedures
including drug regimens, and

* Using task analysis to best utilize health personnel.

The final draft report described the objectives as modified in 1976 as:
(a) Institutional Development and Training,
(b) Information Transfer,
(¢) Operational Research in Health and Family Planning:
Demonstration of several different health care models
to include family planning as an integrated component
suitable to the Ghamaian context, and
(d) CEpidemiological Investigation.
Finally, under "Cost Analysis of Healch Care Delivery," the pur-

poses of the costing program of the project were:
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* To monitor costs of each of the health service systam components

S0 as to assure that they were maintained within reasonabla--if -
unspecified--bounds, both individually and collectively.

* To measure cost-efficiency within the S7stem using process-level

denominators.

* To measure cost-effectiveness of the System using outcome level

denominators.

This evaluation concentrates anm the areas relating to costs within
the limits of the objectives as stated. In addition to studyiag the final
draft report, numerous documents were read and discussions held with
iadividuals with responsibility for and knowledge of the project,

It is also important to note that the avaluation was handicapped
in che review of this area. There was no counterpart on the Ghanaian side
sufficiently familiar with the development of the cost information to offer
insight into the questions raised. Thus the draft final Teport was the
basic source of reference.

The background of the report presents the inteat, the methodology
and the limitatiomns sxperienced by the project stafi in completing its
analysis.

The methods of cost analysis are explained ia detail for =2ach of
the areas for which costs were determined, i.2., personnel, matarials (dzugs
and supplies), and tramsporzaciom.

Ia additiom, separate sections wersa devored o explaining che
acalyses of che operational cost for

(1) deal:th Canter and zhe Sacsllira Cliaies,

(2) Healczh Zducation 2rogram,



(3) Family Planning Program, and

(4) Cost of Area I Comprehensive Health Care Program.

This was summarized by a discussion on "The Affordability of the
Area I Comprehensive Health Program," followed by the "Conclusions and
Recoumendations."

The report noted that even though the project was funded for
the period 1970 through 1979, full year costs are reported only for the
years 1973 through 1976. During this period the rate of inflation was
143 percent or 43 percent compounded for 1972 to 1976. Since this project
was designed to monitor costs to assure that they were maintained within
reasonable--if unspecified--bounds, the final draft report would have been
more meaningful had the operating cost been projected reflecting the
current rate of inflation. It also would have been more helpful to use
the 1979 value of the cedi rather than limiting the presentation to a
constant 1970 cedi value as well as including depreciation and overhead
costs in the calculation,

The question of the appropriateness of including the cost of
research and appropriate cabical and overhead costs relates to the issue
of complete and comprehensive reporting techniques. Since the final intent
was to reflect the operatiomal costs of the project, total costs (including
capital, overhead and research) would have provided a more complete pisture,

When future projects similar to the Danfa Project are presented
for funding, total cost information must be available from this project
to assist in the decision-making process of USAID. In addition to the
monizoring of costs, there should have been a clear indication of the

cost el_zctiveness and cost benefits demomstrated through the operatioms



research and the model programs. The cost of research was a major
proportion of the project cost (see breakdown of total)., Two- questions
are fundamental to future funding decisions: What was the value of the
research 2£fort? and Could the same result have been achieved without
the research ccmponent? Since the data analysis determining the impact
on health stacus and the cost analysis measuring cost effactiveness are
not conclusive, the ultimate research value of the project cannot fully
be determined.

Methods of Cost Analysis. The section on methods of cost analysis

described the approach used to determine the costs for the major categories
of perscunel, material (drugs and supplies) and transportation. The
mechodology appearad appropriate for the cost monitoriag purpose the
project iatended.

The advantage of measuring the cost impact of this program on the
health status of the target population was missed. This was because
detailed schedulas for costing of the operation were anot zaintained and
because measuring the changes in morbidicy and mortality was, according to
the fimal report, "difficult due to the small, mobile rural populationm,
especially where there is aot a complaca recording of vital events”

(section 5.13.1 and 6.14.5--Final Report).

Table 6-8, Tizmal Drait Report

Transvortation Cost Par Mile, Cadis (Dollars)

1973 1974 1375 1974

0.184 Q 0.296 (0.257) 0.372 (9.323) 0.472 (3.410)

™

Q.

| Bad
(V1)
~’
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Comparative Operating Costs. A key objective noted in the project

was to demonstrate the cost effective of altermative delivery systems.
The method chosen was described as "monitoring of cost," indicating that
the level of detail would be limited. Uafortunately, the project did not
develop appropriate cost measures to compare the Systems. Reference is
made to the use of the rural centers operated by the Ministry of Health
for comparison; the centers selected lacked similarity in both volume of
service and population served. This was a key determimate in the wide
variance in the staZf cost comparison.

Health Center and Satellite System Costs. The final draft report failed

to fully analyze available cost data. For example, in the staff (personnel)
category, it would have been more appropriate to show the number and type
of full time equivalent staff for each year. I the program were to be
duplicated, number and skill levels would be required to provide service
at a given level of patient activity.

For comparison, the project staff chose to compare the cost of staff
and medical supplies for several rural health centers within a 50-mile radius
of the Danfa Center operated by the Ministzy of Health for 1971.

Comparative Cost Per Visit (Cadi)

1971
Danfa Project MOE Ruzral Cegters
Staff (oumber) 19 0.63 0y T an TE as) Tm%
Drugs 0.85 0.22 0.24 0.13
Patient Visits 24,078 60,732 46,292 91,220

A more valid comparison would have been obtained had the cost
monitoring system reflectad the cost of operatiag Aveas II and ITII. With

this approach, the results of varying levels of inputs could nave been



Staff
Care Prov.
Others

Drugs and Medical
Supplies

Non-Medical
Suppllies

Trangport

TUOFAL

Tauble 6-9--Final Draft Report

Systems, Cedis (Dollars)

1973

18,886 (16,423)

12,086 (10,510)

4,946 (4,301)

2,658 (2,311)

38,576 (33,545)

1974
32,503 (28,263)
32,676 (28,414)
4,592 (3,993)

4,669 (4,060)

74,440 (64,730)

Operational Costs of the Danfa Health Center and Satellite

1975

39,709 (34,530)

34,522 (30,019)

5,119 (4,451)

5,973 (5,194)

85,323 (74,194)

1976

44,555 (38,743)

40,363 (35,098)

5,459 (4,747)

7,117 (6,189)

97,494 (84,777)

C=
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measured against the outputs., The determination of cost-effectiveness
would then have been more relevant,

As a further demonstration carefully selected rural centers
could have been used for comparative purposes. This presupposes the
ability in the design to measure the effect of change and to cost the
change between the models in Areas I, IT and III. The critique on the
research design indicates that the measure sras not specific and clear.

It was difficult to follow and interpret the tables as presenced
in the final draft report because they were not complete, i.e., the number
of visits for each of the applicéble years and the number of patients
served. An example of this can be found in Table 6-11, p. 102 of the
draft final report. The determination of unit costs was made using a
different number of visits and an adjusted cost figure. The only
reference was to Section 5 (Population) which did not help as the
missing elements were number of visits to the clinmic and costs for the
years indicated.

Addirionally, the report cited a report of costs of five rural
health centers done by the Institute for Development Studies (Sussex)
group (IDS) in two regions in Ghana im 1975-76. Both comparisons raquired
adjustments due to the variance in accounting systems. The IDS study did
indicate a closer similarity of cost.

IDs

Range Per Visit 2.17 to 4.32
Average Cost Per Visic 3.05

Danfa

Cost Par Visic 1975~ 2.98
Cost Per Visit 1976- 3.84



Table 6-11--Operational Costs of the Danfa
Rural Mealch Center and Satellites Per Unit Noted, Cedis (Dollars)

(brafc Final Report Table)

Per Patient Visit
Per Person in Area 1

Per Accessible Person
. iu Area 1, (85%)

Per Accessible Person
in Area I, Augmented#

* 857 of Area 1 population

1973
1.30 (1.13)
2.49 (2.17)

2,93 (2.55)

2.22 (1.93)

1974
2.52 (2.19)
4,42 (3.85)

5.20 (4.52)

4.11 (3.57)

1975
2,98 (2.59)
4.75 (4.13)

5.59 (4.86)

4,50 (3.91)

+ 5,000 resldent In villages outside of Area 1 who used the health

center and satellites on a regular basis.

1976
3.84 (3.34)
5.05 (4.39)

5.94 (5.17)

4.96 (4.31)

ga
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The IDS report gave the Danfa Project high marks for the quality

of service rendered. It is indeed unfortunate that the cosﬁ of providing

this program was not captured for the planning and future development by
Ghana and USAID.

Potential Savings on Operational Costs, Staff. The report cited

the relatively fixed number of persomnnel at the health center, The Teport
concluded that the number was excessive and could be reduced by half, for
a savings of 10 percent of the operating cost of the health center. 1In
retrospect, this conclusion could.have been made operational during the
project instead of being a recommmendation at the conclusien.

The absence of detail to compare staffing levels in either the
Danfa Project or the Centers run by the Ministry of Health precluded
further probirng of this issue.

Potential Savings on Operational Cosus, Drugs. The final report

dealt with the apparent excessive volume of anti-malaria drugs consumed
in relationship to the recorded visits. The record controls to monitor
this were in place; the only corrective action necessary was to make the
staff aware that their activity was being monitored. The result was a
substantial reduction in the reported use. This actiom resulted in a
savings which otherwise would have caused in increase of 5 percemt in
total costs.

Training Costs for Staif/Danfa. The appropriateness of including

all costs of the project imn the calculation of total cost remaias valid.
However, the project reflected the cost and traiaing ouly on a cumulative
basis. When 2ducation and training are an integral part of am operatiom,

their cost should be shown as overhead and allocated based upon utilizationm.
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Health Education Program Costs. The calculation of costs for

the health education component appeared adequate, however, more information
would have allowed better analyses. The costs were applied equally to

both Areas I and II. Since this activity related to an attempt to change
behavior, it should be reflected as a cost bemefit. It is recognized

as a necessary part of the cost of a comprehensive program designed to
improve the health status of the target population. The measure in this
project was to be obtained from the health practices survey results of

1973 and 1976. The analysis of this data had aot been completad at the
time of this evaluation (see Table 6-12).

Family Planniag Program Costs. Family planning was coaducted in

Adreas I, IT and ITI. The total cost of the program was stated, but specific
Sosts were reflectad only for Area I. Because of the lack of detail, it
was not possible to verify che data (see Table 6-13),

The detail to measure the extended use effectiveness, i.e., the
percent of acceptors who did not become pregnant for a specified period
of time indicated 80 percenr for females and 87 percent for males. There
was no attempt to show ¢ comparison of the cost or indices between Areas
I, IT sad III. There was also no indication of the specific degree to
which the goal of reductiom in the birth ra.z= was achiaved.

In the absence of a ccmparison of several models and of evidence
of neasurabls gains toward achiavement of a statad zoal, it was not
possible to measura affactiveness.

The per capita cost Zor Area I for each vear is shown ia Table

6=-13.



Staff
Transport

Materials/Misc.

‘TOTAL

Per Capita
Cedis

Table 6-12--Final Draft Report--Annual Operating Costs

For Health Education, Cedis (Dollars)

1973
11,772 (10,237)
4,287 (3,728)

600 (522)

1974
14,035 (12,204)
3,410 (2,965)

1,100  (957)

16,659 (14,487)

Area
I 11

.37 .72

18,545 (16,126)

Area

1975
17,519 (15,232)
4,285 (3,726)

1,100 (957)

1976
18,783 (16,333)
5,437 (4,728)

1,000 (870)

22,902 (19,915)

Area

25,220 (21,931)

Area

29-7



Table 6-13--Operational Costs of Family Planning Program

Cedis, (Dollars)

1973 1974 1975 1976
Scaff : 4,517 (3,928) 6,923 (6,020) 8,865 (7,709) 8,683 (7,550)
Transportation 4,541 (3,949) 6,677 (5,806) 9,672 (8,410) 12,272 (10,671)
Accrlbucable from 2,749 (2,390) 3,216 (2,797) 4,580 (3,983) 5,044 (4,386)
Healeh Educacion
Ateributable from 2,380 (2,070)
Danfa Nealth
Center Operacions
Atltyibiziable from 749 (651) 857 (745)
Asasaman Health
Center Operations
Miscellaneous 300 (261) 500 (435) 600 (522) 600 (522)
Contraceptives 1,961 (1,705) 7,363 (6,403) 8,495 (7,387) 5,509 (4,790)
‘TOTAL 14,068 (12,233) 24,679 (21,461) 32,961 (28,662) 35,345 (30,734)
Per Capita-
Cedis Area I 40.34 40,53 40,64 40.81

£9-2
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Cost of Area I--Comprehensive Health Care Program., Under this

section the cost for the total program for the operation of the Area I
comprehensive health care program reflects the accumulation of all
program costs for the four year period 1973 to 1976. These are shown

below (see also Table 6-14)

1973 1974 1975 1976 Total
Cost 51,427 96,235 112,075 127,198 386,935
Per Capita 3.5 6.24 6.83 7.37%

There is the recognition of the capital and nomrecurring training
costs by the project staff; these are listed but not included in the table
above. When the training costs of £209,700 are added, the total for the
four year period increases to €596,635. The capital cost for the building
of an estimated ¢125,000 depreciated over 50 years would yield a depre-
ciation expense of £2,500 per year. This would amount to ¢10,000 (2,500
X 4) for the period 1973 to 1976. The total would then be £606,635.

For these calculations, the value of the cedi was held comstant
at ¢1.00 - $0.87. When the adjusted 1976 cost is calculated at the
current exchange rate, the coc;l is ¢543,339, or ¢31.48 per capita. The
ad justments suggested earlier would reflect a more realistic picture.

The expansion of the Danfa Project concept should be favorably
considered by the Government of Ghana--Ministry of Health. If this
recommendation is followed, a realistic plan anust be developed. 1Its

implementation in whole or in stages must be accomplished in full recognition

* Per capita extrapolated from Table 6-1&.

Final Draft ¢£127,198 + £7.37 = 17.259



Table 6-14--Area I Comprehensive llealth Services Program, Annual
Operacting Costs, Cedis (Dollars)

Total Cost
1973 1974 1975 1976 1973-1976

—etime

banfa Mealth Center/ 38,576 (33,545) 74,440 (64,730) 85,323 (74,194) 97,494 (84,777) 295,833 (257,246)
Satellites

Healch Education 8,330 (7,243) 9,272 (8,063) 11,451 (9,957) 12,610 (10,965) 41,663 (36,228)
Family Planning 3,649  (3,173) 6,702 (5,828) 8,322 (7,237) 8,952 (7,784) 27,625 (24,022)

Plus Health Education* 1,374  (1,195) 1,608 (1,398) 2,290 (1,991) 2,522 (2,193)

Plus banfa llealth Center - P - 2,380 (2,070)

Antinalaria Program 528 (459) 1,593  (1,385) 1,914 (1,664) 2,242 (1,950) 6,277 (5,458)

Tmmunizacion Program -— 3,346  (2,910) 3,990 (3,470) 4,656 (4,049) 11,992 (10,429)

TBA Program 344 (299) 882 (767) 1,075 (935) 1,244 (1,082) 3,545 (3,083)
‘TOTAL 51,427 (44,719) 96,235 (83,683) 112,075 (97,457) 127,198 (110,607) 386,935 (336,466)

* Not counted in family planning total to avoid double counting.

£9-¢



Table 6-15--Area I Comprehensive llealth Services Program, Per Capita Operating

Costs, Cedis (Dollars)

1973 1974 1975 1976
Danfa Health Center/ 2.66 (2.31) 4.83 (4.20) 5.19 (4.52) 5.65 (4.92)
Satellites
Health Education 0.57 (0.50) 0.60 (0.52) 0.70 (0.61) 0.73 (0.64)
Family Planning 0.25 (0.22) 0.43 (0.38) 0.51 (0.44) 0.52 (0.45)
Plus liealth Education¥ 0.09 (0.08)* 0.10 (0.09)* 0.14 (0,12)* 0.15 (0.13)*
Plus Danfa Health#* -- - - 0.14 (0.12)%*
Center
‘Antimalaria Program 0.04 (0.03) 0.10 (0.09) 0.12 (0.10) 0.13 (0.11)
Inmunization Program - 0.22 (0.19) 0.24 (0.21) 0.27 (0.23)
TBA Program 0.02 (0.02) 0.06 (0.05) 0.07 (0.06) 0.07 (0.06)
Total 3.54 (3.08) 6.24 (5.43) 6.83 (5.94) 7.37 (6.41)

* Not counted in family planning as to avoid double counting.

99-2



Comprehensive Health Care Program-Area I

Cost 1973 - 1976

Operational Cost 386,935
Traluing Cost 209,700
Depreciation:

125,000 + 50 = 2,500

(2,500 x 4) _10,000
Adj. Total 606,635
1976 Per Capita
Cost 1976 127,198 7.37
Training Cosc
1/4 209,700 52,425
Depreciation 2,500
182,123 10.55
1979: Project Cost
2,80 = 1.00 543,339 31.48

9=z
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of all the elements required. t was for this reason that the costs
of capital and training were factored into the computation. It should be
clear that although some ¢lements of costs already exist within the Ministry
of HBealth (Training) and Ministry of Economic Planning (Ghana Naticnal
Family Planning), additional resources of both persomnel and supplier will

be needed which will add to the financial cost of the program.

Recommendations

* Subsequent demonstration efforts should establish clear objectives
with guidelines at the onset of the proje;t to achieve measures
of cost effectiveness on demomstration and research projects

* Subsequent demonstration efforts should establish monitoring
mechanisms to measure goal/objective achievement,

* Research at AID or through sﬁbcontract should attempt to review
available data/working papers of the project to determine retro-
spectively the degree to which. this project was truly cost
effective. This will be depeandent upon a more complete amalysis
of the data

* USAID through subcontract retrospectively review cost of operatiom
between Areas I, II and III to determine costs of each azea

providing varying levels of service,



3. TRAINING
The 1975 Project Paper indicated that over the four year period
the project would focus on various training activities, including partici-
pant training at UCLA and other U.S. univerisities, training of doctors
and medical students of the Ghana Medical School and the training of all
levels of primary health care workers, including traditional and community

volunteer workers.

A, Participant Training

Participant training was initiated during the first phase of the
project, following the 1970 project paper, with the first trainees beginning
their education September 1971.

The original concept was to train five Ghamaian counterparts to the
five UCLA key participants in the project, thaﬁ of Project Director, Chief
of Party, Epidemiologists, Biostatistician, and MCH/FP Specialist. Later
it was decided that in order to develop a "critical mass" of Ghanaian
expertise to assume full responsibility of the project as planmed, it would
be necessary to increase the number of Ghanaian participant trainees. As
a result, 19 Ghanaians participated in a total of 22 training experiences
during the life of the project.

The trainees came from Ministry of Health or Universit? of Ghana,
Ghana Medical School positions. After being carefully selected by GMS
and MOH for their interest ia the development of the D;ufa program, their
cipabilities, potential, and background, they were seconded to GMS. Career
plans were formulated prior to their U.S. traianing. Although most pavsician

trainees took the UCLA core MPH one-year course, they were assigned to
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Dr. E. Osei-Tutu--gZpidemiologist in WHQ Schistosomiasis Broject,
Eastern Region, Ghana,

Mrs. Edith (Fordjor) Tettah--Health Education, Danfa program,
GMS, DCH,

Mr. E. Quartay-Papafio--presently Community Development Consultant
to the Danfa procgram and lecturer at G.M.s.,.Departmenc of
Community Health,

Mrs. Matilda Pappoe--after training, served as Health Educator
for Danfa Project and Health Educator, GMS, DCH. Currently
pursuing Ph.D, degree in Health Education in Canada, and

Dr. Grefard A, Ashitey--currently faculty member, GMS, DCH,
specialist in schistosomiasis contwzol, involved in trainiag
of GMS medical students.

It is difficult to tell whether the program is deriving direct
benefits from those who received training in data processing and records,
or whether the Danfa Project derives specific benefits of the training
provided to cthe Cytotachnologist ac Johns Hopkins University.

The trainees who received training im Health Records/Biostatistics/
data azanagemenc are currently employed by the GMS, DCH and should be
valuable éarti:ipancs ia the processing of the nassive volume of data
collected via the ajumerous Danfa researzh activitias,

One traizee was appoiated 3Statistician 2?rogzammer For the Dansa
?Toject, but left after a year's service to pursue addizional aducacien

and did aoc retumm.



Critique

It is a tribute to the Danfa Project that there was virtually
a0 "brain draia" as a result of this training activity. The success of
the participant program is the probabla result of careful selection
of the candidates, adequate field orientatiom, the development of
career planms, the assured upward mobility after successful completiom
of the training, as well as job satisfacticn at the higher levels of
emp loymant,

There may have been disadvantages in the concentration of trainiag
experiences at ome institution, but the administrative logistic and
faculty suppart offered oan the UCLA campus for the Ghanaian students
probably created a better study atmosphere ian a foreigm country, a factor
which undoubtedly ocutweighed the disadvantages.

Had postgraduate training in specialized areas been provided to
some of the Ghamaian physicians, rather thaa the general one-year MPH
course, the same "critical mass'" of expertise could have been achievad
rendering the Ghanaians greater capability ia handling their future heal:h

serrices/resaarch needs.

Recommendations
--that Iuture AID project iavolviag participantc trainiag 2ncourage
more sgecialized training apprepriaca o the speciiic needs of
the nost c<ouncry.
--thaz Zutuze AID projects iavolyiag pazuicipant traiaing
sncourage p:cvisiﬁn oL stTong acdmiaiscracive and Zaculcw

support at the university cn a perscral level similar t2 chat

given by TCLA ia this prolect.
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Supervision, refresher courses, and supplies had been limited
during the past Iew months, seriously affecting the motivation of VAWs
as evidenced by the team's diZfficulries in locating them duriag theix
visits to the villages.
Recognition of the need for more comprehensive training was
indicated by the provision of a 1lU-hour course of instruction ia 1978

-

as compared with the initial 1976 course of 72 instructiom hours.

Reccumendations

--that services provided and referrals initiated by VHWs be
closely supervised by Health Center team members,

--that a study be undertaken to determine the appropriateness of
care giver by VHWs.

--that results of above activities and identification of deficiencies
influence the topics of discussion at future refresher courses
which should be reinstituted as soon as possible,

--that professional support be available through a strengthening
of linkages with the organized health care system serving the

villages.

E. Other Field Training
4 number cf Ghanaians received :traiaiag bv the Project ia such
areas as field survey methods, community development, and data srocessing
as various service and research activities were implemented. Approximately
200 individuals--designated as research assistants--received such traizing,
’

They ranged Zzom college graduate supervisors through mid-level supervisors

through mid-level supervisors to O-level field workers,
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Critique

The evaluation team was concerned that specific skills learmned
as Danfa Project survev field persomnel were not applicable Zor employment
in other areas after the termination of the project's manvy research
activities. It was learned, hcwever, that these personnel were used in
more than oune specific activity, thereby psroviding them with more generalized
axperiance.

Many of cthese field workaers remain on the GMS and DHC staif to
assist ia other medical-social rasearch activities; others will probably
be a2eeded after the activatioca of the Noguchi Tropical Disease Research
Center, and others have been acceptad Sy other agencies.

-

EEAs (see Section 2.C, Stafiiag).



4. INSTITUTIONAL DEVELOPMENT

A, Program Centinuation--Dania

At the outset of the project (accordiag to 1975 Project Paper),
it was decided that there would be a jcint arrangemen: becweer =he Univer-
sity of Ghana Medical School, Department of Community Health and the
University of Califormia, Los Angeles School of Public Health. Through
these two institations, there would be UCLA and GMS counterparts so that
by the termination of the project, there would be Ghanaian technical
expertise to direct the continuing program, including health services
research. Positioms with both U.S. and Ghanaian counterparts were
Co-Director, Chief of Party, Epidemiologist, MCH/FP specialist, Systems
Analyst, Health Education specialist. Participant training was tailored
to meet the needs of GMS to accept total responsibility for continuation
of activities begun through the project. GMS personmel together with
Ministry of Health personnel seconded to the GMS were imvolved in
participant training programs to achieve this goal. It was anticipated
taat through this mechanism, emphasis would be placed on "strengthening
the framework of research and traiaing for intermal expanmsion and improve-
ment of research capabilities and traiaing capacity" (1975, Project Paper,
p. 41, A1),

In-country capability to prcvide the necessary operatiomal and
Tesearch activities was achieved through a variety of traiming programs
(survey and research persomnel, heal:h education assistants, zraditiomal

birth attendants, village heal:: workars).
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It has been stated that Danfa program contiauation is dependent
upon Ministry of Health cooperatiomn and support. Trom the Ministry
came specialists who were seconded to the Danfa program; the Ministry
also provided medical supplies (drugs, vaccines). It should be noted
here that Miniscry of Economic Planning gave support inm consultazion
(Ghana Natiopal Family Planning Program) and its family planning supplies

which were provided by USAID,

Critique

The project's co-director provided strong leadership and work om
a level with UCLA's co-director during the last four years of the program.
His commitment tc the delivery of effective comprehensive rural health
services through acz organized system is shared by members of his staff
assigned to the program.

Most of the participant traicees zave served and some continue
to serve in some phase of Danfa's operation. The present medical officer
for the program received his MPH training at UCLA through the projecc.

Field training of some TBAs, JFEAs and VBWs has been cowpleted,

and most of those are still working in the project area under the supec-

(X1

vision of healtn center staff, with comsulctation from GMS staii, The
framework exists for identifving caadidates, conducting trainiag, re-trainzing,
supervision, and momi:oriag of their services, bdased om project activities
and research in these areas. The development of training manuals allow

Zor standardizazions oI these processes. Lxperienced research assistants

(Uaiversity of Ghana, GMS) are available for conductizg £isld surveys am

research activicies Zeemed approrriatsz and aecessaty in the Iuture.
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Ministrv of Zealch. Ministry of Heal:th involvement with the

Danfa Project had included:

(a) participation in the Danfa Policy Advisory Committee (Zormed
to foster collaboration, optimal attainment of project gcals,
iaformation £low;

(b) participation in annual project review meetings;

(c) seconding of specialists to Danfa program;

(d) identifying appropriate MOH candidates for participant
training;

(e) appointments of participant trainees who had completed their
educational programs to key administrative and planmning
positions in the Miaistry;

(£) assignment of MOH staff with Danfa experience to areas
in which they can use their expertise to develop field
programs;

(g) planned utilization of Danfa findings in developing and
implementing primary health care program for Ghana (Natiomal
Health Planaiag Uniz);

(R) utilization of training manuals produced by the projec:.

Ministry of Econcmic Planning (Ghana National Familv Planning

Program). Ministry of EZcomomic Planning iavolvemen: wicth Danfa iacluded:
(a) seconding of specialists;
(b) parzicipation with GMS ia the productiomn of the family plamning
manuals A and 3 which have been adopted Zor use by the Miaiscry

of Health;


http:Minis.r7







there is some question as to whether irvolvement was meaningful and

sinacere.

Recommendations

--that linkages with relevant Goverzmment of Ghana ageuncias de
continued and strengthened wheraver possible;

--that key Danfa staff and high lavel hospital repressentatives
develcp mechanisms to ensure fz2edback of pertinent patiant
irformation and referrals;

--that, upon completion of the aralysis and interpretation of
the accumulated Danfa data, findiags ares promptly disseminated
to all relavant agencies;

-~that the Danfa program coatinue to relate to a multiple relevant

agency advisory committee.

C. Data Processing/Analysis

As stated in the Heazl:th Services Research section, the Ghana

Medical School is currently awaitiang the ianstallatiom of a Wang computer,
Tuis computer was purciased Zor the Departaent c¢i Community Health witt
sroject funds to emabla thac department 0 process the accumulated Dania
data, At present, two Ghanian data precessors are in 3oszon receiviag
traiaiag on Waag Comrutsers., The Wang computar was selectad Decause i:
has the capabili:zy of handliag this type of daza processiag a;d secause
the company 2as cfiices and technical jerscunel ia Ghama Ior adiustaencs
and rTepaiss without umnecessasy Zlelays.,

Projecs dasa 1t TCIA is heiag sens o 3oston 2 e transiarTed

o
(9]

aini discs compatiSia with the Wang <owmpucar,
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Zarlier in the project, Danfa funds purchased a tape drive to
facilitate the processing of program data at the University of Ghana
(Legon) on their IBM computer,
Personnel have been trained through the project in data pro-
cessing and management, and have had previous experience working on Danfa

data.

Critique and Recommendations

As soon as the Wang Computer is installed at GMS and training
completed in Boston, there should be no delay in beginning =he process
of evaluating the data from the various Danfa research programs.

The director, together with Ministry of Health, especially Planning
Unit representatives should consider the priority order of studies to be
analyzed,

The full impact of the Danfa Project cannot possibly be determined
until the data anal ysis and interpretation is completed. It would be tragic
to not fully realize the benefits from the years of effort of so many

experts and the expenditure of so many USAID dollars and Ghanaian ‘Cedis.

D. UCLA Iastituctional Development
Institutional development is an objective equally relavamt o both
GMS and UCLA. Specially--how has UCLY 2nchancad izs own Zaculty capabilisy
to conduct similar projects as a resul: of the Danfa Project? One index
of this capability is the number of UCLA persomnel participating ia the
project that were retained by che SPH following the termiaation of the

oroject.,
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While UCLA nas a Zirm commitment to intermational activities and
selacted excellent people to pazticipate in the Danfa 2roject, it Zailed
to retain any of the faculty who participaced as onsite advisors duriag
the ten years of the prpjec:. At the end of the project period, all
advisors nad either lefc for ocher universities or organizations--or

were ia the process of leaving.

Reccmmendations

AID design subsequent long-term contracts involving U.S. univer-
sites in such a way to 2usure that resident advisors are selectead
the tenure faculty--or that resident advisors be given tenure track

ositions at the termination of the project. This will ensure the

Q

development of a "critical mass" for subsequent projects.



5. PROJECT MANAGEMENT
Project management cnnsiders various aspects of project goals,
the division of respomsibility, the decisionmaking structure, and reporting
procedures. Using the criteria of adequacy, appropriateness, efficiency,
effectiveness, and traasferability as a general framework, the evaluation
attempts to assess the overall management of the project.

Toject goals. The ultimate goal, a concept originated at the

University of Ghana Medical School, was to "enable the Government of Ghana
to extend and improve rural health and family planning services in a
rational manner,” and was based on an increasing realization that :he

rural population constitued 70 percent of the total population and was
underserved in the meeting of health needs. This realization resulted

in the development of 2 health services delivery program directed at the
rural population. Despite expressed agTeement by various parties om this
goal, (e.g., MOH, USAID/G, UCLA, GMS) the various service delivery, research
and training activities were often in conflict for limited resources.

Proiect responsibilitv. The Danfa Project was a combined effort

‘with each party carrying respomsibility which would theoretically lead

to the ultimate objective., The key participants were: (a) the
University of Ghama Medical School, Deparcmeant of Community Jealczh (GMS/
DCH), (b) Ministry of Health personmel seconded to the project, (¢) :the
University of California, Los Angeles, School of Public Health (TCLA-5PY),
and (d) che United States Agencvy for International Development/Ghana

(TSAID/G).



The USAID/G had the respomsibility to receive the initial
project paper and present this to USAID/W for review and approval. Omce
funded USAID/G developed the necessary contract documents, and monitored
and evaluated the project duriag its teaure. Through a special arrange-
ment local currency budget was handled within GMS,

Decision making. The overall project administration was shared

by both UCLA and GMS and designed to be a truly collaborative effort,

with each party taking primary responsibility for particular areas of the
project, When conflicts did arise, it was well understood that the decision
of the host country prevailed,

Reporting., Reporting occurred by way of periodic meetings of TCLA
and GMS personnel to resolve issues, report progress, and state plans for
the future activities. Regular written reports were submitted to USAID/G
and all interested parties. The project conducted a yearly seminar in
which past activities and future plans were presented and discussed; all

relevant partiss were invited and the proceedings published.

Critique
Overall, the management of cthe project was relatively successful,
given its time, scope and complexity. While management specific to the
major project components are discussed under separate headings, several
observations ars generic to all :shree components and ara presaeated dbelow.
--while the objectives of :zhe evaluationm was not tc 2xamine cthe
detailed financial accounting procedures of the projecsz, it is
important to nota that TCLA eg:ablished a sound Zinaancial
reperting structure becween :tie two universities, Morecver,
decisions were made with s:trict adherence to the legal inaterpre-

tation of the comntract,
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its ability to deliver services despite very difficult political and
economic circumstances. Moreover, the patients in the service areas
expressed great satisfaction with the service program. Obviously, their
desice is for regular visits and, preferably, more Zresquent visits. The
village is served by the village health worker; if the village health worker
caanot provide needed care, patients must travel to Danfa.

Amnong the several managerial comsiderations to assure that the
heaith service delivery system continues to be successful and car be
replicatad is a) that vehicles are operational and b) medical supplies
and equipment continue to be available. Much eifort was expended by the
project to insure that these needs were satisfied. The evaluation team
observed the anxiety of patientg and stafi--when regular service was
interzupted due to petroleum and spare part problems; similar anxiety
and frustration resulted from the unavailability of medical supplies.

On the research/evaluation side, the project management aspects
was far more difficulz. As detailed in prior sectioms, the project failed
to manage its data analysis in a way that would insure maximum benefit
to the proizct or to other policy decisions withim Ghana. For example,
data processing delays kave seriously limited che use of relevant dacta
to the development of the national primary care program. Factors coatsi-
Suciag to this problem Iaclude the failure to identiiy a Ghanaian counter-
parts to the UCLA heal:h systems anmalysts, esquipment shortages, misper-
ceptions, =tc., as decailed in previous sectioms.

As noted in the review of the cost affzsctiveness section of tae
evaluation, the project Zailed zo provide as detailed an analysis cof cost

as could have been dome to measure, aand determine or demonstrate cost
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affectiveness. The combined lack of detailad cost data and the lack of
programmatic data analysis limited :he potancial for am accuraca deter-
mination of overall cost affectiveness.

Traiziag. The trainiag effort Dotd ia Ghama and at UCLA were
generally well =managed. Tﬁe trainiag program achieved its objectives
and also provided the capability a:z the Ghana Medical Scheol and the
Ministry of Fealth Zor a sound dasis Zor conciaued program development.
Individuals traized by the Danfa proiect are aow in key positiouns in
the Ministzy of Jealth, the Ghana Medical Schcal Department of Ccmmunity
Health, as well as staffing the Danfa project. This traiaing was an
ongoing effort and needs to be contizued and supported as the Miaistry
of Health cmbarks on its natiomal primary care program.

Given the capabilities ¢f the prasent stafi, it is appropriate
that consideration bde given to future :training of Ghanaians ia various
aspects of public health, Traiaing outside Ghana should be dome ounly
when such skills ara aoft available cr its capacity to train will severely
limit che ability %o 2xpand the 3zrogram. Additional trainiag aeeds are
in the ar2as of 1ealth management and =asic Zealth servicas cesearch.
The ccatizuad growth of the counczy's ﬁeal:h stzucture saould comnsider
aon-M.D. managers 50 as to maximiza the 2ffective use of scarce

ohysiciaa mnanpower,

lacommerndactisns

Ia subsequent laTgze scala Zememstraziom projects AID saculdl:s

--Escabiisa slaar respousidiliczy af =2ach party 2o the <cnirace.
--Z323d0lish TIAID raspemsibilicsy Zor moniiswiag activiiv iz

aroisct doctmeats aad zcmITacts.



--Establish clear goals and objectives,

--Establish a critical path analysis and use this as a guide
to assess project achievement.

-~Establish an ongoing reporting mechanism which raflects the
degree of goal/objective accomplishment in measurable terms.

--Establish thresholds which will require an indepth amalysis
of problems when expected results are not actieved.

--Establish a method Zor assurance of continuity by USAID in
monitoring--particularly long-term projects.

~Establish priorities for funding which will maximize the use
of available resource in developing countries. Consideration
needs to be given to sector plamning such that che cumulative
results of developmental activities will have a significant

impact on the overall welfare of the country.
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APPENDIX A

DANFA PROJECT--TIME TABLE

Organization of Danfa Project began--G.iS

UCLA--three phase feasibility study

Opening Danfa Health Center

GMS-USAID/G~-Project Agreement signed

UCLA-USAID/G--first project paper signed

UCLA first team arrived in Ghana

First satellite--Abokobi Village

Second satellite--Oyibi Village

Third satellite--Berekuso Village

(1) Policy Advisory Committee Established

(2) First major wvaluation of project

Second Project Paper adopted the OLjectives of APHA evaluatiom
team

UCLA-Departure of family planning staff/Health Systems Analvst

UCLA departure of Chief of Party/Administzative Assistant
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Report from Visit to UCLA and
Discussion with Faculty and
Staff Concerning Danfa Project.

F.G, Moore

A. Kaluzny

July 22-25, 1979
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A. Description and Assessment of the Faculty Assistance UCLA Provided
Danfa Project

UCLA provided the Danfa Project a total of 5 resident advisors;

2 health educators (J. Cammon 1970-72, W. Ward 1972-76), a MCH/FP
physician (Nicholas 1972-77), an epidemiologist (Belcher 1970-76), a
system analyst (Blumenfeld), and a Chief of Party (Lourie 1970-76).

In addition to these faculty, a number of TDY faculty were involved early
in the project, e.g., Karl Hopkins, Computer support personnel and
Administrative personnel to establish appropriate and compatible accounting
systems,

The qualifications of the facglty and their past experience, etc.,
were oustandiang, moreover the comntinuity.of ecritical actors, e.g., Lourie
is most impressive and provided important continuity in the project that
was not matched by the Ghanaian counterparts. Several problems: First,
while the project was truly comprehensive there were simply too many UCLA
faculty working in host country on the project. The size of the project
and the number of UCLA faculty tended to overpower the GMS/Department of
Community Health. Secondly, the aumber of UCLA in-country advisors added
to the cost of the project, e.g., living allowances, etc. TFinally the
number of UCLA advisors, each with zheir own area of expertise and requests
for data tended to iacrementally expand che extra data collection effort
beyond their own ability to fully analyze the collected data before the

" end of the project.

B. Determine the Appropriateness, and Quality of UCLA Data Drocessing Systam
The UCLA data processing system is outstanding. The diffizulty in

processing data centers not on the UCLA data processing capacity, but in a



complex political and administrative sat of factors involviag

(1) a Ghanaian expectatiom that all daca was =7 be precessed ia
Ghana. Thus a great deal of time was speat tTying to expand
the Ghanaian computer capacity before it was Zinally realized
that the data had to be processed at UCLA.

(2) a reluctance of UCLA/Danfa Project funded faculty to process
data without the Ghanaian counterparts. Thus many mouths
passed in which UCLA faculty were waiting Zfcor Ghanaian
colleague representatives to arrive and collaborate in data
analysis. An alternate explanation and less charitable
is that UCLA faculty left or were iavolved in leaving, thus
not having sufficienc time to devote to data amalyses and
interpretation.

C. Determine whetlher the Processing Squipmeat procured under the project
was appropriate and expenditiously handled.

Two types of data processiag equipment were purcharcasd, The Sirst
was the tape drive unit which was Zo expand the core of the Ghanaian I3M.
While the purchase was axpediticusly handlad, che delavs avidently cancered
around the installation of the umit, Payment was withheld by UCLA until
the unit was operatiomal.

The secoud aquipmentc gurchased was the Wang computer whish will
Je operatiomal at the GMS/DCI 5y Jezoter, 1379. The uni:z was selacsad
for several reasoms: (a) comparabla wizh I3M aquipmenc, () provides
traiaing-~ia Zact two Ghaznaiams are curvently iz 3ostom Ior traiaiag,

a Adccra,

0
(c) Wang ras zaiztenance perscamel located
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D. An Assessment of the Effectiveness and Suitability to Project Needs
of the Administrative/Organizational Arrangement.

The project was administratively located within the Department
of International Health, School of Public Health at UCLA. It was
periodically reviewed and approved by CICS which attempted to relate
the project to various UCLA faculty with intermational interests and
expertise. Within the department, the project is directed by Dr. Neumann,
Reporting to him is the Chief of Party, Dr. I.M. Lourie, Deputy Co-Director,
Dr. Charlotte Neumann, MCH/FP Specialist, Dr. Nicholas, Systems Analyst,
Dr. S. Blumenfeld, (and programmers and data researcher), Health Educator
W.M. Ward, Epidemiologists, Dr. D, Belcher. In addition, assigned to
the program Irom Dr. Neumann's ofZice were administrative services, writers
and editors, and frow the Office of Coordinmation of Overseas Projects,
an administrative person.

Administrativeiy, the project su.fered from two limitationms.
First, the breadth and scope of the project exceeded the intarmal capacity
of the Department of Internationmal Health. t would appear that the project
could have involved many more School of Public Health facul:y if it were
administered by an interdepartmental commit:tee operating from the dean's
ofZice. Secondly, and related to the above is that the critical actors
of the project, with the exception of Dr. Neumann were not tenured faculzsy,
Thus while they were heavily involved with the project, several left the
university for other positioms even prior to the formal complecion of
the project, and the remainder (Lourie, 3lumenfald and Nicholas) wil
leave as of Aygusc, 1973. This is most unfortunmate, particulazly given

the amount of data that was collected and -emain to be analyzed.
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E. An Assessment of the Appropriatemess of the Quantity and Quality of
Personnel iacluding Short Term Consultants Hized under this Activity
and Whether Personmel Fulfilled the Terms of the Contract

Two qualifications--fFirst it would appear reasomable that UCLA
should/could nave involved a UCLA demographer early in the initial desizn
of the project, While we understand that the demographic activities were
part of the Ghanaian respomsilility, it would appear reasomable--at least
in retrospecc, that UCLA should have assumed a larger share of the
responsibility at least om a temporary duty basis. Secondly, while

understanding the complexity of the data analysés problamé at UCLa, i.e.,

the need to maiataia true collaboration, it is still difficult to under-

stand why more progress was not made with basic analyses (iacluding the
interpretation) when it was known at the very outset that all the UCLA

faculty would be leaving the project om or before July 31, 1979.

F. Discuss Financial Management Arrangements at UCLA Giviang Particular
Attention to the Necessity of Grant Amendments for Extensions and
Iacreases in Funding

The project is handled through the UCLA Grants and Contxracts Office.

The project evidently experienced no unusual difZiculties and received i:

regular allocation of Amendments (as we understand the term 3s explained

by UCLA--an amendment is simply a periodic allocation of §). While rhere
wera periodic shifts ia line items, there wers 10 requests Zor ilacreased
fundizg althcugh requests Zor extansicns wers made to help Zinalize che
data anmalvses.,

G. Discussion of the Adminigirative Arvangement Zor Trainiag Ghacaians
under the Projsect and =zhe Aporopriatsness c¢f Trainiag Given

With Zaw excepticns, participant craizees wers seat 2 TCLA Zor

trainiag. Dependizz 2n the 3rea of experzise, the majcrity wers anzcllad

—y -
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in the School of Public Health and Professor Neumann functioned as either
the studeat's primary or secondary advisor.

The MPH students were enroclled in the 1 vear MPH core, however
were permitted to elect courses directly relevant to the Danfa project.
For example, instead of the core health administrztion courses, students
enrolled in the planning courses in the Department of Internationmal Heslth
to enhance the relevance of the material to the Ghanaian setting. Students
were also encouraged to write papers around areas of direct relevance to
the Danfa activity.

Administratively, the arrangement for dealing with Ghanaian
students was quite good--in fact could be comsidered a model for other
universities. Several problems: First, more would have been gained if
students had gonme to other schools of nublic health, besides UCLA., This
would have provided a perspective that would provide a cross fertilization
of ideas upon their return. Secondly--and in retrospect, it :appears that
more expertise was required than could be gained by offering simply the
MPH core. Consideration should have been given to the two year MPH
programs which would permit participant trainees to obtain g:éace:
expertise in an important areas such as epidemiology, biostatistics,
finance, etc.

H. Discuss the Finmancial Inputs to the Traiaing Program with Particular
Stress in ngrhead Rates

Overhead in this project was 19.7% which is momey allocated to the
university. While this seems to be a low overhead rate relative to other
universities, it is important to note that the prqject was able o iaclude
a number of personnel which are usually considered as overhead costs,

e.g., shipping clerk, financial expeditor.
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Ashitev: "Danfa Rural Health Centre: Its Patients and Services
1970-71."

Osei: '"Non-Group A Streptococci Ghamaian Patients with Pyoderms."

Asante: "A Survey of Parasitic Infectioms in Rural Ghana."

Asante: ‘Integration of Family Planning and MCH in Rural West
Africa."

Pappoe: "Education and Evaluation in an Integrated MCH/FP Project

in Rural Ghana: The Danfa Prcject."

Asante: "Attitudes and Practices of Traditional Birth Attendants
in Rural Ghana."

Osei: "Endemic Pyoderma in Ghana: A Survey in Rural Villages."

Pappoe: "Impact of Family Planning Information at a Ghanaian
Rural Health Pest.”

Pappoe: "Perception and Management of Guinea Worm Disease Among
Ghanaian Villagers: A Framework for Differemtial Health
Planning."

Lamptev: "The Significance of Male Contraception in Rural Ghana."

Asumirg: '"An Analysis of the Characteristics of Households, House-
hold Size, Household Heads and the Relationship Within
the Households."

Asante: "Conducting a Rural Health Survey: Experience from the
Village Health Survey, Danfa Project, Ghana.'

Kwabia, Avle: "Experience in Selecting, Training and Supervising
Incterviswers in a Rural Health Project."

Pappoe: "A New Approach to Extendiag Health Services in Rural Ghana."
v edr—— :

Lamptev: "A Rural Primary Health Care Program--The Danfa Experience
' 1970-77."

Lamptev: "Village Based Primary Health Care in Rural Ghana:
Selection, Training and Supervision of Village Zeal:ck
wWorkers."

Lamptey: "Does Family Planniag A<Sect the Nurritiomal Stasus of
4 - . o
of the Child."

Amonoo-Lartson: "The Use of Operational Research in Improving
Qualicy of Heal:tkh Care.”
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Amonoo-Lartson: '"Use of Medications and Control of Dispemsing
in a Rural Health Primary Care Canter,"
Amonoo-Tartson: 'How to Plan, Organize, and Implement Rural Health
Care Operational Studies.”
Lamptay: “The Zffect of 3reastfzediag om Fertility.”

Osei: "Comtrol of Intestinal Helminthes in the Danfa Project Area,"

Amenoo-lartson;

"The Use of Tracer Conditions for Svaluating the
Quality of Primary Health Care in Developing
Countries.”



APPENDIX C

List of Individuals Consulted and Project Participants
U.C.L.A.
Dr. Alfred Neumann
Dr. Irvin Lourie
Dr, Stewart Blumenfeld
Dr. David Nicholas
Mrs. Harriet Lourie
Dr. Charlotte Neumann
Dr. Lester Breslow
Professor Coleman
Dr. Svenson

Administrative and Technical Staff and Faculty

University of Ghana--Ghana Medical School

Dr. S. Ofosu-Amaah

Dr. L. Osei

Dean E.H. Phillips
Vice-Chancellor Adjei-Bekoe
Mrs. M.3. Amonoo-Acquah
Mrs, Edith Tetten

Mr. Allahasan Dramani

Mrs., E.M. Asante

Mr. Edward Amankwa



Mrs. M.A. Peasah

Mr. E.K. Quartey-Papafio
Mrs. Doris Richardson
Mrs., Mildred Sam

Mrs. ‘S. Botchway

Ghana Ministrv of FRealth

Dr. M. Adibo

Dr. R. Amonoo-Lartson
Dr. Y. Aboagye-Atta
Dr. Esther Boohene
Mrs. Mary Owusu

Dr. Benedicta M. Ababio

AID/Washington

Mr. W. Haven-North

Dr. Julius Prince

USAID/Ghana

Mr. Irvin Cokex
Mr., David Levintow
Mr. Ray Martin

Mz, John Wiles

Mr. R, Ravy
Mr. M. Zak
Mr., G. Gras

Support 3Staff



Unitad Nations

pr. ?.T. Sai

World Health Orzamization

Dr. Jomes

Dr. David Scott

Danfa staif
¥r. s.M. Koku
Mr, Andrews Borteye

Mrs., Nora Azu

Staff, patients and village ofZicials at following sitas:
Danfa Health Center
Oyibi Village Satellite
Berekuso Village 3atellite
Abokobi Village Satellice

Amasaman Health Facility
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Danfa Projecs/Evaiuation Team

Moses Adibo, M.D., M.P.E.*
Dizector

Plapning Unict

Ghana Ministry of Health
Accra, Ghana

Elizabeth Bruce-Tagoe, M.D, (Public Health)

Division of Family Planning and Maternmal and Child Health
Ghana Ministry of Health

Accra, Ghana

Charles De Bose, Ph.D., (AID/W--Staff)

Deputy Director/Health and Nutrition Division of the African Bureau
USAID/State Department

Washington, D.C,

Edward V., Ellis, Ph.D., M.S.P.H.

Associate Dean for Continuing Education and
Community Service and Associates

Professor of Public Health

College of Human Development

Peansylvania State University

State College, Pennsylvania

Arnold D, Raluzay, Ph.D,

Professor of Health Admianistration
School of Public Health

University of North Carolina
Chapel Hill, North Carolina

Ferne G. Moore, M.D,, M.P.H,
Deputy Health Commissioner
City of Philadelphia
Philadelphia, Pennsylvania

Samuel I.K. Odoom, Ph.D.
Professor of Statistics
Department of Mathematics
University of Ghana
Legion, Ghana

Elliott C. Roberts, Sr., M.B.A,

Assistant Secretary

Louisiana Departmeat of Health and Human Resources
New Orleans, Louisiana

* Parttime comsultant.



