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2.0 Executive Summary

The CCCD External Evaluation team carried out its evaluation in
Swaziland from July 19 to August 8, 1986. During this period, the team
had the opportunity to meet with MOH officials, Regional staff and
Regional Health Kanagement Team (RHMT) members, Health Center (HC),
Clinic personnel, and Rural Health Motivators (RHHs). Its mandate was
to:

• Ev~luate CCCD activities in Swaziland through the systematic
collection and analysis of data on CCCD management and operation
at the central, regional and peripheral level;

• To measure the extent to which cceD activities have been
integrated into the existing Primary Health Care (PHC) structure;

• To offer a series of recommendations to improve the expansion a~d

delivery of CCCD services, (including training, health education
and health information system development; and

• To accelerate their integration into the present PHC delivery
structure given ever present resource const~aints.

(Annex r contains the full Scope of Work for the Team.)

The following pages summarize the principal points and recommendations
contained in the evaluation ceport.



lntrodl:ction

The team found that the CC~D program in Swazil2nd has many strong
points, and ha3 mov~d W21l since the si~nin~ of the Project ~~ant

Agreement on June 28, 1984. The ~irst year was largely organizational
-- preparing the work plans, ordering vehicles, equipment and supplies y

doing KAP studies, working out tr.a~ning progc~~. etc, Essentially the
operational ~hase started ~fl June of 1985. Using this t ime frame , the
progress unde~ the CCCD proj!ct has been signif icant, altho"igh milch
needs to be done to achieve the goal& set for~h in the project.
2.1 Planning I Administration and_.Kanagement

Five yedr plans for the core programs ~f EPI, COD and Malaria are now
being drafted. Once they are cl)mpleted and approved by the COS. UtP.

annual CCCD plan for 1986 will be prepa~ed. lndivlduRl program
elem~nts (Expanded Program of Immunization (ErI), Control of Diarrheal
Disease, (CDD), and M£laria) have their ~wn internal plans of
operations for 1966.

Recommendations:

• That hO'1 give high priority to finishing the five year ?lans which
will p~ovide a framework for developmen~ of annual workplanz,
facilitate future budget exercises, and Gubstar.t~t~ reguests for
donor f ina!!c ing, etc.

• That EPI. CDD and Malaria program activities be implementp.d
simultaneously and support services in the Health Education Unit
(HEU), Training, and Health Information S~tem (H:S) be mobilized
to provide continuing support for all_ three core progr~l~s 8S

appropriate to their respective stag~s of deve~opment.

Fixed medical facilities are operated directly 'oy government, and by
religious missions, industrial and private groups distributed among the
four regions (Manzini, Hho Hho, Shiselweni. and Lubombo) with l general
hospitals, 8 health centers, 132 clinics, anJ 113 Q~treach sites. The
government has recently adopted some very positive organizational
measur~s decentralizing the Swaziland Primary Health Care Systp.m which
affects directly the CCCD project as a major component of the PHC
System.

Regional Health Mana~ement Teams (RHMTs) have been set up in all four
regions. RHKTs are under ,he chairmanship of the Ragional Health
Administrator and membership include~ representation fro~ the major
health facilities in the region and principal Regional health
authorities. Although the RHMTs are having s:Jbstantial teething
problems, especially in defining the rol~ of the Health Administrator
vis~a-vis Medical officers, doctors, nurse matrons, nurses, etc., the
RHKTs provide an excellent fo~um for reviewing reglonal problems and
working out solutions with those directly concerned.

- 3 -



The distribution of vaccines has also been d~c~ntralized. The Central
Vaccines Store in Manzini distributes vaccines tc 9 regional depots
located in hospitals and health centers on a monthly basis which in
turn fill requests from the clinics for their vaccines. Although only
operational since July 1, 1986, the decentrali~~tion of vaccine
distribution is working well.

On the other hand, the team found that supplies ordered from the
Central Medical Stores in Hbabane worked less well and distribution was
spotty. The result has been that some clinics have been out of drugs
from time to time. This has an adverse effect on the curative services
provided the populatio~ which in turn impacts negalivelv on the
preventive care oppo~t~nities.

Recommendations:

e The Minister of Health or his representative should reiterate to
the national heads of the major CCeD and PHC programs as well as
the rrembers~-!he RHMTs the government's policy and commitment to
the decentralization plan, and delineate the respective functions
of the central government administrators vis a vis the RHMTs, and
the respective duties and responsibilities of the prificipal
members w' ~~.hin the RHMTs _.. i. e., Health Administrators, Medical
Officers (MJs), and Nurse Matrons.

• Steps should be taken as soon as possible to remedy the current
shortages and delays in filling orders by the Central Medical
Stores. Additional training at all levels should be provided so
that, workers, clerks, storekeepers, and managers all have the
specialized knowledge required to successfully run a central
medical stores operation. (Project Hope and/or the Primary Health
Care project can provide valuable resources to assist the MOH in
solving this urgent problem.)

• Given the iDportance of an early successful installation and
operation of the GOS' decentralization of Prima~Health Care
(PHC) to achieving the goals of th2 CCCD program, ~~ GOS and
USAID should make s~pport of the decentralization effl'~~ a meior
priority of the GOS/USAID Primary Health Care Project.

Staffing shortages were mentioned at all levels (national/regional/
clinic) as a serious constraint. The team observed that. at the MOH a
number of key sp.nior executive positions affecting PHC/CCCD were
vacant, which had the effect of slowing down key policy/program/and
operational activities of the MOH. In addition, those managers
responsible for the core CCeD programs -- EPI, CDD, ~nd Malaria -­
appeared intensely busy with the operational side of their respective
prograrr.s with little time left over for planning, monitoring,
supervi~ion anG evaluation of these programs. Key secretarial support
for lhe Ministry had not been provided and hampered the smooth
operation of cceD and PHC activi~ies.

- 4 -



Recommendations:

• That the MOH fill the senior executive management posts now vacant
at the national level with a view to providing more
administrative. management time for planning. monitoring.
supervising and following up o~ CCCD/MCH/FP activities.

• That the MOH explore the possibility of filling the vacant posts
at HC and Clinic level with a view to increasing the efficiency of
the HC/Clinics. increasing outreach. ana improving the coverage of
ErI. COD and Malaria, training of Rural Health Motivators (RHMs) ,
etc. (Should the planned staffing for Health Centers and Clinics
not be reflected by established posts, steps should be taken by
the GOS to remedy this deficiency.)

• That the MOH create posts of deputy for the EPI. COD, and Malaria
progra~ to alleviate the current work load and provide more. time
for planning, monitoring. supervising. and evaluating the w;C'tc.

• That the secretarial support planned for the MOH be provided to
overcome this bottleneck to effective operation.

2.2 Donor Coordination

CCCD donor coordination is assured informally through individual
contacts by interested parti~s participating in CCCD activities. A
work group, or task force on CCCD matters was set up last year composed
of donors (principally UNICEF, WHO, Save the Children and USAID), and
the MOH staff responsible for CCCD programs and support services. It
meets roughly on a quarterly basis, but it has not met within the last
six months. Donor cooperation is good, and donors (USAID/CCCD, UNICEF.
WHO and Save the Children) are cooperating together to jointly finance
specific CCCD subactivities. In addition the MOH has set up a
GOS/Donor committee for Primary Health Care (PHC). Communications
between the CCCD and PHC coordinating groups should not be a problem
since they are both under the chairmanship of the KOH, and composed of
largely the same donors.

Recommendation:

• The Technical Officer (TO) should consider with the Public Health
Unit (PHU) the possibility of reconvening the CCCD work group or
task force on a quarterly basis.

2.3 Health Information System (HIS)

The Health Information System (HIS). managed at the central level by
the Stati~tical Unit/MOP. in Mbabane, is characterized by an
impressively high rate of reporting from the health facilities in the
country. In 1985. 88~ of the units were regularly reporting to the
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Statistical Unit/MOH on a monthly basis. One deficiency noted was the
failure of the Mbabane Hospital to report through the HIS, representing
a loss of information from one of the leading referral centers in the
country.

Clinics, Health Centers, and hospitals at the local level are using
tally sheets which not only facilitate reporting by allowing personnel
to maintain ongoing cumulative counts, but also reduce the possibility
of errors when totalling activities at the end of the month.

In addition to monthly report forms, a communicable disease reporting
form requests information on selected diseases. Information is
collected on the age, geographic residence and date of onset of
illness. Data from this system are presently not being analyzed by the
central level Statistical Unit/MOHo

Information related to malaria control program activities is reported
directly to the Malaria Control Unit in Manzini. The Manzini
laboratory sends reports on the number of positive malaria slides
identified on a monthly basis to the Statistical Unit/MOHo

Production of reports from the Statistical Unit has been markedly
delayed. The most recent national statistical annual report was
published in 1982, and the 1985 morbidity statistics have not been
officially released. Feedback to the health facilities consists of
computer printouts of data they have submitted, and are received
several months after submission. There is no country epidemiological
bulletin providing morbidity and mortality trend analyses. Some of the
problems identified may relate to the absence of a country medical
epidemiologist to provide guidance on the types of data necessary.

Recommendations:

• Create the position for a medical epidemiolori~t to provide
guidance in the improvements necessary in the HIS. If this is not
possible, CCCD should provide TA of a medical epidemiologist to
assist in the development of epidemiological analyses. Given the
time required to create and staff a new position, the CCCD project
should provide a medical epidemiologist to assist the HOH as soon
as feasible.

• pevetop and publish on a timely basis an epidemiological bulletin
fo~ distribution to all health fac~lities in the £ountry. This
bulletin should contain data analyses as well as textual
interpretations on the morbidity and mortalit~tterns in the
country.

• Fill the vacancy for a second key punch operator in the computer
division 0& the central level statistical unit/MOHo

- 6 -



2.4 Expanded Programme of Immunizations

The Expanded Programme of Immunizations (EPI) is located ir. the Public
Health Unit of the MOH in Mbabane. The Central level is composed of
the EPI program coordinator, the Central Vaccine store director and
operations officer (located in Manzini) and two central level cold
chain technicians.

A five year EPI Implementation Plan is in preparation at the time of
writing of this report. This will be the first five year plan for the
program. One of the constraints recognized in previous evaluatins was
the absence of mid-term and long term planning and a reliance upon Fix
month to one year plans.

The primary strategy for the prOV1Slon of immunization services to the
population of Swaziland is through the use of fixed facilities as
permanent providers of services. Plans are for all fixed facilities in
the country to be equipped to provide immunization services all hours
of operation of the facilities. In order to increase coverages,
national norms have been established for health care personnel
providing curative services, to screen all children for immunization
histories, and administer missing vaccines if indicated prior to the
child's release from the health facility. This norm has not been fully
implemented as yet. Vaccine vials are to be opened, even when a single
dose is needed. This practice has been implemented and has been
associated with a marked increase in vaccine wastage due to the norm to
discard all vaccines from open vials at the end of each day.

In an attempt to increase coverages, campaigns have been conducted in
each of the regions during the preceding year, accompanied by a
concerted effort to use the mass media to increase the demand for
services.

The present immunization schedule requires five contacts between the
health sector and the population in order to fully immunize a child.
Given the dispersed nature of the population and the difficulties in
transportation (in spite of an excellent road network) this is felt to
contribute to the low coverages with measles vaccine, the fifth contact.

The development of the cold chain in Swaziland is impressive. The
central vaccine store is equipped with three refrigerators and three
freezers, and is connected to an automatic generator with an alarm
system in the event of a power failure. At the regio~al level, there
are nine designated regional vaccine depots with responsibility for
distribution of vaccines to the clinics in their area of influence.
They have all been equipped with ice··lined refrigerators. At the local
level, the cold chain is well maintained, with regular tempe~ature

monitoring. At present, there is a redesign with updating of equipment
planned.

- 7 -



Vaccine ordering is based on the previous month's utilization of
vaccines. There is concen that the use of this ordering method does
not permit the flexibility for increased demand.

An excellent manual for health care providers containing the national
norms for the EPI activities exists. In February 1985, a mid level
management course was held on EPI for 25-30 staff nurses with the
support of CCCD. Retraining of RHMs in EPI strategies is ongoing.

At present, the only personnel authorized by the MOH to administer
vaccines are physicians and staff nurses. The RHMs participate in the
health education sessions preceding immunization clinics, but are not
actively involved in the fOllow-up of non-compliant children in their
areas of influence.

Vaccination coverages have improved during the fi~e year period
1981-1985. In 1985, 89.7~ of children received BCG. 57.0~ received a
third dose of OPT, 57.8% of children received a third dose of polio
vaccine and 42.3% of children received tneasles vaccine prior to their
first birthday. Overall, 38.5% of children were fully immunized before
their first birthday. Coverages of pregnant women with IT continue to
be low (less than 50~).

Epidemiological data on morbidity and mortality due to the EPI target
diseases is limited, but the data available show continued transmission
of measles, pertussis and polio. In addition, 11~ of hospitalizations
for tuberculosis are in the 0-5 year old age group.

Recommendations:

• Appoint a deputy coordinator to the EPI unit to assist with the
management and supervision of program activities.

• The evaluation team cannot recommend stronglY enough the need to
develop an epidemic response capability that would pe~it the
~arly detection and investigation of increased occurrence of
vaccine preventable diseases and in turn pe~it the early
implementation of control measures through increased immunization
activities in areas identified as a risk.

• In hard to reach areas, consideration should~iven to reducing
the number of contacts operationallY necessary to fully immunize a
child before the age of one year, to three contacts. However,
children who do attend health centers should be immunized at
monthly intervals per the WHO recommended vaccination schedule.

• Consideration should be given to conduct well planned National
Immunization Days in order to boost coverages through the
establishment of numerous temporary immunization posts in areas
presently not covered by immunization services.

- 8 -



• Ensure the reduction in "missed opportunities" for immunization
through the screening and immunization of all children who present
to the health secto~ for curative services.

• Change national norms with respect to discarding of unused doses
in open vials at the end of the day in order to re~uce vaccine
wastage. The comparative cost of single dose vials of measles
vaccine should be studied in light of the present high wastage of
measles vaccine.

• Ensure that a sterile needle and a sterile syringe be used for
each child vaccinated.

• The EPI Unit should change the vaccine ordering procedures to be
based on the target population to be covered rather than on the
2fevious month's vaccine utilization.

• Strategies for increasing coverages with IT among women in the
fertile age group should be reviewed.

• There is the need to reinstitute an EPI target disease
surveillance system to carefully monitor the immuni~ation history
of reported cases.

2.5 Control of Diarrheal Diseases

CDD activities including the promotion of oral rehydration thera?y
(ORT), safe water and pit latrines have been supported as early as 1976
in Swaziland. Preparations for the development of the National Control
of Diarrheal Disease (COO) program (located in the Central Office of
the Public Health Unit in Mbabane) were begun in 1982 and 1983.

CCCD provided major financial support in 1984 for the Mass Media Health
Practices (MMHP) project. The emphasis of KMHP was not only the
application of social marketing strategies through the use of mass
media to teach the appropriate use and mixture of sugar and salt horne
solutions (SS£), but also the development of educational materials for
population and health care personnel. Although the KMHP project was
quite successful in increasing knowledge among mothers regarding the
use of ORS in the prevention of dehydration, the evaluation survey
findings demonstrating that unacceptable levels of sodium concentration
in SSS mixtures were being prepared by mothers suggests the need for a
change in strategy emphasis to ORS packages. With the termination of
the MMHP project, the focus of communication activities was directed
towards EPI, with minimal COD maintenance activities.

During the field visits, the evaluation team identified a serious
problem in the supply and distribution of ORS packets from the Central
Medical Stores (CMS). Facilities have suffered from the rupture in ORS
stocks and a high proportion of packets have been distributed that are
no longer usable due to caramelization and decomposition. Due to
shortages, RHTS do not distribute ORS packages but rather promote the
use of SSS.
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At present there is no uniform data collection on the distribution and
use of ORS by health facilities. There exists well developed plans for
the ORT demonstation unit at the Mbabane General Hospital including the
introduction of a new diarrheal disease management form, the
regionalization of additional ORT units, and continuing education in
appropriate management of diarrheal diseases in Swaziland.

Recommendations:

• The COD strateRY begin to emphasize the use of ORS packets and
decrease emphasis on SSS solutions prepared in the home.

• Health communication project activities should include
"maintenance" stages followinR initial messages to ensure the
continuous awareness and education of the population.

• An assessment of ORT utilization at the community level.

• Ihe use of the RHM as a distribution point tor the introductiQn of
ORS packets into the community.

• Develop a data collection system for monitoring the use,
distribution, and supply of ORS packets.

• Given the identified problems with distribution of supplies from
the central level, consideration should be given to the possible
development of a regional distribution system analagous to that in
place for vaccine supplies. Consideration to the availability of
packets in the commercial sector (chemists, tra(ers and
traditional healers) should also be given.

• To recall all of the ORS packets imported in 1983 with a
simultaneous distribution of newl~ imported packets.

• That the HOH consider creating the post of COO program deputy
director to carry out all phases of COD program activities.

2.6 Malaria Control Program

The malaria control program is a vertical activity based out of the
Public Health office in Hanzini. The central level reports directly to
the Director of Health Services/MOHo The program director is a Health
Inspector and is assisted by two laboratory technicians who process the
slides for confirmation of cases.

The first National five year Malaria Control program Implementation
plan is in preparation.
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At the operative level, there are 15 Health assistants who participate
in vector control activities and active case finding. During the
recognized peak transmission season, 24-30 temporary inser.ticide
sprayers are hired to do residual spraying of homesteads with 75~ DDT.

Chloroquine resistance has been identified. A study on children less
than five years of age revealed that 34~ were still parasetemic seven
days after receipt of chloroquine at a 10 mg/kg treatmfmt dose. A
follow-up study on the efficacy of a 25 mg/kg treatment dose is
scheduled for the coming malaria season.

Chloroquine distributio~ is irre~ular and many health facilities have
ruptures in stock during the peak malaria periods. Chloroquine is
stored in the Central Medical Store and is distributed by the CMS to
the Health Assistants and the health facilities. The CCCD project
provided 400,000 tnblets of chloroquine preceding the 1985/86 seeson
and the Program has recently requested more t~blets due to insufficient
stock at the central medical store.

Malaria has been re-introduced into the middle veld after an absence of
over 20 years. An increase in malaria mortall ty was ol~served in
1985/86, felt to be due to the combined problems of delayed seeking
treatment and the presence of chloroquine resistance. Non-chloroquine
anti-malarials have not been consistantly supplied to designated
referral centers.

Recommendations:

• There is the need to create a position for a medical
epidemiologist assigned to the malaria control program
activities. (Given the time required to create and staff a new
position, the CCCD project should provide technical assistance of
a medical epidemiologist to assist the MO" as soon as feasible.)

• Malaria control program activities Ghould be integrated within the
framework of primary_health care in Swaziland.

• A vector control expert should be provided by the CCCD project to
evaluate the cost efficacy of continuing the vector control
activities.

• There is the need for a major health education campaign directeci
at the population to increase their awareness of malaria as a
serious problem within the country nnd to educate the population
to seek immediate treatment upon thf~ appearance of malaria
symptoms.

• Cons iderat ion shou} d be given to thf~ development ()f mass media
communication messages directed at il reduction in contact between
the vector and the population.
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• There is the need to imp~ove the passive c~se detection and
confirmation activities in all health facilities i.n the country in
order to document and follow the extent of malaria activity.

• Testing of malaria sensitivity to a chlorOquine ~reatment dose of
25mg/kg should be performed.

• There is the need to carefullY review the supply and distribution
network of chloroquine throughout the ~ountry.

• RHKs should be given chlorOquine tablets to serve as a
distribution point in the cornmuni~

• There is the need for the proc~cement and distribution of
pon-chloroquine anti-malarials to all designated referral centers
in the country.

2.7 Health Education/Communications

During the first year of the CCCD Project in Swazlland a successful
mass media educational progL"'am was caL"'L"'ied O\Jt that was devoted
predominantly to informing motheL"'s about the pL"'evention of dehydL"'ation
in infants and childL"'en with diaL"'L"'hea. The health communications
progL"'am was successful and has left a legacy on which future
educational pL"'ograms can build. Indications of this are: the general
awaL"'eness of motheL"'s of the impoL"'tance of ORT; the enthusiasm foL'" the
pL"'ogram on the paL"'t of MOH peL"'sons as well as clinic personnel; the
successful training dUL"'ing the HMHP of two peL"'sons who continue to be
gL"'eat ass~ts in theiL'" posts in the MOH.

Subsequently additional WOL"'k has taken place. The team heaL"'d favorable
reports on radio broadcasts as well as on otheL'" activities such as
calendars, posteL"'s, and I-shiL"'ts. A numbeL'" of peL"'sons thought that
zuch effoL"'ts should be extended.

The role of the Health Education Unit (HEU) and its relationship to the
Ministry's health co~unications L"'equirernenls needs to be clarified.
HEU may require expansion if it is to be(~ome the communications centeL'"
of MOH. If it is not HEU, theL"'e will be a need to determine what otheL'"
GOS/HOH departments can assume responsibilities foL'" cooL"'dinating
on-going pro~rarns and special campaigns foL'" CCCD activities.

Because the team obseL"'ved that there was a potential for conflict
betweEn the traditional sector. especially traditional healers, and
modern medicine, educational/communications efforts with regaL"'d to this
sector were considered to be important. Efforts to wOI~k with
traditional healeL"'5 and RHMs have begun Clnd should be (~ontinued;

efforts to work with chiefs and to establish community health
committees should be extended. In addition, efforts to reach the
modern sector through schools and industry weL"'e consideL"'ed to be
important.
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The importance of communications in health development (especially as
it cuts across the three CCCD interventions) is stressed by the team.
For example, information and education concerning malaria is perceived
to be important both because malaria is appearing in the middle veld
where it had been rare in the past, and because numbers of persons with
malaria are not seeking treatment properly. Education concerning ORT
needs continuation, using development communication techniques, to
maintain the impetus of the early mass media campaign. In addition,
encouragement of the use of ORS packets (without specifically
discrediting home made solutions) through an educational/development
communications program is recommended.

Recommendations:

• Recognition should be given to the importance of communications in
health development especiallY in view of communication strategies
in CCCD intervention areas over the last three years.

• That a multi-faceted information/education progr&n focusing on the
several target audiences be undertaken, and directed toward all
three CCCD interventions.

• That the forthcoming Health Com Project now under consideration by
the GOS be utilized by CCCD as the means to introduce the above
mentioned information/education program.*

• Careful consideration should be given to the unit in the C0S to be
responsible for health communications. The HEU may r~quire

expansion and significant support if it is to become the
co~~nications center of MOH. If not HEU, a determination is
needed as to what other GOS/MOH department(s) can assume
responsibilities for coordinating on-going programs and special
campaigns in CCCD.

• Emphasis_should be given to training in health communications
along with training in other areas since it is the communication
network that disseminates much of the information needed to bring
about successful behavioral change.

------------------------------------------------------------------------
*On August 18, 1986, after the evaluation tearn returned to the United
States, it was info~ed that the GOS/USAID had postponed indefinitely
the Health Com initiative which was proposed for early FY 87 because
the government felt it already had a very heavy workload given its
present program in the health sector, especially with the USAID/PHC
project just getting under way. However, the team continues to feel
that it is important for the MOH to have help in this area.
Consideration should be given to reinstating the request for technical
assistance under Health Com as soon as feasible. In the interim short
term TA might be envisaged.
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• Since one of two key MOH staff involved in communications has
departed from Swaziland for long-term training. CCCD should
examine staffing needs in CCCD communications activities.
including management/planning capability of present staff and
staffing needs for future CCCD communications efforts.

2.8 Costs

Costs of the CCCD program were explored in order to: (1) assist in the
determination of the sustainability of the program and (2) to suggest a
basis for an auto-financing program.

Costs were considered for two time periods: the short run and the long
run. The short run was defined as 8 period immediately following the
completion of the CCCD project when many donors will still be involved
in primary health care and likely to provide such things as vaccines
and cold chain equipment. The long run was defined as the period when
virtually all donors will have left the field of primary health care.

For the short run one estimate (the low cost one) WdS based on the
expenditure levels indicated in the fourth year of the Project in the
Pro-Ago These expenditures were reduced by the amount set forth for
items it was perceived that other donors might provide. This estimate
was E184 thousand (about $72,000)*, or 8.7 percent of the recurrent
budget for preventive care proposed for 1986/87. A second short run
cost estimate (the high cost extremum) was based on the Robertson and
Qualls cost study. This estimate was more than four times larger than
the low cost estimate.

For the long run, two estimates (analagous to the two for the short
run) were estimated. The first one, again based on the Pro--Ag, was
that annual costs would be E 612 thousand (about $239,000). ~he second
estimated, again based on Robertson and Qualls, was that the annual
cost would be El,66l ($258,000). This estimate is larger than the
total preventive care budget proposed for 1986/87.

Some possible reasons for the high cost estimates found by Robertso~

and Qualls were explored. These included: diseconomies of scale,
costly outreach, inefficiencies, the campaign approach, and vaccine
wastage. Further exploration of costs is desirable.

Even with high Robertson and Qualls estimates, ceeD interventions are
cost effective with the cost of a hospital day ranging from E12 to El7,
and EPI, ORT costs at Ell (or perhaps nothing at all for ORT if the
mother treats at horne), and malaria treatment at El5. Current policy
to immunize children daily is supportable even if vaccine wastage is
high.

*1E = $0.39 as of 8/8/86
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All the cost estimates were high when compared with ~he current budget
estimates. This issue is considered further in the discussion of
financial sustainability.

2.8.1 Financial SustQinabil~ty.

Sustaining CCCD activities will require the MOH to increase spending
for these activities or reduce the cost of the activities. Various
possibilities are explored.

In the Eighties, the growth of output in the economy has not kept pace
with the population growth. However, there may be some improvement in
the very near term. Governnlent revenues have grown over this same
period, but expenditures have grown more rapidly so that the government
has been deficit financing in recent years. The MOH budget may expand
two Qr three percent a year, but it is not expected to expand
suffici~ntly to cover an 8 percent expansion that would be required to
cover the minimum estimate of the cost of sustaining the project
activities.

There is an established pattern of self-financing for health services
in Swaziland. According to one survey (Gilson) self-financing
represents the largest source of health care financing in the cuuntry.
A uniform fee schedule has been adopted for services provided by
government and mission facilities. According to this schedule,
patients pay El for outpatient services; thus patients are already
paying this amount for services for treatment of diarrheal disease and
malaria. Until very recently the standard fee for immunization was E
0.50, but in the last two or three months this fee has been waived. It
seems appropriate to continue the present policy, at least until it is
possible to evaluate its impact. On the other hand, inpatient fees,
also El a day for the first ten days and nothing thereafter, are low
especially when the actual cost of inpatient care is considered.

One possibility of recovering part of the cost of treatment of
diarrheal diseaGe and malaria is to sell ORS packets and chloroquine
through traders and RHMs. This additional distribution channel could
be added with no change in the present policy of treat~ent (i.e., no
charge beyond the E 1.0 for an outpatient visit in which ORS packets
and/or chloroquine tablets are provided free of charge). In this way
the new policy would reflect an increase in the range of choice for the
patients.

Recommendations:

• Study the possibility of reducing CCCD costs. Robertson and
Qualls' study indicates a wide variation in facility cost.s that
should be further explored. In terms of estimati~ and
controlling costs, it would be useful to extend the HIS to include
more cost-related data than are presently there.
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• Move quickly towa~d con@e~ical ma~keting of both ORS packets and
chloroquine. Use the forthcoming Health Com project now unde~

consideration by the GOS as a means of marketing these products.*

• Encourage policies vis-a-vis other health services that will tend
to ease the budget of the MOH. This includes increasing other
fees and attempting to reduce othe~ costs. In addition, fees
arising from the p~ovision of health se~vices shol~ld be directed
to the MOH rather than the Treasury.

• Within 12 months reassess the policy of no charge for immunization
and consider the possibility of charging for health cards and
immunization se~vices.

2.9 Training/Continuing Education

Training has gone well in Swaziland to date. Much of it has been
ca~~ied out unde~ earlier projects. For example, the staff nurses in
the Health Centers and Clinics are well trained, but received their
basic training outside of the CCCD project.

CCCD training activities have also moved forward. In 1985 out of the
1000 health care personnel expected to be trained, 968 o~ 9D.8~ of the
target was attained. In addition 40 Swazis were t~ained at an
Inte~ational CCCD supported training program in 1985. Training is
moving forward in 1986, with an emphasis on tr.aining Rural Health
Motivators in cceD program interventions -- EPr, CDD, and Malaria.
Most of the training is 100~ financef by donors, although the Project
Agreement calls for GOS participation in the training costs. To assure
sustainability of this important aspect of the overall program, MOH
should open a bud~et line item for training even it it is modest at the
outset.

Taking into consideration the past history of significant technical
assistance and training, and based on the talks with Swazis and
expatriats around the country the team has the following
recommendations:

Recolranen1ations:

• MOH should add a line item for training in its next budget so as
to assure that t~aining will continue in the future as an
essential Ministry activity.

• Given the sho~tage of general management skills, gene~ic

management training should be p~ovided to mid-level managers at
national, regional and clinic levels.

*Since the evaluation team was in Swaziland, the goveLnment has decided
not to go ahead with the Health Com Project.
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• eeeD should continue its support of training of new RHM~Q

encourage c~nti~uing education for those RHHs already trained.

• Health staff could benefit (LoIn an in-country sem~nar on th2 use
of HIS information as a management tool.

• A core group of trainers (two in each region) should be
established in each region to train nurses and nurse assistants in
all eeeD interventions.

• Once the five year plans now being drafted in ErI. coo an~ Malaria
~~.e completed and approved, continuing education courses about
them s~ould be organized to bring the national, regional and
clinic level health professionals up to date.

2.9.1 Program Monitoring/Evaluation and Life of frojpct

Prograrl Monitoring and Evaluation will be facilitated when the five
year plans for EPI, eDD and Malaria are completed and approved by the
GOS in the next few months. Annual work plans will be revised based on
this framework. The eeeD project is well endowed with bilateral funds
for both evaluation and operational research, so there is no funding
problem in doing more and getting the necessary KAP, implementation and
other surveys done. The difficulty lies in the preparatin of the
scopes uf work and execution of the studies.

The Life of Project in the Project Agreement signed on June 24, 1984
calls for the project to end forty-six months after the signing of the
ProAg, i.e., on April 30, 1988. However, the start up time required to
bring th~ eeeD project to the point where it was operational wa~ about
a year. This additional time requirement does not appear to have been
taken into account when setting *he pr~ject goels and objectiv2s. In
the team's judgment it will take a full four operational years to
achieve these goals. Therefore, a more realistic Life of Project would
be April 30, 1989 p_'oviding almost fOUL operational years.

Recommendations:

• That the eeeD to meet with MOH and donors to consider ways to
utilize funding currently available to accelerate the surveys,
evaluations and operational research needed to improve the
management of the eCeD prog~am. Training in research and survey
techniques is suggested to help develop a number of Swazi
E£~fessiona15 who are qualified and able to undertake these kinds
of activities.

o That the Life of Project of the eCCD Project Grant Agreement be
amended by USAID and the GOS to extend the project by twelve
months until April 30, 1989 (with no additional funding) in O£AQ~

to allow almost four full operational years to accomplish the
project objectives.

Note: A full listing of recommendations contained in the report by
subject and page number can be found in Annex V).
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3.0 Evaluation Process

The evaluation team conFisted of an epidemiologist. a health economist
and a health management specialist. The team worked in Swaziland from
July 20. 19R6 to August 9. 1986. Orientation for the misGion took
place at the Centers for Disease Control (CDC) headquarters in Atlanta
Georgia. June 25 and 26. Th~ team had the opportunity to meet wit~ the
key CDC staff working on the CCCD project. as well as D~- Joe Davis and
Wendy Roseberry (Project manager and assistant Project manager) who
cam~ from AID/Wclshington and participated in the briefing.* Substantial
documentation was made available for the team to study and review both
in Atlanta and Mbabane. (A list of principa~ documents used in the
evaluation are noted in Annex II.)

During the first week in Swaziland the team met with the USAID Director
and members 0: his staff, a6 we).l as the CDC/CCCD technic~l coordinator
and technical officer designate. Meetings were held with the Principal
Secret8ry of the Ministry of Health, and the MOH officers and
supervisors at the national level responsible for carrying out the CCCD
rroject. Discussions were held with WHO, UNICEF and Save the Children
concerning donor coordination and Chiefs of Party (COPs) of the AID
financed Pr~ .ary Health Care, Development Comunications, and
Traditional Sector Development teams. The second week concentrated on
field visits to hospitals. h~a~th centers. clinics. and vaccine
depots. Meetings were held with doctors. matrons, health care
administrators. and nurses direct~y engaged in implementing the CCCD
project activities. Activities of some of the rural health motivators
were also obs~t'ved. (A list of persons contacted is contained in Annex
III.)

The third week was spent drafting the report. verifying data and
developing a team consensus. Wendy Roseberry Joined the team in
Mbabane duri.ng the third week as a resource person. The draft report
was circulated to selected members of the MOH. and the USAID. A
summary of the draft document was also presented at a debriefing
session at USAID on Friday the 8th of August.

The period, three weeks, was a mir.imum amount of time for ~he team to
review in depth the multifaceted ceCD project and its integration into
the Primary Health Care program of the SwaziJ,and government. However.
the wisdom. frank open discussions. and suggestions by those in policy,
prog~am. supervisory. and operating positions made it possible for the
team to analyze the project and make recommendations concerning it.

*Annex I contains the Scope of Work for the External Evaluation Team
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It should be emphasized that the team is acutely aware that its mandate
is to evaluate tbe CCCD p~oject. For t~e most part it has resisted the
temptation to make recommendationo in the general primary health care
field although CCCD and PHC are closely related and become more so as
th~ CCCD project proceeds in its integration into the government's
primary health care system. However, on occasion it has been necessary
to comment on the broader PHC program of the GOS which includes USAID
and other donor activities in order to set the CCCD activities
in proper perspective.

4.0 Observations and Findings

By way of introduction of Section 4.0, it should b; noted that the CeCD
program in Swaziland has many strong points, and has moved well since
the signing of the Project Grant Agreement on June 28, 1984. The first
year was largely organizational -- preparing work plans, ordering
vehicles, equipment and supplies, doing KAP studies, working out
training programs, etc. Essentially the operational phase start~d in
June of 1985. Using this tirneframe, the progress under the CCCD
project has been significant, although much needs to be done to achieve
the goals as set forth in the project agreement, and subsequently
modified (see Annex IV). All major components of the CCCD project are
operational and are evaluatec in the following subsections:

• Support for the Expanded Program on Immunization (EPI);
• Assistance in implementing diarrheal control activities;
• Assistance in implementing malaria control a r

' Jities;
• Support for health education activities, and
• Assistance in the development of a health information and

surveillance system.

The EPI program is well integrated into the government's Primary Health
Care program. Plans to increase coverage over the next three years to
65~ fully immunized, while intensely challenging, appear feasible.
Increasing the coverage in a widely dispersed population, 88% of whom
live in rural areas, will be difficult. Overall the itnprovements in
Measles, OPT, and Polio coverage in 1985 and the decline in dropout
rates are encouraging; howeve~', the ~ontinued decline in B8G
performance and low levels of Tetanus toxoid coverage are disappointing.

The program to combat Diarrheal Diseases (COD) has gone well. The use
of development communications techniques for the Health Education
campaign encouraging the use of Oral Rehydration Therapy using
Salt/Sugar/Solution (SSS) and Oral Rehydration Salts (ORS)
by the GOS ~as very successful. This HE program, plus the ability of
Hospitals/Health Cel.ters/and Clinics to use ORT effectively and educate
the mott-ers, contributed heavily to increased use of ORT.
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Th~ malaria program has been effective in the past. While the malaria
rcoblem is confined mainly to the lowveld region of Swaziland, in the
last year or two there have beerr increasing reports that malaria has
spread to parts of the middleveld where the population is less
sensitized to the dangers of malaria and how to treat it. Resistance
to chloroquine has been increasing, although very few government
clinics are equipped with alternate drugs which are effective.

Another strong point of the CCCD project is training. Nurses in charge
of clinics appeared well trained. Cold chain repair and ~ecord keeping
was well done indicating the presence of good training and a properly
designed system. Training of Rural Health Motivators (RHMs) is well
under way but not completed as yet.

The health information system (HIS) functions well in the collection of
data; less well in the dissemination of the informatiJn to users at the
central and operative levels. In addition, there is a substantial need
to educate those receiving the HIS reports on how to use this
information as a practical management tool.

Swaziland appears further along with its capacity to carry out Health
Education (HE) programs than many of the African countries. As
indicated above, use of development communications techniques for the
ORT program was excellent. However, continued work is needed on the
EPr program, and a major information/educa~ioncampaign is needed for
malaria in the lower ar.d middleveld areas.

The Gove~ent decision to decentralize Primary Health Care (which
includes ceCD activities) and training are admirable. The
decentralizat~.on of primary health care management to the regions augers
well for an improved eCCD project, but the changeover started in early
1986 appears to be encountering substantial teething problems. Lack of
general management skills and transportation, plus a shortage of staff
were cited by MOH officials and field supervisors as major problems.

Regarding the finances of the CCCD project, the rate of obligations
and especially expenditures which were significantly behind at the end
of the first year are beginning to catch up. As of August 1986, funds
committed were 44~ of total LOP Project Agreement (ProAg) funding of
$703,000, and expenditures were 35%.

Swaziland already collects fe~s for clinical services of various kinds
and community support charge~. Therefore the outlook for self-help and
revenue generation appears promising assuming continued donor support
through 1990. In the longer ter~m however the government will be hard
pressed to continue on its own should donor support for primary health
care be suddenly discontinued. (The project cost and finance are
reviewed in Sections 5,0 and 6.0 below.~
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In the past the CCCD project in Swaziland only had one third of the
time of the Technical Officer based in Lesotho. There is a plan to
assign a full time Technical Officer to Swaziland. When the plan is
put into operation, it is expected that progress on a number of fronts
will be accelerated.

An important last point to be noted is that the team's mandate is to
evaluate the CCCD project and not the GOS Primary Health Carel
Maternal Health programs, even though cceD is part of fHC/MCH. For
example, apart from 8 discussion of the integration of CCCD activities
into the PMC/MCH program, the report will not deal with problems of
sanitation, nutrition, family planning, water supply, and other related
PHC/MCH matters. However, questions of priority, the capacity of the
gove~ent to handle all of these programs simultaneously, and the
impact on government priorities are reviewed below.

This brief overview is intended to set the stage for the specific
observations, analysis and recommendations given below. The team felt
it important to assure that, in indicating areas of weakness or
concern, (or in making suggestions for improvement), the excellent and
devoted work in combatting childhood communicable diseases in the first
two years of the project not be overlooked.

4.1 Project Planning and Strategy

The primary document which led to the acceptance of thE~ CCCD project
and served as the basis for drafting of the Project grant agreement
between USAIO and the Kingdom of Swaziland was the Country Assessment
for Swaziland prepared in May 1983. The team found the main line of
the assessment document and the strategy proposed well conceived, and
applicable to the conditions found in Swaziland. It has served as a
blueprint for launching the program. In addition to the assessment
docu~ent, an annu3l plan for 1985 was drafted and adopted. However, no
plan has been prepared as yet for 1986. Five year plans for the core
programs of EPI, COO and Malaria, are now being drafted. Once they are
completed and approved by the GOS, the annual cccn plan for 1986 will
be prepared. Individual program elements (EPI, COD, and Malaria) have
their own internal plans of operations for 1986.

4.1.1 Status of Current Planning

GOS/MOH working groups have been set up and are currently working on
five year plans for EPI, COD, and Malaria. It is expected that this
work will be completed by early Fall. The TO and the UNICEF
representative are playing a very active role in working with the
Ministry of Health in drafting the fi~e year plans. The presence of a
full time TO to work on a daily basis with the relevant government
offices has given a new impetus to the planning activity of the
Ministry. The team has reviewed the preliminary outlines and drafts
for the five year plans and finds them well thought out, and believes
that, when completed and approved by the GOS, they will provide policy,
program and operational guidance which will contribute significantly to
meeting CCCD project goals.
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Recommendation:

• That MOH give high priority to finishing these five year plans
which will provide a framework for development of annual
workplans. facilitate future budget exercises. and l;ubstantiate
requests for donor financing. etc.

4.1.2 Project Strategy

During the first two years of the project. the strategy has been to
deal with individual programs consecutively. Oral rehydration therapy
was emphasized initially, followed by EPI, and with Malaria planned for
the future. While this was an effective strategy initially. and it
served to launch the ORT program, in the future it will be preferable
to bring the major programs (EPI, COD. and Malaria) along
simultaneously. At the He/Clinic level from the recipients standpoint.
the Primary Health Care/CCCD services are interrelated. and increased
child survival requires that all th~ee progLams operate effer-tively.

Recommendation:

• That EPI. C~ and Malaria programs be brought about simultaneously
and support services in HEU, Training, and HIS be mobilized to
provide continuing support for all three core programs as
appropriate to their respective stages of development.

4.2 Administration and Management

The administration section will address such items as delivery
system structure, geogcaphical coverage, and staffing. The management
section will look at organizational and operational aspec:ts affecting
the i.1plementation of the CCCD project at national, regional, and Health
Center/Clinic levels.

4.2.1 Delivery System Structure and Coverage

Fixed medical facilities are operated directly by gover'nment, and by
religious missions, industrial and private groups distributed among the
four regions (Manzini, Hhohho, Shise1weni, and Lubombo) ~Iith 7 general
Hospitals, 8 health centers, 132 clinics, and 113 outreach sites.
Table 1 shows the number of these facilitiE!s by category and region.
In addition, the government has recently adopted some very positive
organizational measures decentralizing the Swaziland Prin~ry Health
Care System which affects directly the CCCD project as a major
component of the PHC system.
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Table 1: Distribution of Hospitals. Health Centers. Clinics
and OUtreach Facilities in Swaziland

General Health Outreach
Region Hospitals Centers Clinics Sites

Hanzini 2 1 53 50

Hhohho 3 3 30 27

Shiselweni 1 1 19 12

Lubombo 1 3 30 24

TOTALS 7 8 132 113

Source: Wernette, Monica M. CeCD Briefing Paper prepared for the
Second-Year External Evaluation Team, Ju~y 21 - August 8.
1986, Mbabane, July 1986.

Figure 1, Organograrn of the Ministry of Health (MOH). which follows,
shows the lcc~tion of the government units involved in the CCCD related
interventions and the district support service are&s.

Regional Health Management Teams (RHMTs) have been set up in all four
regions (two regions, Hhohho and Shiselweni, have sub-regional RHMTs,
making the total number of teams six). The RHMTs are under the
chairmanship of the Regional Health Administrator and membership
includes representatives from the major health facilities in the region
(or sub-region), and principal regional health a~thorities. The post
of Health Administrator (who is also the Hospital Administrator at the
hospital at which he is based), represents a relatively new activity
which takes over some of the work formerly conducted by MOs and Nurse
Matrons. The new post does not appear to be fully accepted in th
field. As a result, the RHMTs are having substantial teething
problems, especially in defining the role of the Health Administrator
vis-a-vis Medical officers, doctors, nurse matrons, nurses,
etc .. However, in spite of the difficulties, RHMTs provide an excellent
forum for reviewing regional problems and working out solutions with
those directly concerned. The written documentation laying out the
duties and responsibilities of the different team members is reasonably
clear. However, there is a need for senior management (e.g., the
Minister of Health) at the national level to reaffirm vigorously the
government's policy and commitment to seeing the decentralization move
forward, and to d~lineate clearly the responsibilities of those
responsible for the operating programs at the Central level and those
on the RHMTs (i.e., the Health Administrators, the Medical Officers,
doctors, nurse matrons and nurses.)
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Fig~re 1:

Organogram of the Ministr~_of He-alth. May 1984
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The distribution of vaccines has also been decentralized. The Central
Vaccines Stores in "anzi~i distributes vaccines on a monthly basis to 9
regional depots located in hospitals and health centers which in turn
fill requests for their vaccines from the clinics. The tearn found the
decentralization of vaccine distribution working well even though it
only started July 1, 1986.

On the other hand, it found that supplies ordered from the Central
Medical Stores in Kbabane worked less well and distribution was
spotty. HCs and Clinics noted that their orders were often only
partially filled or not at all, and as a consequence they ran out of
drugs including chloroquine tablets, and ORS packets from time to
time. In some cases, the HCs and Clinics had been able to borrow from
neighboring clinics when they were about to run out of necessary drugs
and other medical supplies. To the extent there are no drugs available
on the curative side, less mothers will use the clinics, and this is
turn inputs negatively on preventive care activities such as
immunization, malaria treatment, etc. (Figure 2 shows the location of
the RHMTs and the regional vaccine depots.)
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Recommendations:

• The Kiniste~ of Health o~ his ~ep~esentative should ~eite~ate to
the national heads of the majo~ CCCD and PMC p~og.~ams as well as
the membe~s of the RHMTs the govenul\ent' s policy and commitment to
the decent~alization plan, and delineate the ~espective functions
of the cent~al g.overnment administ~ato~s vis a vis the RHMTs, and
the respective duties and responsibilities of the p~incipal

membe~s within the RHMTs - i.e., Health Administ~ators, Medical
Officers (MOs) , and Nu~se Mat~ons.

• Given the impo~tance of an ea~ly successful installation and
operation of the GOS' decent~alization of P~imary Health Care to
achieving the Roals of the CCCD program, the GOS and USAID should
make support of the del:entralization effort a maiol:' priority of
the GOS/USAID P~ima~y Health Care P~oject.

• Procedures for ordering medicines and othe~ supplies from the
Central Medical Sto~es (CMS), and the method of dil;tribution to
the HCs and Clinics should be reviewed. Steps should be taken as
soon as possible to remedy the current shortages and delays in
filling orders which impar.t di~ect1y on the ability of the HCs and
Clinics to operate effectively their Maternal Child Health/Family
Planning/CCCD (MCH/FP/CCCD)programs. (Project HOPI~ and/or the
Primary Health Care proiect could pr0vidp. valuable ~esources to
assist the MOH in solving this urgent problem.) Additional
t~aining at all levels should be p~ovided so that ,~o~kers, clerks,
storekeepers and managers all have the specialized knowledge
required to successfully run a central medical stores operation.

One of the great difficulties in achieving the coveraBe goals is the
broad geographical dispersion of the target population. However,
assuming that 20~ of the total ~opu1ation of Swaziland resides within
an urban area, Testerink-Maas i'l February 1986 estimated that 84'"
of Swaziland's rural population reside within a Clinic c:atchment area
(i.e. within a radius of 8 kilometers). The team recognizes that 8 km
is a lons distance for a mother to walk with a sick baby. However, the
international definitions for "access" is a radius of 5 km, or a walk
of one hour, whichever is less. Because of the dispersE~d population
clinics are small, handling a small volume of patients. Any
substantial extension of fixed facilities would be costly, add to
administ~ative difficulties, and would not be cost effec:tive. This
problem might be allevaili.ted s:>mewhat by t~ampaigns for I~PI through the
creation of temporary immunization posts, therety increClsing the
percentage of population with access.
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4.2.2 staffing

Staffing was mentioned at all levels (national/regional/clinic) as a
serious constraint. The team observed that at the HOH a number of key
senior executive positions affecting PHC/CCCD were vacant. Current HOH
staff appeared to be carrying very heavy administrative/management
loads. If the senior positions currently vacant at the Center could be
filled with experienced professional and administrative staff, it would
accelerate the policy/program/operational activities of the MOH. Hore
specifically, in line with CCCD activities, current program
coordinators for EPI, COD and Malaria are faced with intensive and
exceptional operational work loads leaving little time for planning,
supervision, evaluation, and revisions. The creation of a deputy
position for each of the programs (EPI, COD, and Malaria) would
increase the effectiveness of supervision, planning and execution of
these basic CCCD activities. Secretarial support is lacking in most of
the CCCD/PHC operational departments, thus hampering a smooth flow of
work of the MOH.

At the Health Center/Clinic level, almost every center visited had
unfilled positions for nurses and nursing assistants and support
staff. Shortage of staff was cited as a severe co~straint to outreach
activities to follow-up those children who started the immunization
series, but never completed them and to efforts to provide additional
training to Rural Health Motivators (RliMs). If the perl;onnel for the
existing approv~d staffing patterns could be provided, it would have a
substantial positive impact on PHC and CCCD activities.

Recommendations:

• That the MOH fill the senior executive management posts now vacant
at the national lev~l with a view to proviGing mor~

administrative/management time for planning/monitoring/supervising
and following up on CCCD/MCH/fH activities.

• That the MOH explore the possibility.of filling the vacant posts
at He and Clinic level with a view to increasing the effectiveness
of the He/Clinics, increasing outreachL and improving the coverage
of EPI, COD and Malaria, training of Rural Health Motivators
(RHMs) , etc. (Should the planned staffing for Health Centers and
Clinics not be reflected by established posts, steps should be
taken by the GOS to rem€dy this deficiencY.l

• That the MOH obtain pennission to crl~ate three deputy posts to
provide additional support tQ_~CCCD programs in EPI, CDD and
Malaria.

• That secretarial support planned for the HOH be provided t~

overcome this bottleneck to effectivl~ operations.
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4.2.3 Management (National/Regional/Local or Operational Level

One of the serious concerns expressed by those administering or
managing specific national programs, Health Centers, or clinics dealt
with management skills of a generic nature -- planning, budget
prepar~tion, accountability, establishing priorities, time planning,
reporting, maintenance, etc. Present training on technical subjects,
(which include some elements of management) is good, e.g. ORT,
immunizations, cold chain, HIS reporting, etc. However 0 the team
agreed that those engaged in the management of these programs could
benefit from some additional training and/or continuing education in
generic management s~ills specifically oriented to the conditions in
Swaziland. (This point is discussed further in section 5.8 Training.)

St~ff limitations, tranSF rt shortages fo~ supervisory visits, and
inadequate financing were also highlighted as major conf;trsints. Lack
of transportation for existinB staff to make supervisory and training
visits was especially highlighted as a chronic problem limiting
effective performance.

4.2.3.1 National

As mentioned under staffing in section 4.2.2 above, vacancies in
staffing of approved senior positions at headquarters have delayed
decision making, preparation of five year and annual wOI~k plans,
supervisory visits, and training. Staff shortages have created heavy
workloads on a limited number of experienceJ professional staff causing
operational delays when they were away from the capital on field trips.
or attending international conferences, workshops, training sessions,
etc.

Implementation of central policy and procedural directives have been
hampered by lack of transport. In addition, absence of financing for
per diem (hotel, meals, etc.) has tended to shorten or deter visits to
the field. Supervision has been constrained by a combination of these
factors. The recent decentralization mentioned above will require
continuous dialogue between those at the central/regional level
(RHHTs) , HCs and clinic levels, thus increasing the need for adequate
transport, and per die~.

The project agreement calls for the eCCD Technical Officer (TO) to be
located in the Public Health Unit (PHU). However, at present the TO is
housed separately in the MOH building. This separation restricts the
day to day intimate cooperation so necessary and desireable in carrying
out the cceD project activities. The team understands i.nformally that
space is being renovated at PHU which will permit the TO office to be
moved to PHU in the coming months. The tl~am thoroughly endorses this
initiative.
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The Malaria Control Unit (MCU) is located in Manzini (30 minutes to one
hour away from the MOH) , and is operated as a vertical program not
integrated into PHC bS yet. However, the Malaria Unit is
geographically closer to the lowveld where most of the malaria cases
are found all year round. This geographical separation appears
aggravated by the lack of MOH guidance ~nd supervision from Mbabane.
The ~CU reports directly to the Director of Medical Services who has no
deputy at the present time and has many other pressing dl~ties. Answers
to correspondence from MCU Manzini are often delayed, and sometimes not
replied to. While the malaria program has worked e"fectively in the
past, a reduction in staff from 30 to 15, serious transportation
difficulties for ~he malaria Health Assistants, vacancies in staff
required to process blood slides, and lack of personnel in the
middleveld where malaria cases are increasing, have heightened the
team's concerns about the management of this important field program.

The team examined the prospects for integrating MCU into PHU, or simply
moving MCU to Mbabane. The team felt that it would not be timely to
integrate the Malaria Control Unit into the PHU given the space
limitations in Mbabane. However, there is an urgent need to increase
the level of guidance and dialogue from MOH Mbabane to MCU Manzini.

4.2.3.2 Regional Health Management Teams (RHMTs)

As indicated under the discussion of structure (4.2.1), the team agrees
fully with the recent decision on the part of the GOS to move ahead
with decentralization of Primary Health Care to the four regions, and
the designation of RHMTs in the four regions -- plus two subregional
RHMTs in Hhohho and Shiselweni regions. To help facilitate the
installation of these RHMTs in the regions, and their smooth operation,
guidance from the Central Level should be intensified. For example,
supervisory visits of a national team composed of the Senior Health
Administrator, the Senior Medical Officer and the Senior Matron to the
regional RHMTs are needed to help sort out and resolve practical
operational problems emphasizing the team approach. If carried out,
this example should help accelerate the practical acceptance and
installation of the RHMTs in the regions and enhance their working
relationships with the central level.

4.2.3.3 Local or Operational Level

~s mentioned earlier, the clinics are well run by the staff Nurses who
have been well trained. The more recent changes in cecolnmended
practices (for example, an integrated approach to immunization and
immunization of sick babies) are well understood -- although in the
case of the latter instructions are not always followed.

Outreach was constrained in a number of clinics visited by the team,
because of lack of staff and transport. There was an additional
serious problem of intermittent lack of drugs and medical supplies.
Additional training of RHMs by the Nurses was limited due to staffing
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vacancies. a~d lack of transport to visit RHMs in their assigned
areas. The supply system for vaccines had been decentralized recently
into nine subregional depots at hospitals and health centers. and is
working well. However, lack of PHC medical supplies for the curative
side continues to be a concern, since absence of medical supplies at
the clinic level could affect overall attendance at the clinic and
subsequent coverages by EPI, COD, and malaria program activities.

Reconunendations:

• Office space for the CCCD TO in the PHU as provided in the Project
Agreement should be completed as soon as possible.

• Management tr&ining in generic management skills should be
provided for program and activity managers (see section 4.8
Training) .

• Supervisory visits to the field should be encouraged and
increased. Transport and per diem should be provided for
overnight and visits involving midday and evening meals in the
field.

• Tripartite senior management/supervisory teams from the Central
Level composed of the Senior Health Administrator, thejlenior
Medical Officer, and the Senior Matron should be organized to
visit the Regional Health Management Teams (RHMTs) over the corning
months to assure the effective integration of the RHMTs at the
regional level as key components in the government's program of
decentralization.

• While the clinics are generally well managed, resolution by the
Central and regional offices of: staffing vacancies, supplx
shortages, transport limitations, and inadequate supervisory
assistance, would make the operation and management of clinics
more effective.

4.2.4 Donor Coordination

cceD donor coordination is assured informally through individu~l

contacts by interested parties participati.ng in CCCD activities. A
working group or task force on CCCD matters was set up last year
composed of donors (principally UNICEF, WHO, Save the Children and
USAID), and the MO~: staff responsible for CCCD programs and support
services. It meets roughly on a quarterly basis, but it has not met
within the last 6 months. The various donors cooperate on joint cceD
activities frequently (e.g. WHO and the USAID CCCD project jointly
financed a workshop for doctors and nurses on oral rehydration therapy
and other preventive medicine topics.) UNICEF and USAID/CCCD and the
MOH work closely together in planning financial support for the project
(e.g. on budgets, manual~, planning documents, financing of vaccines,
refrigerators, vehicles, medical supplies, etc.).
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In addition. the MOH has recently established a COS/Donor Committee for
Primary Health Care. Re~esentatives of the donors working in Health
Care meet with the MOH to discuss programmatic subjects concerning
primary health care development. Each donor representative is expected
to speak to the totality of his agency's participation in PHC (e.g. in
USAID's case:. CCCD. Primary Health Care. Health Com. Development
Communications. Traditional Sector Development, etc.). Individual
projects (e.g. CCCD) are not taken up individually by the new PHC
committee but rather by working parties or sub committees convened
especially for that purpose. Communications betwaen the CCCD and PHC
coordinating groups should not be a problem since they are both under
the chairmanship of the MOH, and are composed of largely the ~wme

donors.

Recommendation:

• The team felt that the existing arrangements for donor
coordination for the CCCD project were adequately covered by the
formal and infoLmal arrangements. The TO might wish to consider
recon,ening the CCCD working group or. task force on a gu&rterly
basis.

4.3 Health Information System (HIS)

4.3.1 Structure of Health Information System

At the central level, the HIS is managed by the Statistical Unit of the
MOH located in Mbabane. At present, this office is staffed by the
Chief of the Unit (who received training at: a U.S. institution during
1984) and one keypunch operator in charge of data entry. During the
two year period 1984 through May 1986, there was an expatr-iate
consultant working within the Health Statistics Unit at the MOH in
Mbabane, assisted by two keypunch operators.

The regional level (under the new decentralization plan) at present has
no designated direct participation within the HIS. Thus, all repcrt3
to the MOH statistical Unit go directly from the local level reporting
unit to the central level without passing through the regional level
~or analysis and interpretation of dat.a related to activities within
the region.

The HI~ 1n Swaziland was r-edesigned in 1982 to collect disease specific
morbidity data.

At the locnl level. all clinics, health centers, and hospitals are
required t send monthly reports directly to the Health Statistical
Unit. Types of data reported include outpatient visits by diagnostic
category. inpatient hospital discharge data. by admission diagnosis,
discharge status and age distribution, and performance indicators such
85 number of vaccinations a~ministered by age group and vaccine
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&iven, number of children monitored for nutritional status, and number
of antenatal screening visits. To facilitate th~ reporting process,
all health facilities have been issued tally sheets. These tally sheets
permit health care personnel to maintain ongoing cumulative counts on
the number of the various data collection categories throughout the
month, thereby requiring a simple total at the end of the month. The
use of these tally sheets reduces the possibility of e~rors often seen
through monthly reconstruction of activities based on clinic ~egistries.

In addition to the above mentioned monthly report forms, there is a
separate communicable disease reporting form. This form requests
information on selected diseases of interest subdivided into categories
Group A* and Group B**. Group A diseases should be notified
immediately to the "nearest medical officer" for immediate
investigation. Copies of this form are to be sent to the Regional
Medical Officer and the Director of Health Services/MOHo This form has
undergone modifications during the preceding year to include more of
the CCCD target diseases. A review of the forms received by the
central level statistical unit for 1986 reveals that while the new
forms have been distributed, over half of the forms submitted to date
in 1986 are the older versions (pre-rp.vision).

Reporting through the HIS is mandatory from all types of health
facilities in the country, including government, mission, private
industry and private practice. The traditional health system does not
report through the HIS. Rural health motivators (RHMs) do not report
through the HIS on the occurrence of specific diseases encountered
within their area of influence or on the number of interventions
provided (such as use of ORT). Information related to malaria control
program activities (control and treatment) is not reported through the
MOH/HIS, but rather is reported directly to the Malaria Control Unit in
Manzini. The Malaria Control Unit sends monthly reports on the number
of positive malaria slides identified by the laboratory in Manzini
directly to the Statistical Unit in Mbabane. It is noteworthy that
malaria is not included on the communicable disease reporting form.

In 1981, 51% of all expected reports were received from government and
private instituCions providing information on 29,147 hospital
admissions and 748 in-hospital deaths. During 1981, 100% of expected
reports of outpatient visits were received from government clinics and
80~ from private (mission) clinics providing information on 1,431,847
outpatient visits. In 1985, 88% of reporting units in the country were
regularly reporting to the statistical unit on a monthly basis.

*Group A diseases: cholera, diptheria, plague, polio, rabies, typhus
and yellow fever.

**Group B diseases: anthrax, enteric fever, food poisoning, infectious
hepatitis, leprosy, measles, meningococcal meningitis, relapsing fever,
neonatal tetanus, tetanus, trachoma and tuberculosis.
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In 1985, information was received by the central statistical unit on
784,583 rutpatient visits, 29,625 hospital admissions, and 519
in-hospital deaths. A notable exception is the Mbabane General Hospital
(located in the capital). The Mbabane General Hospital does not at
present report on either inpatient or outpatient activities to the MOH
Statistical Unit.

Outpatient diagnoses monthly summaries are also reported for activities
conducted at outreach posts. Improvements in reporting completeness
have been seen since 1983 when a monthly average of 129 summaries was
received as compared with 153 summaries in 1985.

4.3.2 Data Analyses and Feedback

According to the Central Level Statistical Unit, 80~ of reporting units
submit their monthly reports within two weeks following the closure of
the month. In contrast, the timeliness of production of reports has
been markedly delayed. At the time of the writing of this report,
official 1985 morbidity statistics from the Health Statistics Unit have
not been released. The last national statistical annual report
published and distributed by the Statistical Unit was in 1982. It is
unknown as to when the next annual report will be ready.

The Health Statists Unit is equipped with two Sirius computers (one of
which is presently not functioning) and two IBMs provided through the
CeCD project. With these computers, the Central Statistical Unit has
the capabilities to produce monthly, quarterly and annual summaries of
the data reported by the operative units. Because of staffing
deficiencies (the loss of one keypunch operator), there has been a
backlog in data entry at the central level.

During the first half of 1985, there were data collected on the
immunizable diseases through the use of a special reporting form which
requested information on the age of cases and their immunization
status. Analyses of data collected during the first half of 1985 have
been performed. Following these analyses, this reporting system was
discontinued resulting in an absence of current epidemiological data on
the EPI target diseases.

As mentioned previously, there is the special communicable disease
reporting form which collects information on the geographic location,
age, and date of onset of specific diseases of interest including
polio, tuber.culosis, tetanus, measles, pertussis and diphtheria, all
diseases of interest to the CCCD project. At present, these report
forms are kept in a file folder in the Central Statistical Unit and
data from them have not been analyzed.

Feedback to the reporting units is limited and markedly delayed.
Health facilities receive a computer printout of the data they have
reported to the Central Statistical Unit several months following
report submission, but do not regularly receive information on other
health facilities. Many of the health facilities visited during the
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course of this evaluation stated that in previous years they had
received information on other health facilities' activities, and that
the staff found this information to be useful.

At present, there is no country epidemiological bulletin to provide
feedback on morbidity and mortality trends in the country, nor to
provide textual interpretations of data analyses which would update
health facility staff on the disease patterns in the country. The only
reports sent to the health facilities are computer printouts of the
tallies they had sent to the central level unit. In addition,
population estimates of areas of influence of hoalth facilities are not
available so that neither population based morbidity rates nor service
utilization rates are routinely analyzed.

While national data are available at the central level, they are not
widely distributed but rather, if a health facility requests
infoLmation, it will be made available to them. At present only one
regional health management team receives information on morbidity and
mortality patterns within their region, as they regularly request the
information from the central level. The remainder of the regions do
not receive this information. Information related to the vaccine
preventable diseases are sent to the EPI unit upon request, as are data
on morbidity and mortality due to diarrheal diseases sent to the COO
unit upon request. Of note, there is a newsletter containing selected
health statistics called the Immunization Update. To date, three
issues have been prepared, the most recent in June 1986. This
newsletter contains information on EPI coverages, results of EPI
related surveys, epidemiological data on specific EPI diseases, and
interpretations of ev&luations with recommendations for improvements.
During the field visits, the evaluation tearn encountered only two
health facilities that had received copies of this newsletter,
suggesting that its distribution is limited.

There is a strongly identified need for improvements in the HIS in
terms of data processing, the timeliness of data analyses and the
distribution of this information to health care professionals
throughout the country.

It is the feeling of the evaluation team that some of the problems
identified in the HIS can be attributed to the absence of a medical
epidemiologist at the central level of the MOH. In the absence of a
medical epidemiologist, it is difficult to provide direction to the
Health Statistics Unit for the types of analyses that are necessary to
monitor the impact of project interventions. Create the position for a
medical epidemiologist in the MOH. If this position cannot be created,
an alternative recommendation is for the CCCO project to provide short
teLm technical assistance of a medical epidemiologist to assist in the
development of epidemiological data analyses through the KOH HIS. In
addition, there are difficulties in the retrieval of data from earlier
years due to misplaced forms and diskettes suggesting the need for
improved unit management.
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Recommendations:

• Given the time required to establish a new position of medical
epidemiologist. CCCD should provide a short-term medical
epidemiologist as soon as possible.

• Develop and publish on a timelY basis an epidemiological bulletin
for distribution to all health facilities in the country. This
bulletin should contain data analyses as well as textual
interpretations on the morbidity and mortality patterns in the
country.

• Fill the vacancy for a second key punch operatci ~n the computer
division of the central level statistical unit/MOHo

• The statistical unit should improve the organization of data
storage. so that data are easily ob~ainable upon request.

4.4 Expanded Programme of Immunizations (EPI)

4.4.1 Organization. Administration and Policies

The EPI began as a formal program activity of the MOH in November 1980
following the identification of three cases of poliomyelitis among
fully immunized children. This program was initially supported and
assisted by the Save the Children Fund (SCF) in Swaziland. Additional
assistance from UNICEF began in 1983 and CCCD in 1984.

The EPI Unit is located in the PHU in Mbabane. The central level
consists of a program coordinator (a nursing sister) who was appointed
to the position in late 1985 following a twelve month period when there
had been no country coordinator. This absence of a country coordinator
is felt to have been responsible for a relative stalling of the
immunization activities in the country. In addition to the program
coordinator, there are the Central Vaccine Store (CVS) director and
operations officer located in Manzini, and two central level cold chain
technicians (supported by SCF) based in the central vaccine store. At
the regional level, EPI staff include the personnel working at the
public he?-lth units/clinics in the nine designated regional vaccine
depots (to be discussed in further detail in section 4.4.3).

With respect to provision of immunization services, at present the only
health care personnel officially recognized by the MOH to vaccinate are
physicians and staff nurses. Government policy does not authorize the
nursing assistant to administer vaccines. RHMs are to provide health
education messages related to EPI activities and to motivate the
population residing in their area of influence to seek immunizations.
In practice, the RHMs do participate in health education sessions at
their "mother clinics" but do not regularly assist in the follow-up of
noncompliant children (defaulters) in their communities.
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One of the major constraints recognized in previous evaluations of EPI
activities in Swaziland was the absence of a five year Plan of
Operations for EPI. Prior to the arrival of the in-country CCCD
Technical Officer, planning of immunization activities was done on a
six month to one year advance basis. At the time of writing of this
evaluation team's report,' a first draft of a country five year EPI
implementation plan was in preparation by a committee composed of the
EPI Coordinator/PHU/KOH, CCCO. UNICEF, SCF, Statistics Unit/KOH,
HEU/KOH. WHO Rnd PHU participants.

Under the present organizational structure. there is one individual in
charge of all EPI program activities at the central level with
responsibilities for planning, administration and management of all
aspects of the EPI. Due to the multiplicity of demands on this
individual. there has been an inability to spend time in the field for
supervision of regional and local level EPI activities.

Recommendation:

• There is the need to appoint an EPI program deputy coordinator to
assist in the managerial and supervisory needs for efficient
program implementation.

4.4.2 Strategies

Program activities have continued since 1980. beginning with an "attack
phase" that lasted two years. During this time, there were two
centrally run mobile vaccination teams to proviae rural dispersed areas
with immunization services. Following the attack phase. there was a
shift to the "maintenance phase" in late 1982. Under the maintenance
phase, the emphasis is to have immunization services available in all
fixed facilities in the country and to phase out the reliance upon the
costly mobile immunization teams.

Beginning in late 1985/early 1986. there was an MOH policy change for
the integration of immunization activities. The definition of
"integration of activities" is the availability of immunization
services on all days of operation of fixed facilities. Prior to the
integration of services. many of the fixed facilities had designated
immunization days during the month. In some areas. immunizations were
conducted once a week; in others twice a month; and in others once a
month. Under the new policy, immunizations are to be provided at all
opportunities. As part of this initiative. there is a strong emphasis
being placed on the need to immunize all children who present to the
health facility whether it be for curative or preventive services. A
part of this policy change includes the mandate to open a vial of
vaccine to immunize any child presenting to the health sector, and
discard the remaining doses if not used .
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Field visits by the evaluation team revealed that the integrated
approa~h has been implem~ted in the majority of health facilities
visited, but there are doubts on the implementation of the policy for
immunization of children presenting for cu~ative services. All but two
of the health facilities visited claimed to be immunizing children when
ill. The two which were not doing so stated that they reschedule
children to return for immunization services once the illness is over.
There is suggestive evidence thal this is not consistently occurring.
For example, in one clinic visited, there are approximately 800
patients seen per month for combined curative and preventive services.
In October 1985, prior to the implementation of integrated immunization
services, 209 OPT immunizations were given. In the same health
facility, in June 1985, without a change in the number of outpatient
visits, but after "integrat.ion" of immunization activities, there were
202 doses of OPT administered. This strongly suggests that children
were not being captured fo~ immunizations when presenting for curative
services.

It is the feeling of the evaluation team that at present those children
who present for immunization services and incidentally are found to be
ill are being immunized, but the reverse, that is children presenting
for curative services, are not being screened for immunization history
and thereby are not being immunized. Further evidence supporting this
is that in 1985 there were 784,583 outpatient visits to health
facilities reported through the national HIS, representing an average
of approximately 1.2 visits per person living in Swaziland, with 63,863
visits for diarrheal episodes in the less than 5 year old population.
This suggests that many more children are presenting to the health
facilities for curative services than are being captured for
immunization services. Thus, there are missed opportunities (potential
capture by the health sector for immunization services that are lost by
nonscreening of children who p~esent for curative services).

Following the completion of the MMHP project (see Section 4.5 Diarrheal
Disease Control), the results of the evaluation of the use of mass
media for health education messages combined with a campaign approach
were impressive, and the MOH/PHU took the decision to apply these
methodologies to EPI activities. Thus, in late 1985 formative research
projects to define health edlAcation needs of the population and the
health sector on EPI were begun. This led to the preparation of
communication messages combined with outreach campaign activities
conducted region by region. This strategy has been named the
"accelerated EPI" phase. In several of the areas visited by the
evaluation team, there was concern expressed by the health facility
staff on the disruption of immunization activities caused by these
campaigns. The campaigns have been designed to select geographic areas
for mobile immunization teams. Anecdotal reports were received by the
evaluation team that related to children being immunized first by the
campaign team followed one week later by the clinic as it was the
scheduled time for the child to return. Thus, there is a strong
concern that many doses administered are invalid due to the short
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intervals between doses. In addition, preliminary results of the
campaigns in Mbabane reveal that only 19~ of the doses administered
were administered to the target population (less than one year olds).
These findings suggest that the campaigns have been conducted in areas
already covered by fixed facilities and are directed at children out of
the target population. Nevertheless, these campaigns are continuing
region by regi~n and are scheduled for completion by the end of 1986.

It is important to mention that Swaziland is an unusual country, with
an estimated 80-88~ of the population living in rural dispersed areas.
A maximum of 20~ of the population live in what would be considered
areas of population concentration (small towns and communities). The
remaining population live in homesteads consisting of small groupings
of houses for extended families. In addition, while the road network
within Swaziland is extensive and excellent, in actuality transport is
a serious problem. Transportation problems include a relative paucity
of public transportation combined with a relatively high cost. Given
this, an economic and time burden is incurred by the caretaker (mother
or other designated caretaker) to bring a child in for preventive
services. The recommended vaccination schedule for cor~lete

immunization of a child under one year of age requires five contacts
between the health sector and the population and might contribute to
the failure to meet coverage targets. Therefore, in areas where the
population is highly dispersed, transportation is minitnal and where
other constraints or limitation to attending a health facility on a
regular (i.e., monthly basis) exist, a modification to the WHO
recommended 5 contact schedule may be considered. In general, where
these constraints exist, vaccinators should be told to give DPT and OPV
at any time during the first year of life after age six weeks, as long
as there is at least four weeks between doses, and to administer
measles vaccine at any time after age nine months. It should be noted
though, a major risk of departing from a WHO recommended schedule
(i.e., BCG, Polio at birth, DPT, polio at six weeks, 10 weeks, 14
weeks, measles at 9 months) is that infants may be left susceptible to
pertussis for much of their first year of life.

The high proportion of the population living in widely dispersed areas
within the country may seriously impede the possibility of achieving th
goal of 80~ coverage by the end of the CCCD project (1988). A strategy
of National Immunization Days has been used by many countries to
overcome similar obstacles of reduced access to fixed health
facilities. This strategy has combined health communication techniques
with the establishment of numerous temporary vaccination posts in areas
defined as difficult access throughout the country resulting in an
increased demand for services along with an increased access to these
services.
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Recommendations:

• In hard to reach areas, consideration should be given to reducin~

the number of contacts operationally necessary to fully immunize a
child before the age of one year. A suggested immunization
schedule is for three contacts. However, children who do attend
health clinics should be immunized at monthly intervals, following
the WHO recommended immunization schedule.

• Consideration srould be given to the inclusin of well planned
National Immunization pays in order to boost coverages through the
creation of numerous temporary immunization posts.

4.4.3 Cold Chain and Vaccine Distribution

In November 1980, the SCF assisted in the construction and development
of a central vaccine store (CVS) located in Manzini. The location of
the CVS was selected for its close proximity to the airport in order to
facilitate rapid refrigeration of imported vaccines. The evaluatioa
team was very impressed with the CVS both in terms of the equipment
available and its careful monitoring and routine maintenance. A WHO
consultant assisted in a country wide evaluation of the cold chain in
February/March 1986. At this time it was recommended that the CVS
should have an automatic generator plus an alarm system in the event of
power failures. By the time of the CCCD evaluation (late July 1986),
the CVS had been equipped with both an automatic generator and a
back-up alarm system.

In addition to the vaccine storage facilities (three refrigerators and
three freezers), the CVS also houses the workshop facilities for the
cold chain repair technicians. Recognizing that the workspace
available for cold chain equipment repairs was insufficient, a
recommendation for the construction of an additional wing to the CVS
for a workshop for cold chain repairs was made following the WHO
evaluation. At the time of this report preparation, work had not begun
on the planned addition.

At the regional level, there are nine designated regional vaccine
depots. Three of the regional vaccine depots were visited by the CCCD
evaluation team. All were equipped with ice-lined refrigerators. This
refrigerator has a relatively low maintenance requirement, adequate
storage space, and with six hours of electricity (at an ambient
temperature of 37 0 C) can guarantee 24 hours of temperatures between
40 and aOc. Given the stated power interruptions during summer
storms, these refrigerators are highly appropriate for the vaccine
depots. Plans also include equipping all vaccine depots with back-up
generators for the event of power failure. At the time of the CCCD
evaluation there were five generators in the CVS awaiting distribution
to vaccine depots.
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As follow-up to the WHO assisted cold chain evaluation, the EPI unit is
in the process of reevaluating the cold chain equipment distribution in
the country. This process is being assisted by CCCD, UNICEF and the
SCF. The present plans are to effect a redistribution of existing
equipment, ensuring that appropriate equipment are available at all
levels of attention, taking into account needed storage capacity and
available energy source in the health facilities. There are plans to
have electrically powered refrigerators in all health facilities with
24 hours of electricity and for those with irregular or less than 24
hours of telectricity, to use combined gas/electric powered
refrigerators. The cold chain evaluation identified the existence of
old refrigerators which were origin~lly paraffin powered and had been
converted to gas power with recognized difficulties in temperature
regulation. Plans are to discontinue the use of these refrigerators
fo~ vaccine storage (but keep them for non-vaccine supplies) and
replace them with small capacity gas powered refrigerators.

The CCCO evaluation team was very impressed with the cold chain
observed at the regional and local levels during the field visits. All
health facilities visited had: functional equipment that was very well
maintained, no products other than vaccines and vaccine-related
supplies kept in the refrigerators, all refrigerators were functioning
well, none required defrosting or cleaning and all refrigerators had
thermometers for temperature monitoring. In addition, all health
facilities visited were complying with the national norms for
termperature monitoring of vaccine storage refrigerators twice daily.
All health facilities were using the EPI Unit recommended temperature
monitoring chart. In addition, the evaluation team was impressed by
the obvious understanding of the health facility staff as to why
temperatures were being monitored. Thus, when abnormal temperatures
were recorded, it was rare to find these temperatures registered more
than once, suggesting that immediately upon the discovery of an
abnormal temperature, the refrigerator settings were adjusted to return
the temperature to the recommended range.

WHO recommendations for vaccine storage at the local level are to store
all vaccines at temperature between +00 and +BoC in the
refrigerator compartment. The EPI Unit recommends to store polio and
measles vaccine in the freezer compartment between -15 0 and -25 0 ,

and to store the remaining vaccines in the refrigerator compartment
between 00 and BOC. Concerns about these recommendations are
two-fold. The first is the complexity introduced by the need to
monitor both freezer and refrigerator temperatures when the monitoring
of only one would be sufficient. The second concern is the lower limit
of 00 presently recommended for the refrigerator compartment. If
frozen, OPT, OT, and TT vaccines are rendered inactive due to the
precipitation of the antigens with an inability to reconstitute
vaccines once this has occurred. Since the majority of alternative
energy refrigerators in the country are gas powered and these sources
are somewhat more difficult to regulate at lower ambient temperatures,
it is advisable to ensure that the range of temperatures recorded never
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falls below oOe or above BOe. If there is a problem in maintaining
a temperature that never falls below ooe, (as was observed in a visit
to one health center), then consideration should be given to having
health workers keep their refrigerators regulated at some degree above
o but below SoC. Additionally to ensure that the temperature
readings ~ecorded on the graph are easily read and danger leels are
readily recognized. The graphs should be modified to use intervals of
20 e with the 00 and BO lines marked heavily. These bold markings
should help attract the attention of the health facility staff to the
need for immediate adjustment of the refrigerator settings.

All health facilities visited had at least one King-Seeley vaccine
carrier, but few of the facilities were using them to store the vials
for use during the day. Instead, most clinics kept the active vials on
top of ice packs, a practice that exposes vaccines to temperatures
above the recommended BOe maximum (especially during the summer
months). In 1985 the eeeD project provided 50 freezer packs and 25
vaccine carriers.

At present, seF is providing all polio vaccine and UNICEF is providing
all other EPI vaccines. Prior to their assistance, vaccines were
purchased by the MOH. There is concern over the ability of the MOH to
reestablish these budget line items once donor assistance ends.

Prior to the cold chain evaluation (February/March 1986), vaccine
ordering and distribution was done directly between the clinics and the
evs on an "as needed" basis. Thus, when a clinic noticed that vaccine
supplies were dwindling or had run out, they would find transport to go
to the evs to obtain their needed vaccine supplies. Under this system
it was not unusual for clinics and the evs to run out of vaccines. The
team learned that the CVS and clinics had run out of both OPT and polio
vaccines during the twelve months preceding the eeeD evaluation.

Following the recommendations of the WHO cold chain evaluation, a
regionalized system of vaccine distributi.on was designed, with nine
regional vaccine depots designated. Under the new system, clinics must
place orders with their vaccine depot approximatley two weeks prior to
receipt of vaccines. The vaccine depots must place advance orders to
the evs, again two weeks preceding the actual receipt of the shipment.
Vaccines are delivered to the regional vaccine depots once a month by a
nursing supervisor and a cold chain technician from the evs. Thus, at
the time of deli.very, there is an evaluation of the vaccine depot cold
chain equipment. In addition, if there are problems with cold chain
equipment in any of the clinics under th~ jurisdiction of the vaccine
depot, repairs are conducted. This new system was implemented in July
1986. Field visits b) the ceeD evaluatic>n team revealed that the
system is well accepted and appears to bE~ running smoothly. One
concern on the part of the evaluation teClm is the present policy of
basing vaccine orders on previous month's utilization. This policy
does not allow for a response to a major increase in demand for
vaccination services should it occur.
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Importation of vaccines had previously occurred on an "as needed" or at
times an annual basis. This has been changed to quarterly in order to
guarantee a regular supply of vaccines and avoid earlier observed
problems of overstocking with resultant supplies of vaccines past their
expiration date. It is noteworthy to mention that in none of the
health facilities visited were expired vials of vaccines encountered.

The evaluation team was very impressed with the excellent inventory and
stock disttibution records that were kept at all levels of attention (
evs. regional vaccine depots and health facilities). Reviews of the
vaccine inventory ledgers in the health facilities visited confirmed
that health care personnel were opening vaccine vials to administer
single doses and were discarding the remaining doses at the end of the
day. While exact figures are not available, estimates are that this
practice is resulting in a vaccine wastage of approximately 600-700~.

The national policy is that all unused vaccine in an open vial should
be discarded at the end of the day. Measles and BCG vaccines once
reconstituted must be discarded within eight hours, but the other
vaccines can be stored for up to one week once opened.

None of the health facilities visited claimed shortages of needles or
syringes used for immunization activities. All but one of the health
facilities were using disposable needles and syringes for immunization
activities. All vaccinations were administered using a single needle
for a single child. In contrast, syringes were used for vaccinating
between five and ten children. All but one of the health facilities
claimed not to be resterilizing disposable ne~dles and syringes. A
sterilization practices survey conducted in July 1986 (with eCCD
support) revealpd that 95~ of immunization injecti~ns were given with a
sterile needle and 10~ were given with a sterile syringe. In 1985 the
cceD project provided 1500 2 CC syringes and 1000 1 CC syringes, and
10,000 disposable 22 GA needles, and 4,000 26GA disposable needles.

With the existing international concerns about the possibility of
immunization program activities contributing to the transmission of
both hepatitis B and AIDs virus through immunization activities, there
is increased pressure to ensure that a sterile needle and a sterile
syringe be used for each child vaccinated. There are new low cost
plastic syringes that can be resterilized 200-250 times, permitting the
purchase and distribution of sufficient supplies so that clinics
providing immunization services will not have the need to resterilize
equipment during an immunization session, a recognized deterrent to the
policy of one child per needle and syringe. In 1985 25 sterilizers
were provided under the eCCD project.

Recommendations:

• The EPI Unit should change the vaccine ordering procedures to be
~ased on the target population to be covered rather than on the
previous month's vaccine utilization.
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• National norms related to the discarding of unused. opened vials
of polio. DPT. DT and TT vaccines should be reevaluated in order
to decrease the observed costlY increase in vaccine wastage. In
addition. a study on the comparative cost of the use of single
dose vials of measles vaccine versus the cost of 600-700~ wastage
through the use of 10 dose vials should be conducted.

• All health facilities should store their daily active vaccine
vials in the King-Seeley vaccine carriers to ensure that
temperatures above +8 0 are not surpassed. thereby permitting
unused vials to be used in subsequent vaccination sessions.

• The temperature monitoring graph should be modified to use
intervals of 20 C with the 00 and 80 lines marked heavily so
that tempeLature r~cordings outside the recommended range will be
readily recognized and alert the health facility staff to adjust
the refrigerator settings immediately.

• ~ll children should be immunized with a sterile needle and a
sterile syringe. "One child per needle and syringe".

• Given the cost implications for ordering increasd quantities of
disposable syringes. consideration should be given to change to
reusable syringes and needles.

4.4.4 Training of Health Care Personnel in EPI Activities

An excellent manual for health care providers containing the national
norms for the EPI activities exists. With the exception of the topic
of contraindications for immunizations, all health facility staff
interviewed were aware of the national norms and were following them.
A review of this manual reveals that the section dealing with
contraindications is not clear and leaves too much room for
interpretation.

In February 1985, a midlevel management course on EPI was conducted
with CCCD support, at which time 25-30 staff nurses at the supervisory
level were trained. In addition, during September and October 1985,
ten three-day workshops were held throughout the country for updating
staff nurses and nursing auxilliaries on immunization practices (CCCD
supported). Areas of information gaps in health sector personnel were
identified through a KAP survey conducted in 1985. A simultaneous
population based KAP revealed that side effects weLe a major deterrent
to completion of the series. Thus, there was an emphasis in the
training on the need to explain side effects to the caretakers at the
time of immunization. Rural health motivators are continually
retrained in EPI strategies with an orientation towards the health
education of the population under their jurisdiction.
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RECOMMENDATION:

• Training of health care providers should heavily emphasize the
avoidance of "missed opportunities".

• All health care personnel. especially those involved in provision
of curative services. must be aware of the necessity to review all
children's immunization status prior to provision of curative
services and not miss the opportunity to i~Jnize an unprotected
child.

• The EPI manual for health care providers should be modified to
clarify the section on contraindications for vaccination.

4.~.5 Vaccination Coverage

Figure 3 shows the vaccination coverages in Swaziland among the 12 to
23 month age g~oup during the period 1981 through 1985. There is a
gradual but steady increase in coverages with all EPI vaccines during
the five year period presented.
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Figure 3:

Annual Vaccination Coverages of the 12-23
Month Old Population by Vaccination

Swaziland 1981-85
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Cluster sampling surveys to ascertain vaccination coverages have been
conducted annually since 1982. Table 2 shows the vaccination coverages
of the 12-23 month age group (representing the preceding years
performance in the less than one year old population) from the surveys
conducted during the period 1982-1985.

Table 2: Vaccination Coverages of Children 12-23 months
Obtained Through Annual Cluster Sampling SurveY$

by Year of Survey and Vaccine TyPe
Swaziland 1982-1985

1982 1983 1984 1985
(,. Coverage)

BCG 59 86.0 72.2 89.7
OPT 1 55.2 68.2 66.8 74.2
DPT 2 48.1 49.5 59.2 67.1
OPT 3 30.5 39.3 43.0 57.0
Polio 1 56.2 68.7 66.6 74.4
Polio 2 45.2 50.0 58.7 66.3
Polio 3 22.4 39.3 42.8 51.8
Measles 30.5 36.4 31.0 42.3
Fully Immunized 14.3 26.2 24.3 33.5

Source: statistical Unit, Ministry of Health.

Since 1982, there has been a steady increase in vaccination coverages
with all vaccines and a 2.7 fold increase in the proportion of children
fully immunized by their first ~irthday. In 1985, the proportion of
children fully immunized is 38.5~ as compared to 14.3~ in 1982. It is
itnportant to mention that results of the 1985 survey are presently
under review to ascertain if doses were checked for validity (in terms
of age at administration of dose and interval between doses). An
impressive finding is the 23,. drop-out rate between third and first
doses of OPT administered and the 22% drop-out rate between third and
first doses of polio vaccine administered; almost 80,. of children who
start their series go on to finish their series. Of concern is the
relative slow increase in improvement in coverages with measles vaccine
from 30.5% in 1982 to 42.3" in 1985, representing an increase of only
12,. in contrast with a doubling coverage with OPT and polio vaccines
during the same period. As mentioned earlier, one sees a gradual
decrease in coverage for each successive contact required, starting
with almost 90,. coverage at the first contact and ending with 39~ at
the fifth contact.

Figure 4 presents the coverages of pregnant women with first doses of
tetanus toxoid when compared with the number of estimated pregnancies
per year during the period 1981-1985. The failure to increase
coverages to greater than 50% of estimated pregnancies during this
period is clearly illustrated. Infonnation on the proportion of women
in the fertile age group with a history of TT vaccination (first dose,
second dose and booster doses) is not available.
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Figure 4:

Number of First Doses of Tetanus Toxoid
Administered to Pregnant Women and

Estimated Number of Pregnancies by,Year
Swaziland, 1981-1985

40 -

xxxx

1985

I
II rxxx---

I I
/1. xxxx_ uxxxx:-

1982 1983

XXD • pregnancies

XXXlt VI/I- -
19(31

I /II ~ tetanus

I
I

I

I
I111

5

25 -

35 -

3Z -

23 -

- n
..

-cs -c
III.. 15 -='0

(:.-
1~ -

Source: CCCD 1985 Swaziland Country Summary

- 48 -



For all years in which immunization coverage surveys were performed,
the variance in coverages between those reported through the routine
HIS and those ascertained through the coverage surveys has been on an
order of magnitude of 2-4~. While this appears to suggest an excellent
HIS, it must be reminded that data reported through the HIS do not
represent information collected from 100~ of reporting units. This
suggests there may be an overreporting of immunization activities
through the routine system, or serious problems with population
estimates used.

Population estimates are based on projections from the 1976 census and
therefore are subject to question. At the time of writing of this
evaluation report, a national census is underway. Results of this
census are expected by the end of this calendar year and should greatly
improve some of the data analyses presently performed.

While progress in coverages has been clearly demonstrated, the stated
goals of the CCCD project to increase coverages of the target
population to 60~ with third doses of OPT and polio vaccines and 50~

with measles vaccines, will require increased efforts with strategy
modifications during the next 12-24 months.

Recommendations:

- Strategies for increasing coverages among the less than one year
old population should be reviewed.

• Strate~ies for increasing coverages with TT among women in the
fertile age group should be reviewed.

• Vaccination coverage surveys should include information on
coverages of women in the fertile age group with TT.

4.4.6 Morbidity and Mortality Due to Vaccine Preventable Diseases

Figure 5 shows the number of cases of measles reported annually during
the period 1982-1985.
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FiRure 5:

Annual Reports on the Numbers of Cases
of Measles Presenting to OUtpatient Facilities,

Swaziland, 1982-1985
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There was major epidemic activity of measles in 1984. In reaponse to
the measles epidemic, many of the health facilities decreased the age
for immunization with measles vaccine to 6 months of age. This creates
the concern that those children who had been imn~nized prior to 9
months of a&e may represent a pool of susceptibles with a history of
immunization.

Fi&ure 6 shows the age distribution of 330 measles cases reported
durin& the first half of 1985, the only time period for which data of
this kind are available. Of interest, 34.8~ of cases occurred in the
less than 2 year old population, with 10.6% of cases occurring in the
less than 9 month old age group. Those cases occurring in the less
than 9 month old population are cases that are considered to be
nonpreventable, as these are children who are not eligible for
immunization. In contrast, almost 90~ of cases were preventable.

Figure 6:

Age Distribution of Reported Measles Cases
During the First Half of 1985
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Recommendations:

• The earlier recommendation to create the post for a medical
epidemiologist to work closelY with the statistical unit to design
and implement an active epidemiologicallY based surveillance
system for the EPI target diseases is restated.

• There is the need to reinstitute an EPI target disease
surveillance system to carefully monitor the immunization history
of reported cases.

• The evaluation team cannot recommend stronglY enough the need to
develop an epidemic response capability that would permit the
e&rly detection and investigation of increased occurrence of
vaccine preventable diseases and in turon permit the early
implementation of control measures through increased immunization
activities in areas identified as at risk.

• The EPI coverage surveys should be reanalyzed to ascertain the
proportion of children vaccinated against measles earlier than
nine months of age. If the proportion if found to be high.
consideration must be given to ,revaccination of these children.

• With the observed occurrence of tuberculosis in children of 0-5
years old. there is the need to assess the efficacy of BCG
vaccine. Given the availability of operations research funding
through the CCCD project. the evaluation team recommends that such
a study be funded.

Table 3 shows the vaccination histories of 367 measles cases reported
during the first half of 1985 (the only period for which these data are
available).
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Table 3: Vaccination Histories of Measles Cases Occurring
in the First Half of 1985, by Age of Case

and Age At Receipt of Measles Vaccine
Swaziland
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Of the reported measles cases, 13.6~ had a history of immunization.
Four of these had been immunized prior to the age of 9 months. Thus,
12.~~ of reported measles cases had been immunized correctly. Over
half of the cases reporting a history of vaccination did not have exact
dates or vaccination available for review. Thus, it was difficult to
determine if children had been immunized at the proper age. Those
where vaccination histories were documented, represented 5.2~ of the
total cases. This low proportion of total cases with prior vaccination
history is consistent with the observed low coverages with measles
vaccine.

Preliminary information from hospital discharge records for 1985
revealed a 2~ hospital-based case fatality rate for measles. For the
less than 1 year old age group, there was an 11~ case fatality rate
followed by a 2.1~ case fatality rate in the 1-4 year old age group.
This high case fatality rate seen in the less than 1 year old
population further emphasizes the need for immunization against measles
prior to the first birthday. The earlier observed shift to an older
age distribution of cases (65~ of cases are greater than two years of
age) may explain why the overall case fatality rate is lower than that
seen in other African countries).

Figure 7 shows the number of reported cases of pertussis annually
during the period 1982-1985. While health care personnel state that
pertussis is not a major problem, in 1985, the population based rate
was 105 cases per 100,000 population.

Figure 7:

Annual Reports on the Numbers of Cases of Pertussis
Presenting to OUtpatient Facilities

Swaziland, 1982-1985
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Fi~ure 8 shows the age distribution of pertussis cases during the first
half of 1985.

Figure 8:

Age Distribution of Reported Cases of Pertussis During
the First Half of 1985. Swaziland
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Of interest, there was only one case that occurred in a child less than
3 months of age. Children under 1 year of age accounted for 27.6~ of
the reported pertussis cases, while over 50~ of the cases were under 2
years of age. Analyses of the vaccination histories of the pertussis
eases revealed that 27.6~ had received at least 1 dose of DPT, 17.1~

bad received a second dose, and 13.2~ bad received a third dose.

During the period 1982-1985, the annual number of cases of
poliomyelitis presenting to outpatient facilities varied from a low of
13 cases in 1985, to a high of 39 cases in 1983. The 1985 population
based rate was 2.0 cases per 100,000 population. Reporting of
poliomyelitis cases is generally accepted to represent 10~ of actual
cases occurring. A reported rate of 2.0/100,000 population is high and
suggests coverages as yet have not interrupted transmission of
poliovirus. Information on age distribution and vaccination histories
of poliomyelitis cases were not available for review.

Information on the number of cases of neonatal tetanus is available for
1984 and 1985, when there were 252 and 133 cases reported
respectively. The 133 cases in 1985 represents an incidence of 3.9
cases per 1000 live births that year and suggests the need for an
increased effort to vaccinate women in the fertile age group to prevent
neonatal tetanus.

In 1985, of 566 patients admitted to hospitals in Swaziland with the
diagnosis of tuberculosis, 62 (11~) occurred in children 0-5 years
old. This is disconcerting given the observed trend for decreasing
coverages with BCG over the recent few years.

The paucity of epidemiolotical data available to follow age
distributions and immunization status of cases of the EPI target
diseases represents a serious constraint to adequate evaluation and
monitoring of the impact of CCCD activities. The evaluation tearn feels
strongly that collection of epidemiological data on the EPI target
diseases be reinstituted as soon as possible.

At present, there are no epidemic response capabilities in the MOH.
While theoretically all diseases notified througll the communicable
disease reporting system are to be immediately investigated by the
physician at the regional health level, in practice this is not
occurring. During the field visits, the evaluation tearn noted that all
health facilities visited had begun seeing increases in measle~ cases
during the few weeks preceding the visit, yet at the central level,
increased measles activity h&d not been officially recognized.

Recommendations:

• The earlier recommendation to create the post for a medical
epidemiologist to work clos~ly with the statistical unit to design
and implement an epidemiol~&i.callY based surveillance system for
the EPI target diseases is ~€~tgted.
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• There is the need to reinstitute an EPI target disease
surveillance system to carefully monitor the h-anunization history
of reported cases.

• The evaluation team cannot recommend strongly enough the need to
develop an epidemic response capability that would permit the
early detection and investigation of increased occurrence of
vaccine preventable diseases and in turn permit the early
implementation of control measures through increased immunization
activities in areas identified as at risk.

• The EPI coverage surveys should be reanalyzed to ascertain the
proportion of child~en vaccinated against measles earlier than
nine months of age. If the proportion is found to be high.
consideration must be given to the revaccination of these children.

4.5 Control of Diarrheal Diseases (COO)

4.5.1 Organization. Administration and History of Country Program

In Swaziland, diarrheal diseases are recognized as an important cause
of morbidity and mortality among the childhood population by all health
care personnel. Preparations for the development of the National
Control of Diarrheal Diseases (COO) program were begun in 1982 and
1983. Prior to the implementation of this program, the use of oral
rehydration therapy (ORT) as a primary intervention for diarrheal
diseases in the country was limited to certain hospitals where
physicians had been convinced of its value. Following a major epidemic
of cholera in 1981/82, two senior staff nurses were sent to the
International Center for Diarrheal Disease Research in Bangladesh
(ICDOR-B) to receive training in the use of oral rehydration salts
(ORS) for the management of diarrheal diseases. Following the return
of these two staff nurses, one was appointed national coordin~tor of
COD activities and the other returned as the nursing matron to one of
the two major nursing schools in the country.

The COD program activities are located in the central office of the
Public Health Unit (PHU) in Mbabane. In addition to the National COD
program coordinator. at the central level there are two health
educators (one nurse and one health inspector by training) who were
secunded from the Health Education Unit (HEU) to the PHU to participate
in the development of communication technology for use in progtam
activities.

In addition to the responsibility for overseeing all activities under
the COD program. the COD program coordinator is also the designated
CCCD coordinator. This has created the sitllstion whet"e the individual
in charge of the program has so many respon~;ibilities. that supervision
and field visits are a virtual impossibility due to severe time
constraints.
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At the regional level there are no designated COO program personnel.
At the operative level the staff nurses, nursing assistants, and rural
health motivators in addition to the physicians all participate in coo
activities.

As was observed with the EPI program, the COD program activities
planning have been based on a 6 to 12 month plans. At the time of the
CCCD evaluation, a first draft of a 5 year COO implementation plan was
in preparation. The committee identified for participation in the 5
year CDD implementation plan has representation fr'om the PHU, ORT
Training Unit. CCCD, UNICEF, The Institute for Health Sciences,
Statistics Unit/MOH, WHO, Matron/Mbabane Government Hospital and
Nutritionist/MOH.

Recommendation:

• There is the need to create the post of COO program deputy
director to assist in the carrying out of all phases of COD
~ram activities.

4.5.2 Oral Rehydration Therapy (ORT)

COD activities began in 1976 with radio messages that recommended the
use of oral rehydration fluids made of 2 teaspoons of salt and a pinch
of sugar to a pint of water. Beginning in 1976, oral rehydration salts
(ORS) packets were distributed to health centers and new directions
were provided for mixing the homemade Sugar Salt Solution (SSS). In
response to a major epid mic of c,holera in 1981 and 1982, the MOH
adopted a position for a concerted effort in the control of diarrheal
diseases, with a major emphasis ~laced on the use of ORT. In addition
to the emphasis on the use of ORT, there was a renewed emphasis for the
promotion of safe water and pit latrines as part of a USAID funded
rural water borne disease control project.

In late 1983, the Mass Media Health Practices (HHHP) project was
designed to increase public awarene_s on the need for the use of ORT
early in the course of a diarrheal episode. Major financial support
for the implementation of the MMHP project carne through the CCCO
project. The emphasis of this project was the application of social
marketing strategies with the use of mass media to teach the population
to use an appropriate SSS at home solution (based on a sugar and salt
mixture) for the treatment of diarrheal episodes.

Preliminary research conducted in the early part of 1984 resulted in
the promotion of a horne based SSS using a one liter Coca Cola bottle to
measure water' and half a capful of salt with eight capfuls of sugar.
The HHHP project had a very heavy emphasis on the raising of community
awareness for the need of prevention of dehydration in chi.ldren with
diarrheal episodes. The decision to go with a horne based solution was
taken to reduce the reliance upon clinic based services given the
difficulties in access of the population to the services. The
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communication messages directed ~aretakers to prepare the SSS at home
and if the diarrheal episode persisted, to administer it to the child
while en route to the health center to obtain ORS packets. KAP surveys
preceding the development of the messages revealed that traditional
methods for the treatment of diarrhea included purges. Messages
discouraging this practice were developed. The MKHP project also
included the developI\lent and production of fliers and posters I and was
oriented towards training of health care providers as well as the
population.

An evaluation of the impact of the MMHP project revealed that 54~ of
mothers were preparing a mixture of SSS with a sodium concentration
above the WHO maximum of 100 millimoles per liter, and 12~ of mothers
were preparing a mixture with a sodium concentration above 142
millimoles per liter. In the face of this finding, the issue which
must be addressed is whether or not the MOH should continue the
promotion of home prepar~d SSS or if a switch in emphasis should be
made for a more widespread use of ORS packages.

One of the constraints to the use of ORS packets at the community
level, has been the availability of a one liter measure in the
household. The evaluation of the KMHP project revealed that this
hurdle (one liter measurement) has been overcome in Swaziland. All
mothers tested were correctly using one liter of water for the
preparation of the SSS. Given the history of repeated changes in
recommended formulas for SSS preparation, one must be careful not to
alter the recommendations in a manner that produces a credibility gap
on the part of the population for KOH recommendations.

Anecdotal reports from all health facilities visited during the course
of this evaluation revealed that sin~e the implementation of the mass
media campaign directed at ORT, health facilities are seeing fewer
cases of severe dehydration in children with diarrhea. Unfortunately,
data has not been collected that would permit a statistical
verification of these anecdotal reports. It is impressive that the
majority of health facilities visited related that the most mothers
arrive at health facilities with their one liter Coca Cola bottle
containing the horne prepared SSS that ~he mother had been administering
en route to the clinic.

While the MOH policy is to use ORT as a primary preventive intervention
for diarrheal episodes (mortality prevention) there is still some
observed resistance to this on the part of senior medical staff,
especially physicians. An example of this was clearly seen during the
field visits. In one health facility with inpatient beds, a child was
observed wlth an intravenous line for "rehydration," when the child was
actively crying and could have been receiving ORT.
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In 1985. there was a CCCD supported conference of physicians to
reemphasize the need for the use of ORT. Concurrent with the CCCD
evaluation (July 1986). there was a senior level staff conference
(supported through the CCCD project) again addressing the issues ~f

CCCD interventions, especially the use of ORT. Reports of this
conference revealed continued resistance of some physicians to the use
of ORT for the management of dehydration.

While the national norms specify that ORS packets are to be distributed
by fixed health facilities and the rural health motivators (~), in
practice, RHMs provide community education in the prepa~ation of SSS.
As part of the MMHP project activities, there was the use of a color
coded flag showing & healthy baby to identify househ~lds where
information on the proper formula for the preparation of SSS could be
obtained. Individuals received these flags after they had successfully
completed training courses in the proper mixture of the SSS. During
the course of the project. there was a eoncentration on the training of
RHMs and traditional healers. The emphasis on training of traditional
healers was brought to a 5tar.dstill when it was discovered that many of
the trained traditional healers who had received flags were using them
to attract patients who would then be administered traditional
treatments of diarrheal episodes (purgatives).

The CDD program also has activities promoting the continuation of
breast feeding and improved nutrition during diarrheal episodes, in
addition to the promotion of safe water and better hygienic practices.
One of the criticisms of the ~HP project is that the messages were
heavily oriented towards the tre~tment of diarrhea with ORT, and less
attention was paid to messages on the need for continuation of breast
feeding and improved nutritional practices during diarrheal episodes.

One of the ~oncerT.O expressed following the completion of the HMHP
project activities, was the dropping of communication messages directed
to~ards ORT and the switch over to an almost completely EPI oriented
communication strategy. A concern was raised that there would be a
drop off in the retention of the messages on diarrheal disease
management.

It is important to mention that an excellent manual for health care
providers on the management of diarrheal episodes has been produced by
the CDD Unit/PHU.

Recommendations:

• The CDD program should decrease the em£hasis on a home based
solution and increase the emphasis on the need to obtain ORS
packets. Because of the findings of potentially dangerous SSS
prepared at home by over half of the mothers tested, the change to
ORS packets should be implemented.
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• There is still the clearly defined need for continued education of
the senior medical staff to promote the utilization of 0RT for
diarrheal episodes.

• There is a strong need to assess ORT utilization at the community
level. Consideration should be given to the addition of questions
related to the management of diarrheal episodes in the next
annual vaccination coverage survey.*

• All health communicati.on project activities should have
"maintenance" stages following initial messages to ensure
continuous awareness and education of the population.

4.5.3 ORS Supplies and Distribution

At the central level, ORS packets are stored in the central me~~cal

stores (CMS) in Mbabane. Distribution of these packets is through the
normal drug supply distribution network within the country.
During the course of the evaluation, a serious problem in supply and
distribution from the eMS was identified. Field visits revealed that
most facilities visited had suffered from ruptures in stocles of ORS
packets during the preceding year. Health facilities submit monthly
orders to the CMS. Due to transportation difficulties at the CMS, in
order to guarantee receipt of requested orders, the health facility
staff must go to Mbabane with their own transport to pick up their
orders. With limitations in transport available to health facilities,
it is not unusual for the facilities to run out of supplies. In one of
the health facilities visited, the health facility had been out of ORS
packets for more than a month and had reve~ted to the use of old ORS
tablets which contain sodium, potassium, and chloride and have
instructions to add glucose or sucrose when using in children under
five. The health facility staff were using the tablets but were not
adding glucose or sucrose to the solution prepared.

In response to cyclone Domoina in 1982, the MOH received a donation of
300,000 packets of ORS produced in Lesotho. At the time of this
eva1u8tion, packets from this original donation were still in
circulation. Some ORS tablets were also receivtd in 1983 as an
emergency response to the cyclone disaster. While the remaining
in-country stock of ORS tablets is minimal, the team found a few on
clinic shelves. Clinics should be advised to destroy any remaining ORS
tablets on hand. If one applies the WHO estimate of two diarrheal
episodes per child per year, the use of two packets per episode (or
four packets per child per year), over 400,000 packets should have been
used in the first year following receipt of this shipmeat.

*(One manner in which to approach this would be the inclusion of
questions identifying recent episodes of diarrheal disease in the less
than 5 year old population and then identifying treatment modalities
caretakers used for these diarrheal episodes).
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In addition to the problem of ruptures of stocks at the operative
level, the existence of ORS packets produced in 1983 (having been
stored in the CMS for three yea~s) has resulted in a high proportion of
packets distributed that are no longer usable due to caramelization and
decomposition of the salts. (In 1984 UNICEF purchased 545,600 ORS
sachets or packets and in 1986 54,000 ORS packets. Of this amount as
of August 1986, 155,000 ORS packets remained in stock of which 105 were
spoiled, beyond their shelf life, and not recommended for use.)

The problem of the spoiled packets is multifactorial. After these
packets were produced it was recognized that there had be(~n a problem
of defective sealing of the packets at the production facility
in Lesotho. In addition, the packets are made with a relatively clear
plastic packaging, reducing the cost of the final product. It is well
recognized that clear packaging material has the disadvantage of a
shorter shelf life (between one and two years maximum). Thus, the
combined situation of a known problem in the sealin& of the packa&ing
along with the existence of stocks long past their viable shelf life
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has resulted in the situation that many of the packets presently
available in health facilities cannot be used because they are
defective. Of greater concern is that in addition to the existence of
packets that have obviously caramelized, there are packets which have
hardened (an early sign of decomposition of the salts) but have not as
yet discolored and therefore may erroneously be used by the health
facility staff.

Because of deficiencies in supplies at the level of the health
facility, the majority of RHMs have not been given ORS packets in spite
of the national norms specifying the RHMs as distribution points for
the packets in the communities.

ORS packets are purchased for the MOH by UNICEF. To avoid a recurrence
of the oversupply that occurred in 1983, a new quarterly importation
schedule has been implemented in July 1986.

Inventories of ORS packet flows are not kept by health facilities.
Information on the number of packets received by health facilities and
in turn the number of packets actually administered by health
facilities per month is not available. In addition, information on the
distribution of ORS packets from the central level to the clinics was
not available to the evaluation team.

Recommendations:

• The COD unit should recall the 1984 shipment of ORS packets with a
simultaneous distribution of fresh packets.

• G5.ven the concerns about the continued use of a potentially
dangerous SSS by mothers, combined with the need to increase the
availability of the ORS packets at the community level, the RHM
should be used as a distribution point for the introduction of ORS
packets into the community.

• The distribution of ORS packets to the RHMs should be accompanied
with education of the RHHs to ensure that children who are not
responding well while receiving ORr ar~ immediately taken to the
nearest health facility for further treatment.

• Given the identified problems with distribution of supplies from
the central level. consideration should be given to the possible
development of a regional distribution system analagous to that in
place for vaccine supplies. Consideration to the availability of
packets in the commercial sector (chemists. traders and
traditional healers) should also be given.

• There is the identified need to develop a data collection system
for monitoring the use of oas packets.
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4.5.4 Hospital ORT units

At the time of this evaluation, plans to open an ORT demonstration unit
at the Mbabane General Hospital were underway (with the support of
CCCD). The scheduled date for opening of the unit was for August 1st.
The two staff nurses who have been designated to run the unit have not
returned from training in Lesotho and therefore the opening of the unit
has been postponed. Concomittant with the opening of this ORT
demonst~ation unit, are plans to introduce a diarrheal disease
management reporting form for use in the unit. In addition to
monitoring all diarrheal episodes for hydration state upon arrival to
the he9lth facility, there will be nutritional assessments of all
children treated.

The ORT demonstration unit will serve as a training unit for health
care personnel on the appropriate management of diarrheal episodes
following an assessment of the hydration status. The ORT demonstration
unit is planned to serve as a direct care facility for all diarrheal
cases presenting to Mbabane General Hospital to facilitate the immediate
treatment of diarrheal episodes and avoid the delays experienced in the
outpatient department. In addition, all children presenting t~ the ORT
demonstration unit with a history of diarrheal diseases will be screened
for their immunization status and vaccines will be administered prior
to the child's leaving the unit.

After the opening of this unit, plans are to train two staff nurses
from each of the regions (under the new decentralization plan) so that
ORT treatment units will be opened in each of the regions. With the
establishment of ORT units at the regional level, they will be used for
the training of health care personnel in clinics under the jurisdiction
of each of the regions. Thus, there are very well developed plans for
continuing education in appropriate management of diarrheal diseases in
Swaziland.

4.5.5 Morbidity and Mortality Due to Diarrheal Diseases

Prior to 1982, information on diarrheal diseases collected on
outpatient visits was reported for all age groups. Starting in 1982,
diarrheal disease case reporting from the outpatient department visits
were subdivided into episodes occurring in the less than 5 year old
population and those occurring in the greater than 5 year old
population. Figure 9 shows the number of cases of diarrheal disease
episodes by year presenting to Raleigh Fitl~in Memorial Hospital during
the period 1982-1985.
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Figure 9:

Annual Reported Cases of Diarrheal Diseases
in Children Less Than 5 Years of Age

Presenting to Raleigh Fitkin Memorial Hospital
Swaziland, 1981-1985
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There is a gradual decreasing trend for the number of cases of diarrhea
reported during this period. In contrast, the data ~eported through
the HIS on outpatient discharge diagnoses show 59,474 cases in 1984 and
63,863 cases in 1985, not demonstrating a decreasing trend. Diarrheal
diseases in children less than 5 years of age accounted for 8.1~ of
total outpatient visits (for all ages).

In 1985, Intestinal Infectious Diseases accounted for 57.7~ of hospital
admissions in the less than one year old population, and 20.0~ of
hospital admissions in the 1-4 year old population.

Figure 10 presents the annual number of deaths due to diarrhea in
children under 5 years of age presenting to Raleigh Fitkin Memorial
Hospital during the period 1981-1985.

Figure 10:

Annual Reported Deaths Due to Diarrheal Diseases
In Children Less Than 5 Years of Age

Attending Raleigh Fitkin Memorial Hospital
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There bas been a 50~ reduction in the number of deaths reported due to
diarrhea since 1981. In contrast, if one uses the MOH/HIS hospital
discharBe data in 1985, there were 0 deaths reported from hospitals in
the 0-4 year old age &roup.

In 1986 a study on children hospitalized due to dehydration in Mbabane
Government Hospital was conducted. During the period of the study, a
total of 173 patients were admitted to the pediatric ward, of which 73
(42~) were admitted with dehydration. These data strongly support the
need for increased efforts in the CCCD program activity for early
treatment of diarrheal episodes with ORT.

Figure 11 shows the seasonal distribution of diarrheal cases presenting
to outpatient facilities during the year 1985. The existence of two
peaks in year supports the need for increased health communication
messages in the periods immediately preceding the recognized peaks in
diarrheal disease incidence.
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Recommendation:

• There is the clearly identified need to improve upon existing
reporting networks to increase the information available on
diarrheal disease morbidity and mortality.

4.6 Malarial Control Program

4.6.1 Organization. Administration and Plans for the Malaria
Control Program

In 1945. a national malaria control program was begun, functioning out
of the Manzini Public Health Office. In the MOH organogram structure,
the malaria control program director repot't~ directly to the Director
of Medical Services in the MOH. Up through the time of the evaluation,
activities of thl~ malaria control prosram has been run as a ve~tical

program. There is no official coordination between malaria control
program activities and the other two program activities of the CCCD
project which are located in the Public He~lth Unit in Mbabane.

At the central level, the malaria control program is run by a director
who is a health inspector having attende~ a WHO sponsored training
course on Malaria in Togo and a three day workshop in the Republic of
South Af~ica. In addition to the director of the program, ther'e are
two laboratory teChnicians trained in the processing and reading of
thick smear slides for identificat.ion of malaria parasites. At present
there is no mala~ia epidemiologist assigned to work with malGri~

control activities. At the operative level, there are presently
fifteen health assistants assigned to catchment areas in the lowveld,
the geographic area recognized as the malaria infected region of the
country.

During the recognized peak seaso~s of malaria activity in the lowveld,
each health assistant is responsible for the identification and
training of insecticide sprayers to participate in vector control
activities.

Historically, the rrimary emphasis of the malaria control program has
been vector control activities with residual sprayirlg of homesteads in
recognized endemic areas combined with active case finding by health
assistants visiting homesteads to collect slides on presumptive malaria
cases. At present, malaria control activities have not been integrated
into the primary health care framework of the MOH.

At the time of the preparation of the CCCD evaluation report, the first
meeting of a comrnitta~ identified to draft a 5 year National Malaria
Control Program implementation plan was held on July 24, 1986. The
committee was chaired by the Director of M~dical Services/MOH, and had
participation from the malaria unit/MOH, C'JCD/PHU, WHO, MCH/PHU,
UNICEF, HEU/MOH, pathology/MGH, and statistics/MOHo It was the first
attempt to prepare a designated 5 jear implementation plan for malarial
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control activities. The CCCD project has requested technical
assistance from a w~laria epidemiologist to revi~w the draft of the 5
year Implementation Plan.

The vertical nature of malaria control activities combined with the
absence of direct health care professional input into malarial
activities has led the evaluation team to recommend the creation of a
position for a medical epidemiologist assigned to the malaria control
program. and to stress the need for integration of malaria program
activities within the framework of primary health care in Swaziland.

KOH Policies

A.t the time of this CCCD evaluation. the KOH policy towards malaria
control had not been modified significantly since the initiation of the
program in 1945. One of the primary activities under the control
program is vector control with residual spraying of households with DDT
and larvacidal treatment of vector breeding sites with Abate in
recognized endemic areas of the c~untry (lowveld). In addition. there
has been an emphasis on active case detection and treatment of
presumptive cases with chloroquine at a dosage of 10
milligrams/kilogram body weight. The third focus of the malaria
control policy program has been chemoprophylaxis of the work force
population. childhood population and pregnant women residing in
recognized areas of malaria risk.

4.6.3 Active Case Detection and Treatment of Presumptive Cases

The fifteen health assistants are to conduct regular monthly visits to
all homesteads and communities in the lowveld to identify individuals
with fever and other signs and symptoms of malaria. All cases
identified as presumptive walaria are to be given treatment (using a 10
milligram/kilogram dose> an~ at the same time, a thick smear is
collected for laboratory confirmation. All health assistants forward
slides to the Kanzini Public Health Unit for processing on a weekly
basis. A review of the slide positivity rate from active case
detection during the period 1973-1985 reveals an average slide
positivity rate of 3.2~. This finding is highly suggestive of problems
within the active case finding system. One of the probl~~ that may be
occurring is an inappropriate collection of specimens whereby in the
absence of supervision. health assistants are sending the required 50
slides per week without discriminating for presence of malaria
symptomotology. A second possibility is that the quality of slides
collected is less than optimal so that false negative readings are made
on the slides. A third possible explanation for the observed low slide
positivity rate is that there are only two microscopists working at the
central level so that during peak seasons, an average of 200 slides are
read by each microscopist daily. an average that is four fold higher
than the WHO recommended standard. This high level of processing by
the microscopists may result in a higher than usual false negativity
rate due to fatigue.

- 70 -



A very thorough assessment of the malaria control program was conducted
by a team of consultants from WHO in late 1984. This team of
consultants highlighted the pr'oblems inherent in the active case
finding strategy and strongly questioned the cost efficacy of
continuing the active case finding component of the program.

4.6.4 Vector Control Activities

As part of vector control activities approximately 24-30 sprayers are
hired annually to work during the period September through January.
Each sprayer is assigned to a group of homesteads and has the
responsibility of spraying each homestead once with DDT 75~ water
dispersion powder prior to the peak malarial transmission season. DDT
has historically been provided by WHO annually. Up until the 1985-86
malarial season, 10 metric tons/year were provided. The WHO provision
for DDT has been dropped to 2 metric tons for the oncoming year.
Noteworthy to mention is that other African countries have discontinued
widesprad residual spraying activities having found it to be not
cost-effective.

Another side of vector control activity has been larvacidal treatment
of vector breeding sites. Obvious breeding mosquito sites that are
reported to the malaria field workers are drained where possible and
where not possible are treated with Abate.

Vector control activities have been exclusively oriented towards the
reduction of vectors around the homesteads with minimal activity
directed towards a reduction in contact between the population and the
vector. Efforts such as health education messages to infoLrn the public
on the use of mosquito nets, window screens, and insect repellents to
reduce their risk of contact with the vector have at present not been
conducted.

Recommendations:

• There is a need for an evaluation of the cost efficiency of vector
control activities. The CCCD project should provide the technical
assistance necessary for this study.

• There should be continued support for vector brreding site
reduction and larvacidal treatment activities.

• Consideration be given to development of mass media messages
directed at reduction in contact between the vector and the
population.

• Prior to the development of messages. preliminary KAP
investigations to ascertain population perception of the malaria
problem and their practices in response to malaria should be
conducted.
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4.6.5 Chemoprophylaxis

As mentioned previously, the existing government policy has been for
the weekly chemoprophylaxis of the work force, children, and pregnant
women residing in malaria endemic zones during the peak season of
transmission. The evaluation conducted by the WHO consultant team in
1984 strongly questioned the practice of chemoprophylaxis, especially
among the childhood population. It did support the policy of
chemopr.ophylaxis of the work force and of pregnant women. Given the
presence of chloroquine resistance, it is now imprudent to consider
chemoprophylaxis of the work force as it has been well demonstrated to
hasten the selection of highly chloroquine resistant organisms. It is
important to note that while chemoprophylaxis was the stated policy of
the malaria control program, during the field visits of the CCCD
evaluation team, only one health facility claimed to be administering
chloroquine chemoprophylaxis to populations living in malaria areas.
This health facility was an industry run health facility (sugar
industry) where chloroquine tablets were administered to the employees
eve~y Monday morning at the start of the work week.

Recommendation:

• The policy of chemoprophylaxis of the work force should be
reassessed in light of the emergency of chloroquine resistance.

4.6.6 Passive Case Detection and Treatment of Presumptive Cases

In addition to active case detection conducted by the health
assistants, presumptive cases of malaria identified in health
facilities are to be given radical treatment doses of chloroquine while
simultaneously obtaining slides for malaria confirmation by the Manzini
Public Health Unit. The health assistants are required to pass by each
of the health facilities in their area of influence once a week to
collect all slides and to bring results of the previous week's exams.
These activities are conducted on a regular basis in the lowveld. It
is important to mention that since the 1960's, malaria activity has
been confined to the 10wveld region of the country. During field
visits, the eV31uation team discovered that presumptive and documented
malaria cases have been occurring in the middleveld region. In one of
the health facilities visited in the middleve1d, there was no health
assistant to transport slides for processing, so no cases were
confirmed. Thus, malaria does not officially exist in this region due
to the absence of slide confirmation of presumptive cases. At present
the RHMs are not participating in active case detection or in the
presumptive treatment of malaria cases.

The recommended schedule for presumptive treatment with chloroquine by
age &roup in Swaziland is presented in Table 4. During the field
visits, it was discovered that in a number of the health facilities,
the first dose of chloroquine was provided for presumptive treatment
and the patient was revisited for radical treatment once sli~~

confirmation was received.
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Table 4 Recommended Chloroquine Dosages. by Age Group.
for Presumptive Treatment. Swaziland

Number of 150 mg Tables
Periodicity Under 1 1-4 5-8 9-12 13 years
of Do~~ge YeaL-. 'iear-s Years Years and Older

1st Day 0.5 1.0 2.0 3.0 4.0

1st Day (6 hours later) 0.5 0.5 1.0 1.5 2.0

2nd Day 0.5 0.5 1.0 1.5 2.0

3rd Day 0.5 0.5 1.0 1.5 2.0

(300mg) (315mg) (7 50mg) (1125mg) (1500mg)

Recommendations:

• There is a need to improve the passive case detection activities
and confirmation activities occurring in all health facilities in
the country in order to document and follow the geographic extent
of malaria activity.

• MOH policy should ensure radical treatment of all presumptive
malaria cases immediately upon diagnosis and should discourage the
practice of partial treatment awaiting slide confirmation.

• RHHs sho~ld be included in malaria control activities as a means
of bringing chloroquine closer to the community for more rapid
identification and treatment of presumptive malaria cases.

4.6.7 Chloroquine Resistance

When cloroquine resistance was first identified in Swaziland. it was
felt to be due to the presence of refugees from Mozambique. where
chloroquine resistance had been documented for several yers. Field
visits and discussions with the personnel working in the malaria
control program revealed that chloroquine resistance is not isolated to
refugees from Mozambique but is now seen in the general population
residing in the malaria endemic regions.

During the 1985-1986 malaria season. there was an increp,se in mortality
due to malaria with 15 deaths occurring in individuals living in the
lowveld. This was in contrast to the two reported deaths in the
preceding season. An investigation of these deaths revealed that all
15 patients had slide confirmed plasmodium falcipirum infections. In
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one of the clinics in the lowveld area, there was a case fatality rate
of 11~ noted during the malaria season. A thorough evaluation of the
malaria deaths revealed that there were several cases that had not
responded clinically to chloroquine treatment.

A study to examine the extent of chloroquine resistance in the lowveld
of Swaziland was conducted during the 1984-1985 malal'ia season. The
results of this study revealed that 34~ of children with documented
malaria parasitemia had significant parasitemia seven days following
receipt of a treatment dose of 10 milligrams/kilogram body weight. A
second stage study of the efficacy of a 25 mg/kg treatment dose was
planned for the 1985-1986 season, but was not conducted.

Recommendation:

• All efforts should ~e made to ensure that the second Rtage of
testing of the chlorOquine treatment regimen is perfo~ed during
the upcoming malarial seaso~

4.6.8 ~hloroquine and Non-Chloroquine Antimalarials Distribution

Chloroquine procurement is under the responsibility of the Malaria
Control Program. Procurement orders have generally been placed upon
notification that supplies are dwindling rather than on estimates of
the population to be covered during the malaria season. Upon receipt
of chloroquine supplies, the Malaria Control Unit gives the shipment to
the CEntral Medical Stores (CMS) for distribution. The CMS is
responsible for the distribution of the chloroquine tablets to the
health assistants and to the health facilities in the country. As with
ORS packet distribution, chloroquine distribution is not decentralized
and all requests must go directly to the CMS. An inventory of current
chloroquine stocks is not kept by the malarial cjntrol 4nit.

During field visits, the CCCD evaluation team consi.stently encountered
stated difficulties by the health facilities in obtaining adequate
chloroquine supplies. Most health facilities visited claimed to have
experienced shortabes of chloroquine tablets during the preceding
twelve months and had insufficient supplies for the treatment of
presumptive malaria cases.

In 1985 the CCCD project provided 400,000 chloroquine tablets, which
over the last twelve months were distributed through the Central
Medical Stores to health facilities. As of July 1986, the entire
chloroquinl~ tablet stock had been di~~ributed, and there was brisk
demand from the health facilities for new supplies. The evaluation
team learned that the central level malaria control program had
recently requested additional chloroquine tablets from CCCD, as there
are insufficient central level supplies for distribution for the
upcoming malaria season. In 1986 4000 100ml bottles of chloroquine
syrup were purchased and arrived in June 1986. They have not been
distributed as of August 1986.
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RHKs are not presently included in the chloroquine distribution
system. Identification of presumptive cases of malaria by RHKs must be
referred to the nearest health facility or health assistant for
treatment.

Taking into account the results of the chloroquine sensitivity tests in
1984-85 and the increased number of malarial deaths in the 1985-86
season, recommendations to have non-chloroquine antimalarials available
at referral centers throughout the malaria region were made. Field
visits revealed that the only non-chloroquine antimalarial agent
available in the country is Fansidar and it was not consistently
available at the identified referral centers. One health center
visited (locat~d in the endemic area where chloroquine resistance had
been documented), was staffed with a physician and had inpatient
f&cilities but had no Fansidar tablets. Thus, this health facility,
upon identification of chloroquine resistance must evacuate the patient
to a higher level of attention for treatment.

Recommendation:

• There is a critical need to carefully review the chloroquine
throughout the country.

• There is the need for procurement and distribution of
non-chloroquine antimalarials to all designated referral centers.

4.6.9 Morbidity and Mortality Due to Malaria

As mentioned previously, the malaria control program has a separate
reporting system. The cases of malaria officially reported each year
through this system are those cases on whom plasmodium parasites have
been identified. Table 5 shows the annual number of slide confi~ed

cases and slide positivity rate for the period 1973-1985.
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Table 5 Annual ~mlaria Control program AC~lVl~les

by Number of Slides Processed and Slide Positivity Rate
Swaziland, 1973-1985
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The marked increase in both the number of confirmed cases and slide
positivity rate following cyclone Domoina in 1982 is clearly seen.

It is noteworthy to mention that information on malaria cases collected
by the central malaria control program includes age distribution of
cases. Figure 12 presents the number of malaria cases confirmed in
children under 5 years of age during the period 1981-1985.

Figure 12:

The Annual Number of Confirmed Malaria Cases
in Children Less Than 5 Years Old

Swaziland. 1981-1985
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What can be observed is a marked increase in reporting of malaria cases
in the childhood population beginning in 1984. In 1984, there were two
deaths among children under 5 years of age documented due to malaria,
and in 1985 there were three deaths. Previous analyses of malaria data
conducted by the WHO evaluation team remarked on the relative paucity
of reporting of malaria cases in the childhood population, a finding
somewhat inconsistent with other malaria endemic regions in Africa.
The marked increase in reporting of malaria cases among the childhood
population in 1984 and 1985 strongly suggests an improved renewed
recognition of malaria among this population.

Molaria is considered to be seasonal in Swaziland, with interruption of
transmission during the winter months. Reviews of laboratory results
reveal that this is no longer true as cases are confirmed in all months
of the year. Field visits revealed that clinics in the lowveld were
averaging treatment of 4-5 presumptive cases per day at the time of the
evaluation, the peak winter season.

The investigation of the increase in malaria mortality during the
1985/1986 malaria season, revealed that the majority of cases had
delayed their presentation to the health sector long after the onset of
the initial illness. This finding strongly suggests the need for a
major health education campaign to increase the population's awareness
of malaria as 8 serious problem in the country and to educate the
population on the need to seek treatment immediately upon the
appearance of malaria symptoms.

In addition because of the small size of the country and an extensive
road network, it is important to remind both the population residing in
the highveld and the health sector working in the highveld to consider
malaria as a possible diagnosis in the presence of a febrile illness.

Recommendation:

• There is the need for health education activities countrywide now
that there has been re-introduction of malaria i~to the middleveld
resion.

4.7 Health Education/Communications

4.7.1 Current Activities

Health education/communications and training and have been closely tied
together in several ways. (1) The MOH Health Education unit handles
both education/communications, and training functions. (2) Many
training sessions include modules and materials to assist the persons
being trained to carry out information/educational activities at
clinics, health centers, outpatient units of hospitals, and in the
community.
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The importance of communications and education to health development
and more specifically to the Swaziland CCCD program is evident from the
bilateral budget set forth in the Pro-Ago Included is $20,000 for
health education and $40,000 for a mass media campaign. The total
becomes considerably larger when some portion of training costs, as
well as the cost of vehicles, gasoline, and maintenance, are allocated
to HE and communications.

The CCCD project in cooperation with the AID-financed Mass Media for
Health Practices Project (KHHP) has successfully carried out a number
of health communications activities. The MMHP, active during the first
year of the project, produced a number of positive results: (1) There
was a wide awareness of the need for ORT in the community. (2) Health
workers at the clinic and Ministry level developed and continue to have
a positive attitude toward the project and, therefore, to future
attempts to conduct a coordinated educational/communications approach.
(3) Two members of the Ministry staff were well trained during the
earlier project. Unfortunately, only one remains in place to assist in
future efforts.

Radio messages, dealing with both EPI and ORT, developed with the
assistance of the Development Communications project have been
broadcast. In addition, T-shirts, flags, pins, calendars, and posters
with various EPI and ORT messages have been produced. When in the
field, the CCCD evaluation tearn questioned the clinic nurses about
the education activities. Without exception these persons thought the
activities were helpful, that the message reached mothers, and the
message encouraged mothers to come to the centers. A number of persons
thought additional materials and messages should be made available.
With regard to the radio messages it appeared that while not all homes
had radios, enough of them did to make the approach worthwhile. It was
also apparent to the team that the clinic nurses took their role as
educator very seriously.

4.1.2 Future Needs

It is almost impossible to over-state the importance of communcations
techniques and education in health development, i.e., information,
education, training and outreach for CCCD. An excellent start has been
made with ORT, but it is essential to sustain this type of
communications/education. In addition, it is essential to mount and
maintain information/educational programs for the other two components
of CCCD, namely EPI and malaria. The three components must be dealt
with simultaneously and continuously if the goals of the project are to
be met. To deal with the components consecutively not only would
require a time period longer than the life of the CCCD project, but
would result in a loss among the population of awareness of the
problems of those CCCD components not currently being considered.
Further. there is expected to be a synergilltic impact from dealing with
all three c~mponents at the same time, since the clinic or health
center is seen as a community resource with multiple purposes. An
increased understanding of the multi-facetted services should
strengthen the rationale for embarking on the long walk to the Health
Center or Clinic by the mother and her child.
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In addition. the capacity to continue the information/educational
program and the use of communication technologies in health development
after the end of the project must be developed if the project is to be
sustainable. The evaluation team has uncovered a number of indicators
of the importance of developing health communications/information and
education in all three areas. Further, some possibilities for the use
of development communications techniques have been suggested to or
developed by the team. Some of these are suggested for future
consideration.

At present the fole of the Health Education Unit (HEU) and its
relationship to the Ministry's health communications requirements needs
to be clarified. HED may require expansion if it is to become the
communications center of MOH. If it is not HEU. there will be a need
to determine what other GOS/MOH departments can assume responsibilities
for coordinating on-going programs and special campaigns for CCCD
activities.

4.7.2.1 EPI

Extending immunization coverage has proved difficult in Swaziland.
Among the possible explanations for this, two stand out: (1) a possible
conflict between the traditional beliefs and the need for immunization
and (2) the large proportion of the population that lives great
distances from the clinics. As a result of these, communications in
promoting health education assumes great importance.

Because of a possible conflict between traditional rites to protect a
newborn and immunization, it is important for CCCD to reduce the
potential for conflict with information/education in the traditional
sector. In this sector, apart from the rural population at large,
there are three interrelated target audiences possible: chiefs,
traditional healers. and rural health motivators. CCCD has made a
start with the latter two, conducting community-based workshops for
rural health motivators and traditional healers (a combined total of
638 received training in 1986). Edward Green* has suggested that
chiefs have a considerable understanding of modeL~ health concepts. He
recommends that community health committees be extended to include
women and that charging a small community fee for clinic services be
considered as a means motivating the local committees. In addition to
reducing potential conflict between traditional and modern approaches,
education at the community level ~ill result in face-to-face outreach,
felt by most providers to be a necessary adjunct to mass media
approaches.

*Green, Edward C. t Traditional Leadership, Community Participation. and
pevelopment Education: Results and Implications of Two Surveys in
Swaziland. Mbabane April 27, 1984
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There are also possibilities in the modern sector. The possibility of
working through school age children to get messages to parents about
EPI is currently being tested. Another likely focus is employers,
particularly large employers. It was suggested to the team that the
reason Hhohho region had a higher immunization thaTl other regions was
that one large employer, (Havelock Mines) required employees to present
proof periodically that their children were fully immunized.

A suggestion frequently heard, or enthusiastically responded to, was
that, as an adjunct to the development communications efforts to
motivate the mothers, some incentives be provided to mothers to
continue through the full series of immunizations. There was, however,
little agreement as to what would constitute a successful incentive.
In only one case did we learn of an incentive scheme that had been
tried. The Holiness Union Mission in Emkhuzweni had awarded a fruit
tree to mothers who attended the clinic for a full series of ten visits
for education an~ immunizations. Mothers who made it only nine times
were awarded a packet of seeds. Another clinic was in the process of
planning a baby show that would award prizes to healthy babies, with
the winners selected by an external tearn of nurses. other suggestions
for incentives included: soap, food, a picture, certificate, diploma,
etc.

4.7.2.2 ORT

Educaton, using development communications techniques, concerning ORT,
needs continuation in order to maintain the impetus generated by
earlier mass media campaigns. ORT, like immunizations, is not readily
supported by the traditional sector; traditional healers often eng~ge

in purging a child or giving enemas. Thus again, it appears important
to enlist the assistance of traditional healers, chiefs, mnd village
health motivators through HE communications techniques.

4.7.2.3 Malaria

Previous evaluation of CCCD, as well as many comments made to the team,
indicate that little education and mass comn~nications activities have
been carried out with regard to the malaria program. There are two
indicators that education is highly important: (1) Malaria is appearing
in some new areas of the country where people are unfamiliar with its
symptoms. An example was cited of a school master in the middle veld
who only tardily recognized that ten or so of his students had
malaria. As a result treatment was delayed. (2) Even in areas long
infected, treatment is often postponed.

There appears to be less conflict with the traditional sector with
re&ard to malaria treatment than with regard to EPI or ORT. However,
the physician in an industrial clinic requiring prophylactic doses for
workers observed that workers were fearful that chloroquine would cause
impotence.
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Chl~roquine could be made available at the community level if community
hea~th workers and traditional healers were able to provide it. Health
education would, of course, need to accompany the intrOduction of
chloroquine outside the clinic.

The other aspect of reduction of malaria involves control of the
vector. It does not appear that there is at present a clear picture of
the most appropriate or cost effective means to reduce the vector. The
proposed use of a consultant to clarify this issue is highly
appropriate.

4.7.3 Technical Assistance

There was a plan under discussion with the MOK, to begin later this
year to utilize an AID centrally funded Health Com project which would
use communication technologies for health education. Specifically it
was proposed that Health Corn (1) produce a series of lnass media
programs as well as graphic and training materials and (2) provide
in-service training of MOH health educators in health cowounications.

It appeared to be a highly appropriate time for CCCD to utilize Health
Corn. In order to obtain the maximum benefit f~om the presence of the
Health Com project or other services of TA in health communications it
was imperative that a clear policy be reached by the MOH on several
issues prior to the arr'iv&l of the '1'A. These issues included: tt.e role
of ORS packets versus homemade SSS solution, the possibility of local
distribution, including sale, of both packets and chloroquin~. The
presence of a Health Com advisor would provide an excellent opportunity
to begin a new venture, namely to introduce commD~cial ORS packets and
chloroquine. H~alth Com could also help plan a campaign to inform
mothers, not only of the techniqu~ of ORT, but of the availability
commercially of ineA~ensive packets that are convenient and precisely
measured, as well as the availability of chloroquine.

Recommendations:

• Recognition should be given to the importance of communications in
health development especially in view of communications strategies
in CCCD intervention areas over the last three years.

• That a multi-faceted information/education program focusing on the
~everal target a~ldiences. be undertaken. and directed toward all
three CCCD interventions.
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• That the forthcoming Health Com Project now under consideration by
the GOS be utilized by CC£D as the means to introduce the
information/educational program.*

Careful consideration should be given to the unit in the GOS to be
responsible for health communications.--!he HEU may require
expansion and signficant support if it is to become the
communications center of MOH. If not HEV, a determination i5
needed as-!.o what other GOS/MOH department(s) can assume
responsibilities for coordinating on-going pro~rarns and special
campaigns in CCCD.

• EmPhasis should be given to training in health communications
along ~lth training in other areas since it is the communication
network that disseminates much of the information needed to bring
about successful behavior change.

• Since one of two key ~10H staff involved in communications has
departed from Swaziland fQr long-term training, CCCD should
examine staffing needs in ceCD communications activities,
including management/planning capability of present staff and
staffing needs for future CCCD communications efforts.

• Efforts to strengthen regionalization (decentralization) should be
made and encouraged since regional management appears to be
essential to a successful health education/communications endeavor.

4.8 Training/Continuing Education

Tr8inin~ has ~one well in Swaziland to date. Much of it has been
carried out under other projects in earlier years. For example, the
staff nurses in Health Centers and Clinics are well trained. So there
is a good base and tradition of training in Swaziland.

CCCD training activities have also moved forward.
health care personnel expected to be trained, 9~8

was attained. In addition 40 Swazis were trained
eeCD supported trainin~ program in 1985.

In 1985 out of 1000
or 96.8~ of target
at an International

*On August 18, 1986, after the evaluation team returned to the United
States, it was informed that the GOS/USAID had postponed indefinitely
the Health Com initiative which was prop08ed for early FY 87 because
the government felt it already had a very heavy workload given its
present program in the health sector, especially with the USAID/PHC
project just getting under way. However, the team continues to feel
that it is important for the MOH to have help in this area.
Consideration should be given to reinstating the request for technical
assistance under Health Com as soon as .feasible. In the interim short
term TA might be envisaged.
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In CY 1985 over 600 rural health motivators and traditional healers
attended EPI courses. Ten three-day EPI workshops for nurses and
nursing assistants were held for nurses and nursing assistants;
80 health workers were trained in two five-day malaria control refresher
courses; CCCD sponsored 26 Swazis for training in CCCD international
workshops. With the assistance of the KHHP project, CCCD conducted a
symposium on diarrheal diseases.

So far almost all of the training activities have been financed by
donors, although the Project Agreement calls for GOS participation in
the training costs. To assure sustainability of the ilnportant aspect
of the PHC/CCCD p~ogram, a budget line item should be opened up for
training activities even if it is modest at the outset.

While it was not pos6ible to do a representative sample, the team,
based on its field visits and talks with many Swazis who participated
in CCCD training activities, believes that the training has been of
good quality and effective in meeting training needs.

~ith the above background in mind and based on extensive talks with MOli
staff, tried workers and donors, PVOs etc., the following training
areas were examined:

• MANAGEMENT TRAINING

While past CCCD training has emphasized the technical aspects of
the program,it has not dealt with generic management skills needed
for upper and top level management. Many of those interviewed
felt that management training was a critical need in Swaziland,
and more specifically in connection with the CCCD project. Upper
level management at the national, regional and clinic level in
most cases has had little or no training in time management,
setting priorities, working out schedules, accounting/budgeting,
personnel, etc. (The MLM (mid-level management) EPI course in
1985 tended to focus on technical aspects of EPI, and specific
operational problems.)

• RHM TRAINING

One of the succe6sful and interesting training programs, is the
Rural Health Motivator (RHK) program to which UNICEF is the
principal donor. This program has as its purpose the promoting of
healthy living through: nutrition, mother and child care,
environmental sanitation, personal hygiene, mental health,
vaccination, first aid, adult literacy and home economics. A
three-month training program is provided for each RHM. The goal
is to have one RHM for each 40-50 homesteads. Training pl&ns c~ll

for 50 RHMs to be trained for each of the 40 Tinkhun(11a
(traditional sector counties), or a total of 2000. So far about
1000 RHMs or 50~ have been trained. The balance is expected to
complete training between now and 1989. As indicated above, the
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CCCO project has participated financially with UNICEF in some of
the training segments dealing with EPI, and ORT. While the
preparatory trai~lng now underway is adequately financed, there is
a need to provide financing for continuing ed~cation of the RHMs
already trained. Well trained (motivated) RHMs are essential to
increasing EPI coverage rates, promoting the use of ORT, malaria
prevention, and other communicable diseases such as TB.

• HIS UTILIZATION

Information gathered by the HIS in Swaziland has the potential to
become a valuable management t~01 f~r those in the MOH, RHHTs, and
Clinics. However, training will be needed in the use of this
information as a management tool.

• ORT TRAINING

As part of the decentralization, a core training group of two
trainers per region is being established for ORT which would
assist the Hes and Clinics in carrying out their ORT training of
RHHs. Training of trainers will be carried out at the government
hospital in Mbabane where a demonstration ORT unit is being
established.

• FIVE YEAR PLAN ORIENTATIONS

Once the five year plans for EPI, COD and Malaria are drafted and
approved by the MOH, refresher/continuing education courses should
be developed for the nursing/nursing assistant staff bringing them
up to date on the changes and improvements proposed.

In the light of the above, the following training recommendations are
made:

• Generic management training should be provided to upper-level
managers at national, regional, clinic levels.

• CCCD should continue its support of training of RHMs and encourage
continuing education for those RHMs already trained.

• A course should be given in the use of HIS information as a
management tool at the national, regional and clinic level.

• A core group of trainers (two in each region) should be
established in each region to train nurses and nurses assistants
in all CCCD interventions.

• Once the five year plans now being drafted in EPI. CDD, and
K~larla ar~ OQmslat~d and aSPtQy~d! continying education courses
about them should be organized on program norms and technologies
to bring the national, regional and clinic level health
professionals up to date.
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• The MOHshould add a line item for. training in its next budget so,S to Q~sure that training will c~ntinue in the future as an
essential Ministry activity.

5.0 Program Costs

5.1 Purpose of Cost Estimates

Cost studies must necessarily be carried out in terms of the use to
which they will be put. Presumably, in the present instance, the major
purposes of cost information are (1) to assist in the determination of
the sustainability of a project, and (2) to suggest a basis for an
auto-financing program.

5.2 CCCD Costs

We assume any effort to examine sustainability of the eeeD project must
consider two time periods. The first, which we call the short run,
presumes the completion of the CCCD while many donors remain involved
in the field of primary health care. Such donors include UNICEF and
Save the Children, as providers of vaccines, as well as WHO and
others. The USAID Primary Health Care project, scheduled to continue
past the end of CCCD, is a150 a factor in the short run. The sacond
time period, termed the long run, presumes the withdrawal of virtually
all donors from the field of primary health care. The short and the
long run are limiting cases with the short run representing a minimum
cost for the GaS to sustain while the long run represents a total cost
of sustaining CCCD activities.

5.2.1 Short Run CCCD Costs

For the two major purposes suggested above, the goal is to define costs
necessary to sustain EPI, COD, and malarial control that would have to
be borne by the GaS in the short run. The appropriate cost to consider
in the short run is the marginal cost or the additional cost of
providing the services, given that many costs, such as t~lat of nurses
in health centers, would be borne in the absence of a CCCD program.
One possible way of estimating the cost of susts.ining cceD activities
in the short run is to sum the fourth year' expenditures by both CCCD
and GOS that are set forth in the Project Agreement, elirninatin~ costs
that are likely to be picked up by another donor.

The Project Agreement (see Table 6) indicates a fourth year bilateral
obligation of $46.7 thousand.
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Table 6: Summar> of USAID Bilateral Inputs in CCCD Project
(Thousands of U.S. Dollars)

Local Training 50.0 50.0 50.0 150.0

Vaccination Supplies

Cold-Chain Equipment

Ch.loroquine

Vehicles

Gasoline/Maintenance

Other Equipment

Health Education

AED Mass Media

15.5

18.0

10.0

147.0

18.0

15.0

10.0

40.0

5.0

16.0

10.0

4.5 5.0 29.0

34.0

10.0

132.0

16.0

15.0

20.0

40.0

Health Information System 20.0 20.0 40.0

Operational Research

Other

Contingency

TOTAL

Source: Project Agreement, 06/28/84.
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20.0 20.0

15.5 6.5

49.7 32.1

428.7 138.6

5.0

7.5

22.0

89.0

5.0 50.0

9.5 39.0

7.2 111.0

46.7 703.0



If it is assumed that donors would be likely in the short run to pay
for vaccination supplies and operational research, the amount is
reduced to $36.7 thousand. The GOS obligation for the same year is
$111.9 thousand (see Table 7).

Table 7: GOS Inputs to CCCD Program Specified
in the Project Agreement ($OOO's)

1984 1985 1986 1987 LOP

Vaccine Supplies 11.3 14.0 16.0 18.0 59.3

Gasoline, Repairs, Maintenance 17.0 19.0 20.0 56.0

Oral Rehydration Salts 39.0 44.0 83.0

Chloroquine 11.0 12.0 13.0 36.0

Others and Miscellaneous 8.0 10.0 12.0 14.9 44.9

TOTAL 19.3 52.0 98.0 109.9 279.2

Source: Project Agreement, E-/28/84.

Reducing this by the allocationz for vaccination supplies, oral
rehydration salts, and chloroquine (again assuming that donors would
pay for these items) results in a figure of $34.9 thousand. The sum of
the two is then $71.6 thousann or E184 thousand or 8.7 percent of the
recurrent budget for preventive care proposed for the 1986/87 KOH
budget. This is a minimal figure and includes neither salaries fo~

administrators in the MOH and providers in the local clinics and health
centers nor any amount for training and education. Thus, this cost
figure is posited on the undprstanding that government positions of
people involved in CCCD activities would continue intact. If, as seems
realistic, the $50 thousand for local training shown in the bilateral
budget for the previous three years is added to the above figure, the
amount becomes $131.6 thousand or E309 thousand, 14.6 percent of the
recurrent budget for preventive care. This estimate should be
understood as a minimum cost of sustaining CCCD activities.

An alternative cost estimate is available from Robertson and Qualls
study of the cost of the CCCD project in Swaziland in 1984-85. They
estimated an average cost figure for total and individual CCCD
activities based on expenditures by CCCD, MKHP, UNICEF, and the
Government of Swaziland for EPI, ORT and malaria (see Table 8).
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T.able 8: Summary of Costs for CCCD and its Components,
during study Perioj, July 1984 to March 1985

Central Level

QRT Malaria Full CeCD

CCCD National Office

MMHP National Project

UNICEF National

Nr..·.ional Malaria :'-.lit
(includes Chloroquine)

C~ntral stores
(includes ORS)

Central Vaccine store
(includes vaccin&s)

SUBTO'l'AL

Site-Specific Cost~

31.5

42.8

84.5

158.8

28.0

191. 7

17.8

237.5

24.3

90.1

114.5

83.8

191.7

42.8

90.1

17.8

b4.5

510.8

Unique HOGpitals and Centers

Othe~ Hospitals and
Associated Centers

Hospitals/Centers

Clinics

SUBtOTAL Site-Specific Costs

TOTAL

(in Dollars)*

* ExchanEe Rate US$0,41 = El.75

120.6 82.4

52.8 2L 8

13:2.1 105.5

257.7 205.2

563.2 417.9

721.9 655.4

412.5 374.5

10.3

46.2

97.8

169.4

283.9

162.2

213.4

92.7

283.1

560.6

1,150.4

1,661.2

949.3

Source: Robertson and Qualls, Cost of Combatting Comm~nicable Disease
1.Q.CCD). Project in Swaziland 1984·-85, September 1985 ..
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Since they considered all spending ipcluding wages and salaries and an
allocation of capital spending, th2ir result is not only considerably
larger than the above marginal cost estimate, but it is more
appropriate for use in looking at long run susta 4.nability.
Nevertheless, it is possible to adjust their data in order to obtain an
approximation of £hort run costs. When these adjustments are made, the
nine month cost is E979.800 (about $392,000) or the annual cost
E1306,OOO ($522,000) (see Table 9). This estimate, a~ upper extr~me,

i~ more than five times the marginal estimate. Possible explanations
for the high costs found by Robertson and Qualls are explored in the
following section.

Table 9: Adjustm~nts to the Robertson and Qualls
Estimates in the Short Run

Personnel

Supplies and Miscellaneous

Vaccines

Other Medicaments

Equipment

Building

Transporta Hon:
Capital and Operating

Subsistence

T~aining

Local Costs

TOTAL COST

Total Cost
(000'5 E)

283.1

43.8

41. 7

20.0

3.9

17.6

46.0

3.0

51.5

1,150.4

1,661.2

Adjusted
Total Cost

283.1

43.8

23.0*

3.0

51.5

575.2*

979.6

*Adjusted to be 50 percent of original figure. This is an arbitrary
adjustment in the cese of vehicles: in the case of local costs,
Robertson and Qualls suggested that personnel costs were about 50
p~rcent of total costs.

SOURCE: Robertson and Qualls, Swaziland, September, 1985
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5.2.2

,

Long Run ceCD Costs

Total costs are even more difficult to estimate in t~e long run than in
the short run. Two estimates. one from the Project Agreement a~d one
based on Robertson and Qualls. are again suggested.

The total Project Agreement budget. bilateral and GOS. indicates a
total cost of $982 or an average annual cost of $245 thousand. This.
in turn. is E612 thousand. This figure. however. overstates costs ~n

two grounds. (1) Capital equipment lasts longer than four years. and
(2) some costs. particularly in the first year. represent start-up
costs. However. other capital costs of facilities and wages and
salaries in the MOH are not included. Thus. thi~ estimate is a low
estimate of long run costs.

The Robertson and Qualls estimate ~f a total nine-month cost of
El,661.2 (about $664,000) when adjusted for a twelve month period ~~kes

an annual cost of E2,214.9 (about $886,000). This very large figure is
ltItn"tl tht:m thtl tot.al pl'eventive care budget proposed by (.he MOH for
1986i87.

Since the em}loyment of the Robertson and Qualls dat~ produce such
iarge estimates of the cost of sustainability. it is useful
to explore them further. For this purpose. it is useful to consider
average costs per intervention. For Swaziland. Robertson and Qualls
determine1 the average cost for single immunizations, for a fully
immunized child. and for each reported case of malaria. They found the
average cost per immunization to be E4.52 ($2.58) while that per fully
immunized child was E88.59 ($50.57). The cost pet· outpatient treatment
of diarrheal disease was EIO.98 ($6.27) and per tested case of malaria
was E1S.44 ($8.82) (see Table 10). (IE=$0.57)

Table 10: National Average Costs in Swaziland, 1984-85:
by Component of eCCD Project

Total Cost Quantity~ Average Cost

EPI

ORT

Malaria

E 721,948

436.906

283.884

159.826

39.774

18.386

E 4.52

10.98

15.44

*Services Performed (7/84-3/85)
Source: Robertson and Qualls. Swaziland, September 1985
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These estimates are higher than expected. They are, ind~ed, higher
than those in Malawi fot' EPI(37)*. Using the same methodology,
Robertson found the average cost per immunization in Malawi to be Kl.52
($0.99). less than 40 percent of the Swaziland cost.

If it is assumed that there is no etatistical artifact explaining the
EPI cost differential between Swaziland and Malawi, then other
explanations need to be considered, such as:

(1) Costs may te high because of diseconomies of scale resulting
from small clinics.

(2) There may be sizeable and costly outreach needed to get
mothers to clinic because of the high time cost of travel.
Swaziland has not only a high pe~centage of the population in
rural areas (80~), but homesteads are widely dispersed.

(3) T~ere may be some inefficiencies of distribution. Robertson
and Qualls found sizeable differences in costs across facilities
that warrant further investigation.

(4) There is the possibility that Swaziland is on the high, but
declining, range of the average cos~ curve with respect to
praportion of pop~lation covered. For example, it is unlikely
that the average cost of immunization is identical in the
following three cases: (a) 25 percent of the eligible population
is immunized; (b) 50 percent is immunized; and (c) 75 percent is
immunized. Fixed costs would be the same in all three cases;
therefore average fixed costs would decline as the coverage
increased. However, average variable costs are likely to be lower
at 50 percent than at 25 percent because of economics of scale.
Yet, when 75 percent of the population has been immunized, the
remaining share of the population is more difficult, and thereby
more costly, to reach.

(5) Costs may be high because of the potentially high costs of the
campaign approach to EPI in Swaziland. Not only is it inherently
expensive to transport a provider t~am and vaccines to a totally
new location, but wastage due to immunization of over-age children
is likely to be high. In addition, t'\e mother has not learned
where, on a re~ular basis, she may seek aid for herself and her
child.

(6) Wastage of vaccine was higher in Swaziland than in Malawi.
Defining the wastage factor as the quantity of vaccine divided by
the number of immunizations, Robertson found the wastage factor
for BCG in Malawi to be 1.84 in contrast to 2.68 for Swaziland
(see Table 11).

*Number 37 is the reference number of the document listed in Annex II,
Documents Consulted
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Table 11: Vaccine Wastage Factor* in Malawi and Swaziland

Malawi Swaziland

BeG 1.84 2.68

DPT 1.66 2.24

Polio 1.45 2.45

Measles 1.22 2.75

TT n.a. 3.32

* Wastage Factor defined as (quantity of vaccine)/(number of
immunizations).

Source: Malawi: Robertson, and Swaziland: Robertson and Qualls.

(7) Finally, the Robertson and Qualls study was carried out during
the first nine months of the CCCD project, a time when start-up
costs were high.

Recommendation:

• Costs of CCCD services warrant further investiRation. It may be
that some costs have already fallen. and it may be that steps can
be taken to reduce other costs.

5.3 Cost-Benefit Analysis

One should not conclude from the above discussion that preventive care
in Swaziland is more expensive than curative services. It has long
been established that immunizations are a c:ost effective means of
providing health care. The cost of an immunization is small relative
to the cost of caring for a sick child. Sin\ilarl~; it is considerably
less expensive to treat a child with ORS than to deal with a severely
dehydrated child in the hospital. ORT has the additional advantage
that even outpatient visits will be reduced when mothers are training
in its use. The costs of immunization cited above compare favorably
with costs that are associated with sick children. For example, the
cost of visits to a hospital outpatient department at government
clinics in 1982 ranged from E4.1 to E17.8, while it was E8.4 and E9.1
at Good Shepher6 and RFM respectively (Stevens). The cost of a single
day of hospital care in 1982 ranged from E12.0 to E17.
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It is likely that the wastage factor in Swaziland has increased since
the time of the cost study (July 1984 to March 1985). Policy changes
subsequent to that time period have encouraged daily immunization
resulting in the opening of a vial for a single patient. While
reducing wastage is always desirable, certain types of wastage, i.e.
opening a vial for a patient unlikely to return to the clini~, may well
be cost-effective. Current policy in Swaziland is to immunize a child
whenever that child appears at the clinic when an immunization is
appropriate. Thus, a child brought to the clinic for curative care
should ~~ vaccinated in the absence of a high fever o~ other
contraindications. This policy increases the likelihood of throwing
out vaccine. However, when the cost of a vial of vaccine is compared
with the cost of curative care, it is clear that this policy is cost
beneficial (see Table 12).

Table 12: Price of Immunizations

Immunization Number of Doses Price

BCG 20 $1.30

OPT 20 .65

Polio 20 .56

Measles 10 1.20

Source: Nelson, J. (TO for Swaziland and Lesotho) July 1986

There is an additional factor that needs to be considered in assessing
the effectiveness of CCCD interventions. In a country, such as
Swaziland, seeking to reduce the growth of population, high infant and
child mortality are counterproductive. The fertility rate appears to
be related to the mortality rate in that families seek to insure that
they will have a strong probability of having a given number of
children survive.

A recent study, based on data from Lesotho, provides additional support
for the cost-beneficial character of the cceD program. In his study,
which focuses on malnutrition in Lesotho, Dr. Julius Tolboom* shows the
relationship between sever protein unergy malnutrition (PEM) and
diarrhea* (see Tables 13 and 14).

*Note: Dr. Julius Tolboom, is a medical doctor who spent several
years in residence at the Queen Elizabeth II hosp~tal in
Maseru. Lesotho in the Maternal Child Health Unit. His study
covers the period 1984-1985.
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Table 13: Gastroenteritis and Giardia in Infants and Children
with Sever~ PE". During the First Two Weeks of

Admission

TyPe of PEM

Marasmus (n=80)

Marasmic kwashiorkor (n=31)

Kwashiorkor (n=107)

TOTAL (n=218)

GE Giardia

41 ~ 26 ~

39 ,. 23 ~

53 % 31 ~

4 7 ~ 28 'X.

Source: Tolboom, Julius J. M., Aspects of Infant and Childhood
Nutrition in Lesotho, p. 17, N.D. (1986), Maseru, Lesotho

Table 14: Admission to the Children'r Medical Ward,
Queen Elizabeth II HosEital, Maseru, 1981/84

Percenta~e

~ause Admitted

Acute ~asterop-nteritis (GE)

Lower respiratory tract infection (LRTI)

Severe protein ener~y malnutrition (PEM)

20.0 '"

17.5 '"

9.0 '"

Note: 85 percent of children admitted were below 5 years of a~e.

Source: Tolboom, Julius J. M., Aspects of Infant and Child Nutrition
in Lesotho, n.d., (1986), Maseru, Lesotho.

(Measles is also implicated, but less clearly than diarrnea.) Not only
did PEM appear more likely to occur in children with diarrhea than
othe~ise, but, in addition, the presence of diarrhea with PEM appeared
to be associated with death of the child. In addition, hospital stays
for such children were exceptionally long. Tolboom's first
recommendation was "to encoura~e early treatment of acute GE at horne
with oral rehydration " and his third was to "stimulate the use of
health facilities for imrnunization".
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6.0 Financing

6.1 Health Policy

The Fourth National Development Plan issued in July 1983 set forth. in
the section on the Ministry of Health. a number of positions relevant for
primary care. in general. and CCCD activities. in part.icular. One of the
objectives wao "to reduce infant and child mortality and morbidity with
special emphasis on diarrheal diseases. malnutrition. and diseases
pr,!v~ntable by immunization." Four strategy t:omponents were cited:
(1) equitable access to health services. (2) manpower training and
development. (3) ~oQrdination and integration of services, and
(4) decentralization and community participation.

At the same time a statement, National Health Policy, was issued. Its
message was similar to that of the Development Plan: the "core" of policy
is primary health care with emphasis on the prevention of disease.

For the most part, Swa~iland has moved in the direction suggested by the
above two documents. Nevert.heless, as discussed below. the bulk of the
MOH bu~get is devoted to curative care.

6.2 Overall Health Sector Financing

Two general observations r~garding financing of health care in Swaziland
are appropriate. (1) Ther~ are a number of important participants
including the MOH. other governmental agencies, industry. various
international donors and missions. (2) Primary health care has assumed
an important, but by no means dominant role, in the context of health
care.

In a survey (Gilson)14* examlnlng a wide range of health care
expenditures in 1984/85, total expenditures, recurrent and capital, were
just over E49.1 million. Recurrent spending was 84.7 percent of the
total and capital spending 15.3 percent. This expenditure survey
include~ water and sanitation activities, traditional healers, other
private sector services, the MOH, and other government agencies. Defined
in this manner. health spending was 6.3 percent of GDP.

The role of various participants in recurrent spending in the health
sector was indicated by the survey. The largest source of funds was
direct payments accounting fer 32.4 percent of the total (see Table 15).

*Number refers to placement of reference listed in "Documents Consulted",
Annex II
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Table 15: Recurrent Health Expenditures, 1984/85
(Thousands of Emalangeni)

Amount Percent

Ministry of Health 12,860 30.2

Other Ministries 2,941 6.9

Other State Bodies 18C: 0.4

Missions 133 0.3

Industry 2,448 5.7

NGOs 77 0.2

Direct Payments 13,803 32.4

Insurance 1,260 3.0

Self Help 27 0.1

Foreign Aid, Off ieial 7,002 16.4

Foreign Aid, Private 1,875 4.4

'fOTAL 42,606 100.0

Source: Gilson, Lucy J. Swaziland: Health Sector Financing and
Expenditure Survey, 1984/8~. Mbabane, March 1986.

The MOH was the second source of funds, accounting for 30.2 percent.
The role of ffiLssions appeared smaller than expected, 0.3 percent,
because they administer funds not provided by them. Within recurrent
expenditures those for primar~ health care (curative and pr~ventive)

reflected 54.9 percent of the total or E36 per capita. For preventive
care, the p~r capita figure falls to E12.

When recurrent expendltures for primary health core are considered in
the expenditure (')rvey, the role of foreign aid increases to 24.5
percent and the MO~ role declines to 18.4 percent (see Table 16).
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Table 16: Primary Health Care Recurrent Expenditures. 1984/85
(Thousands of Emalangeni)

Amount Percent

Ministry of Health 4.254 18.2

Other Ministries 1.539 6.6

Other state Bodies 82 0.4

Missions 35 0.1

Industry 1,473 6.3

NGOs 50 002

Direct Payments 9,529 40.7

Insurance 683 2.9

Self Help 27 0.1

Foreign Aid, Of f ieial 4,297 18.4

Foreign Aid, Private 1,433 6.1

TOTAL 23,403 100.0

Sour.ce: Gilson, Lucy J. Swaziland: Health Sector Financing and
Expenditure Survey, 1984/85. Mbabane, March 1986.
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Current budget plans indicate the plans for the health sector defined
somewhat more nerrowly than in the above survey. Out of total
recurrent spending by government, health spending represents 7.0 percent
(see Table 17). When capital 5Fending is included along with recurrent
spending, health becomes a slightly larger share, 9 percent, of the
total because of a sizeable donor contribution to capital spending in
the health sector.

Table 17: Summary of Estimated Expenditure. GOS. 1986-87
(Thousands of Emalangeni)

Recurrent
Capital

Government Other Total

Statutory Expenditure
Parliament. Cabinet
Planning and Statistics
Police
Tinkhundla
Foreign Affairs
Defense and Youth
Agriculture. Cooperatives
Commerce. Industry
Geological Survey. Mines
Education
Finance. Audit
treasury, Stores
Tax: Income. Customs
Labor. Public Service
Health
Justice
Prisons
Interior. Resources
Treasury. King, Ombudsman
Works. Communications
Central Transfe~s

Appropriated Expenditure
TOTAL EXPENDITURE

49.772
1.336
1.214

10.761
2,486
6,341

12.698
13.082

1,554
1,208

49.863
916

2.445
1.578
5,223

16.196
2.078
5.699

10,166
2,678

10,247
23,053

180,822
230,594

210
634

1,091

346
266
756

2,465

3,049

,75

745
1,597

44
1,506
2.925

300
9.486
7,000

32,700
32.700

233

3.354
500

4,507

11,590

3.003

36.266

59.453
59.453

49.772
1,546
2,081

11,857
2,486
6,687

12,964
17.192

4,519
1,208

57,419
916

2,720
1,578
5,968

29,383
2,122
7,205

16,094
2,678

55,999
30.053

272.975
322.747

Source: Estimates for the Year from 1/1/86 to 3113/87. GOS.
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Within the pLoposed MOH budget fOL 19B6/87, the centLal administLation
accounts fOL 10.8 percent of the total, cULative caLe 73.6 peLcent, and
preventive caLe 13.1 peLcent of the total (see Table 18).

Table 18: Summary ExpendituLe Estimates for Health
(Thousand~ of Emalangeni)

Capital
Recul"rent Government Qthet;: Total

Minister 78 78

MinistLY AdministLation 1,S69 18 1,669

Medical SUPPOLt SeLvlces 410 410

Preventive Medir.ine 2,120 15 2,135

Curative Medicine 11,919 1,564 11,590 25,073

TOTAL 16,196 1,597 11,590 29,383

SOULce: Estimates fOL the YeaL fLom 1st ApLil 1986 to 31st KaLch 1987,
the Gove~ent of Swaziland.

The share set fOL curative caLe for 1986/87 is slightly higher than the
shaLe estimated fOL curative care in 1985/86 (72.7 pSLcent) and the
shaLe in provisional figuLes fOL 1984/85 (71.2 peLC€nt) (see Table 19).

Table 19: SUmrnaLY Recurrent Expenditure Estimates, Health
(Thousands of Emalangeni)

1984/85 1985/86 1986/87
Provisional Estimates Estimates

MinisteL 80 70 78
Ministry AdministLation 2,094 1,402 1,669
Medical Support SeLvices 114 .. .54 410
Preventive Medicine 1,468 2,166 2,120
Curative Medicine 9,284 10,883 11,919

TOTAL 13,040 14,975 16,196

Curative as Percent of Total 71.2 72.7 73.6

Source: Estimates for the Year from 1st April 1986 to 31st March 1987,
The Government of Swaziland.
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6.3

6.3.1

CCCD Financing

CCCD in Comparison with Other Health Sector Spending

The CCCD project budget, with a life of project total budget of $982.2
thousand (bilateral project inputs plus COS inputs) or an average
annual budget of $245 thousand, can be compared with the MOH budget
(see Tables 6 and 7). It represents 3.8 percent of the total Ministry
budget or almost 29 percent of the bvdget for prevep-tive medicine.
(The conversion rate employed is 2.50.) If, instead of the $245
thousand figure, the estimated costs for the fourth year of the
project, e.g. $156 thousand, are compared with other health care
expenditures, the relative role of CCCD spending declines.

6.3.2 Actual CCCD Spendint Relative to the Pro-Ag

Of the total amount of the AID bilateral grant of $703,000 for CCCD,
the Pro-Ag indicated declining annual budgets (see Table 6). Spending
for the first year was specified at $428,700. Consider~bly less t~an

this amount has been disbursed to date. As of July 1986 $309,828, or
44 percent of the total, had been committed and $122,216, or 17 percent
of the total, had been disbursed (see Table 20).
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Table 20: pCCD Project Spending: Commitment, Disbursal and ~ipeline

(in U.S. $s)

Committed Disbursed Unli~idated Pipeline

.'S WS

Local Purchase

Vehicles

Computer

Supplies

Compute~ Software

Equipment, Materials

Equipment, Materials

Macinkers

Software

Software

Software

Subtotal

Mass Media

KMHF

Traditional

Mid-Managers WS

In-country

Radio Workshop

Subtotal (e:"em)

Budget Allowance

Total

PSC: Matthews

PSC: Matthews

PROJECT TOTAL

10,000

120,000

25~OOO

9,375

2,000

19,412

6,436

144

795

175

100

234,153

10,123

28,900

1,213

b,939

28,OOe

500

75,675

309,828

6,615

5,500

321,943

4,371

20,031

8,775

17,6C5

144

635

175

88,629

10,123

9,210

1,213

6,939

5,741

361

33,587

122,216

4,987

1,957

129,160

5,629

120,00",

4,967

660

2,000

1,807

6,436

HO

100

145,524

19,690

22,259

139

42,088

187,612

1,628

3,543

192,783

5,62~

120,000

4,967

000

2,000

1,807

6,436

160

100

145,524

19,690

22,259

139

42,OeS

187,612

1,628

~ ,543

192,783

Source: Evaluation Te~m from USAID sources, July 1986
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One reason that disbursements are relatively low is that up to the
pre~ent there h~s been no disbursement for vehicles even though they
arrived several months ago. which amount to $147.000 in the Pro-Ag. of
which $120.000 has been committed. The reason for the delay is the
failure of the eTA to request payment as a result of a project vehicle
bein~ misassigned. While spending is somewhat behind the Pro-Ag
schedule. it appe~rs roughly appropriate with where the Project stands
at. the present time.

Regional spending according to the ?ro-Ag is to be $419.000 (see Table
21). Spending appears to be in line with bilateral spending. The
major items are a full time Technical Officer and a full time
Administrative Assistant. beth of which are now in place.
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Table 21: Regional Funding for CCCD, Swaziland

Short-·te~ training of 12 national nurse supervisors in
planning and management related to CCCD activLties

Short-te~ training of 8 district nurses in mid-level
planning and managetnent of CeCD-related activities

Short-te~ training of 2 assistant national coordinators
in planning and management related to CCCD activities

Short-te~ training of 2 cold-chain repair technicians

Consultant services of regional medical epidemiologist
in improving EPI surveillance activities and assisting
in EPI-related operational research

Short-te~ training of 2 assistant national CCCD
coordinators in planning and management of
CCCD-related activities

Consultant servic~s of regional medical epidemiologist
in improving CCCD ~urveillance and promoting the use
of oral rehydration

Short-term trainin~ of 2 assistant national coordinators
in planning and management related to CCCD activities

Short-te~ training of 8 malaria assistant supervisors in
mid-level planning and management related to CCCD activities

Consultant services of regional medical epidemiologist
to assist in malaria activities

Short-te~ tra\ning of 2 assistant managers and 4 district
health educators in mid-level planning and management
related to CCCD activities

Consultant services of a video-recording technician
to train a national technician from the Swaziland
Institute of Health Sciences

Consultant services of long·-te~ regional medical
epidemiologist in improving health inforrr~tion and
nutrition surveillance

- lO~ -

$ 12,000

8,000

2,000

2,000

10,000

2,000

15,000

2,000

G,OOO

10,000

6,000

5,000

15,000



Table 21: Regional Funding for CCCD. Swaziland

Consultant services of a long-term regional medical
epidemiologist in carrying out operational research

Consultation services of a long-term (four years) Technical
Officer located in Lesotho at an approximate ratio of 33~

Swaziland, 66~ Lesotho

Support for annual CCCD project evaluation

support for other technical consultive services

Services of a long-term (four years) Administrative
Assistant based in Swaziland

Source: Pro-Ag, 06/28/84
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The obli~ations of the GOS under CCCO increase annually over the four
years of the Project (see Table 7). Persons in the MOH responsible for
budgeting appear to be unaware of a GOS obligation under CCCO. As a
result, expend\tures that might be understood as reflecting a portion
of the obligation have not been separated from the budget as a Whole.
Major portions of the GOS budget, almost 64 percent of the total, are
for vaccine supplies, ORS, and chloroquine, which heretofore have been
contributed by donors. The GOS has been paying for transportation
costs: gasoline, repairs, and main~enance.

6.4 Financial Capacity to Sustain the CCCD Program

In considering the financial capacity of the GOS to sustain the CCCO
interventions, the following issues are considered: (1) the overall
economy, which affects both the potential of individuals to pay for
services and the potential of the GOS to generate general tax revenue,
(2) the potential for increasing revenues from health services,
(3) the potential for reducing cost, and (4) conclusions on the
question of financial sustainability.

6.4.1 The Economy

The economy of Swaziland experienced a real growth rate of aggregate
GOP of 3.1 percent between 1980 and 1983 (see Table 22). However, the
population grew at a faster rate so that per capita growth over the
period was negative. Sectors performing well over the period were
agriculture on individual tenure farms, manufacturing, and forestry.
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Table 22: Gross Domestic Product by Sector of Origin. 1980/83
(Millions of Constant (1980) Emalangeni)

Agriculture

On SNL

On ITF

Other

Forestry

Mining (excluding iron)

Manufacturing

Construction

Wholesale. Retail. Hotels,
Restaurants

Transport. Communication6

Banking. Insurance,
Real Estate

Owner Occupied Dwellings

Government Services

Other

TOTAL GDP AT FACTOR COST

GDP PER CAPITA (E)

88.2

15.0

52.5

20.7

5.3

14.1

79.6

16.2

35.6

20.5

23.6

15.6

61.1

5.9

365.9

652

98.8

15.5

61.0

22.3

5.7

14.6

88.4

18.7

35.0

21. 4

26.2

15.8

66.1

5.4

396 .1

684

94.6

8.6

63.8

22.1

5.9

12.8

93.0

18.9

40.6

21. 4

26.4

16.0

71. 5

6.8

407.9

680

1983

95.3

4.6

65.0

25.6

6.2

10.7

94.0

17.4

35.8

22.2

26.3

16.0

69.8

6.8

400.5

646

Average
Annual
Growth

Rate

2.6

-32.5

7.4

7.4

5.1

-8.7

5.7

2.5

0.1

2.6

3.6

1.0

4.5

4.8

3.1

-0.3

NOTES: * Provisional
** Includes electricity, water. conanunity. social. and

personal services

SNL Swazi Nation Land
ITF Individual Tenure Farms

Source: Economic Review and Outlook, Prime Ministers Office,
Department of Economic Planning and Statistics, 1986
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There is some evidence, though hard data are as yet unavailable, that
the economy has strengthened in recent years (Cohen, April 1986). New
firms have entered the economy. Inflation is lower in Swaziland than
in the RSA and the Swazi local currency has been "de linked" from the
Rand. In 1985 migrant labor earned E105.7 million, an increase of over
E40 million from the previous year (Central Bank of Swaziland, Annual
Report. 1986, Mbabane, Swaziland). Despite these improvements the
economy is heavily dependent on RSA and, therefore, continues to be
vulnerable.

6.4.2 Government Revenues and Expenditures

Government revenues have risen consistently sinc~ 1981/1982 (see Table
23). The largest share of revenue, 58 percent in 1985/86, is derived
from the Customs Union. However, in 1984/85 a new source of revenue,
the sales tax, was added. This tax became fully effective the
following year when it was almost 8 percent of the total revenues.
Expenditures, however, grew more rapidly than revenues so that the
government has been in a deficit since 1981/82.

Table 23: Government Revenue, 1980/81--1985/86
(Millions of Emalangeni)

1980 1981 1982 1983 1984 1985*

Customs Union 86.9 62.7 117.6 120.7 130.4 136.6

Sugar Export Levy 13 .4 12.3 1.4

Company Tax 15.7 18,0 18.4 17.2 21.0 24.3

Personal Income and
Graded Tax 17.1 20.1 20.2 22.8 26.6 28.6

Sales Tax 4.4 13.5

Other Revenue, Grants 30.2 21.1 24.5 24.6 30.9 31.9

TOTAL 163.3 134.2 182.1 185.3 213.3 234.9

Surplus/Deficit 21.1 -48.0 -17.3 -19.8 -10.8 -32.0

Net External Financing 6.2 6.3 0.8 4.2 -8.4 9.1

Net Domestic Financing -27.3 41. 7 16.5 15.7 19.2 22.9

* All years are fiscal years, i.e. 1980 is 1980/81, 1981 is 1981/82,
etc,

Sour~e: Economic Outlook and Review, 1986
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6.4.3

,

Self-Financing of Health Care

The large share of direct patient payments in total health spending has
already been noted. The amount of this payment in the survey period
was E9.5 million, of which El.2 million went to health care facilities
(hospitals, health centers, and clinics), E3.1 million to private
practitioners, including dentists, and pharmacies, and E2.B million to
traditional healers (Gilson). Clearly ~ tradition of private payment
for health services is well established.

A uniform pay schedule for health facilities was adopted 1 October,
1984 that instituted a charge of El for outpatient care as well as for
8 hospital day. This reflected an increase for government facilities
and a decrease for mission facilities. Initially the outpatient fee
applied to immunization visits; this fee has been eliminated in the
last few months. The fee is charged for outpatient visits involving
diarrhea and malaria. The MOH estimates that it will receive E453
thousand from all fees for medical care in 1986/87 (16)*

6.5 Sustainability

In the previous section a range of estimates of the cost of sustaining
CCCD activities in the short and long run were set forth. The ability
to sustain the activities is discussed in terms of the following
categories: (1) the potential to increase government revenues,
in general, (2) the potential to increase MOH revenues, either directly
from CCCD related services or from other health services, (3) the
potential to reduce the cost of sustaining the interventions. If
government revenues, in general, are increased, the issue is whether
the MOH benefits appropriately. And, since MOH revenues revert to the
Treasury, the situation is similar to that of general revenues. If the
MOH is permitted to benefit directly from revenues raised through
services offered through the Ministry, there will be more attention to
capturing revenue. The total amount collected would be expected to
increase.

The minimum estimate of the cost of sustaining CCCD activities
in the short run was 8.7 percent of the proposed recurrent budget for
1986/87. It is unlikely that government revenues can be increased
sufficiently to cover an increase of this magnitude.

Patients are already paying for treatment of diarrheal disease and
malaria. It is inappropriate to institute 8 charge for i~nunizations

at the present time. (1) Donors object to charging for vaccines or
health cards. (2) Immunization, as attested by the low coverage, is not
yet adequately accepted by mothers as a necessary health intervention.
(3) The current policy of free immunization has not been in place long
enough to determine its effect.
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That patients' demand for health care is price elastic is evident from
the fact that the impact of adoption of the uniform fee schedule
resulted in a decline in total outpatient services of 17 percent
(21*). The fact that the rate of immunization coverage rose during the
period when a charge for immunization was introduced suggests that
achieving a higher level of acceptance is possible. Once mothers have
accepted the concept of immunization and a sizeable percent of the
population has been immunized, this policy should be reconsidered. If
donor concurrence is possible or if donor support is waning, the
situation should be reassessed with regard to charging for the health
card and immunizctions.

While a change in fees for eeeD interventions is not proposed,
it would be appropriate to raise patient fees for inpatient services.
Since the cost of providing a day of hospitalization is substantially
more than the cost of providing an outpatient visit, the fee schedule
should be modified in stages to reflect this difference. The E1 fee
for a day of hospital care could be raised to El.50 and the period for
which the patient is required to pay could be extended beyond the
10 days that now is in effect. One possibility is to charge for tne
second 10 days at a rate lower than that charged for the first 10 days.
This rate might be El or E.75. It has also been suggested that other
fees be raised. Grant has raised the possibility of raising the lees
for ambulance and X-ray service3 as a means of preventing abuse. ~uch

increases in fees and revenues, if direct~y benefitting the MOH, would
ease somewhat the Ministry budget.

There may be room for cost reductions in providing eCCD activities. As
noted before, Robertson and Qualls found the cost of immunizations in
Swaziland to be higher than elsewhere. While some of the higher costs
in Swaziland may be irreducible, there is a striking difference in the
cost at different facilities. For example, in one clinic the cost per
immunization was El.59. In others the costs range upwards of Ell. The
existence of sizeable cost difference across facilities suggests
differences in efficiency. It may be possible to increase efficienc)
in some facilities and reduce overall costs. Further study of these
differences is warranted.

A proposal that may reduce costs of providing CCCD intervention~ is to
market coa~ercially both ORS packets and chloroquine. If both of these
items are sold thrGugh RHMs and traders, accessibility will. be
improved. At the same time patient costs in both money and time will
be reduced.

*Number refers to placement of references listed in "Documents
Consulted", Annex II
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If satisfacto~y packaging of ORS can be obtained with the p~oduce~ in
Lesotho, the packets can be p~oduced fo~ 10 1/2 U.S. cents a piece.
Selling these in packets of two fo~ 25 cents would allow a ma~kup fo~

the t~ade~ and RHH (U~ possibly a split of the ma~kup between the
retailer and the MOH) so that they would be motivated to stock packets
and to store them in good condition. The price should be fixed by
government and staled clearly in the media, on poste~s, and on the
packets themselves. No change in clinic and health center policy is
proposed; that is, the clinic visit would be cha~ged fo~, but the~e

would be no additional cha~ge fo~ packets. Clea~ly 25 cents is less
expensive than paying a clinic fee and a possible bus (a~e as well.

Simila~ly chloroquine could be sold in the local cO~dunity, again with
no change in policy at the clinic o~ health cente~ level. In both
cases, chloroquine and ORS packets, the range of consumer choice is
extended; no one is fo~ced to buy in the ma~ket.

If a policy of comme~ci8lly marketing ORS packets and chloroquine is
adopted, a communications campaign is necessa~y to inform patients of
the appropriate use of each. But this is consol ant with what has been
said earlie~ about the need for furthe~ health education/development
communications, particularly with regard to malaria.

While it is generally too early in the life of the CCCD project to make
a meaningful assessment of the sustainability of the project, the
situation appears affirmative. However, the project will not be
sustained on the basis of government revenues. Measures need to be
taken to increase financing available for eCCD interventions. One
possibility is to reduce costs of both eeCD activities and other MOH
activities. Another is to increase patient payment for cceD activities.

6.6 Recommendations:

• Since the GOS cannot at present calculate its contribution to
CCCD, GOS accounting procedures should be modified to n~ke it
possible to ascertain readily the contribution of GOS to eCCD.
Further, there should be an assessment of spending by GOS
vis-a-vis the CCCD obligation.

• Study the possibility of reducing eCCD costs. Robertson's study
indicates a wide variation in facility costs that should be
further explored. In terms of estimating and controlling costs L

it would be useful to extend the HIS to include more cost-related
data than is presently there.

• Move quickly toward commercial marketing of both ORS J)ackets and
chloroquine. This step adds an additional choice for mothers; no
present arrangements are reduced. Use the forthcominJ~ Health Corn
project as a means of marketing these products.
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• Assess by the end of 12 months from now the possibility of charges
for immunizations and health cards.

• Encourage policies vis-a-vis other health services that will tend
to ease the budget of the HOH. This includes increasing other
fees and reducing other costs. In addition. the directing of fees
arising from government health services to the HOH should be
encouraged.

1.0 Program Monitoring/Evaluation and Life of Project

1.1 Program Monitoring/Evaluation

Program Monito~ing and Evaluation will be facilitated when the
five year plans for EPl, COD and Malaria are completed and approved by
the GOS in the next few months. Annual work plans will be revised based
on this framework.

The Health InfoLmation System (HIS) also has the potential. to become a
valuable management tool l,n monitoring and evaluating the progress of
the various components of the CCCD program. However, a number of
problems require resolution before this opportunity becomes a reality.
(Section 4.3 looks a~ the HIS needs in some detail.)

The CCCD project is well endowed with bilateral funds for both
evaluations and operational research, so there is no funding problems
in doing more or getting the necessary KAP, implementation, and other
surveys done. The difficulty lies in the preparation of the scopes of
work and execution of the studies.

In addition to the fOLmal evaluations done with CCCD fundi.ng, 'WHO,
UNICEF, and Save the Children in cooperation with the HOH are actively
reviewing and ass3ssing the Swazi CCCD activities.

In the field, nurse supervisors. health inspectors, special tearns from
the Central Level routinely check on the cold ch2in, deliver vaccines,
examine curative and preventive services, etc. A supervisor's
check list would make more precise the questions asked, and allow for
better statistical comparison.

There is a good foundation in Swaziland for monitoring and evaluation.
However, supervisory activities are limited by logistic problems
related to lack of transport for supervisory or survey
personnel.
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Recommendation:

• That the CCCD TO meet with HO" and donors to consider ways to
utilize funding currently available to accelerate the surveys.
evaluations and operational research needed to improve the
management of the CCCD program. Training in research and survey
techniques is suggested to h~lp develop e number of Swazi
professionals who are qualified and able to undertake these kinds
of activities.

7.2 Life of Project

The Project Agreement (Pro-Ag) signed on June 28, 1984 calls for the
project to end forty-six months after the signing of the Project
Agreement, i.e. April 30, 1988. However, the normal start up time
required to bring the CCCD project to a point where it was operational
does not appear to have been taken into account. In the Pro-Ag, goals
and targets are based on forty-six months and imply that the project
became instantly operational on date of signature. In fact, a long
preparatory period was required. For example, almost 8 year was
required to order ana receive vehicles, basic commodities, organize
training programs, and complete hiring of staff. In fact there were no
bilateral expenditures in FY 1984. Therefore, the tasks set forth in
the Project Agreement were not addressed or operational until the end
of the first year.

Further, since Swaziland only had one-third of the time of a TO
(Technical Officer) based in Lesotho for the first two years,
mobili~ation and implementation did not move as rapidly as might have
been, if there had been a full time TO based in Swaziland. The full
time TO recommended by the first year evaluation team arrived at the
beginning of the third year. Therefore, the team believes that the
Life of Project (LOP) should be extended by 12 months to provide about
four full operational years to carry out the goals and objectives of
the project.

The commitments and expenditures are about on schedule when the CCCD
project is examined from this new perspective. Therefore, if the above
recommendation is accepted, no additional funding will be required for
the extension of the bilateral program. The regional project will, of
course, have to continue the regional support for an additional year.

Recommendation:

• That the Life of Project of the CCCD !)roject Grant Agreement be
amended by USAID and the GOS to extend the project by twelve
months until April 30. 1989 (with no cldditional funding) in order
to allow close to four full operationcll years to accomplish the
project objectives~
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ANNEX 1

Scope of Work
For Second Year External Evaluation

1. Objectives of Evaluation:

a) To evaluate CCCD activities in two countries through systematic
collection and analysis of data and CCCD management and operation at the
central, regional and peripheral levels.

b) To measure the extent to which CCCD activities have been
intergrated into existing primary h~alth care structure.

c) To offer 8 series of recommendations to improve the expansion
and delivery of CCCD services (including training, health education and
health information systems development), and to accelerate their
intergration into the primary health care delivery structure given ever
present resource constraints.

2. A team comprising an epidemiologist, health management specialist and
health economist, will be fielded to conduct an evaluation of CCCD
project. The team will work in the Anglophone countries of Swaziland,
and Lesotho.

3. Methods of Evaluation:

a) Study relevant reference statements at central and regional
levels.

b) Visit selected service delivery units and other health
institutions in the rural areas of a representative number of regions of
the countries.

c) Review survey data

d) Interview relevant project implementation agents.

4. Evaluation Components:

Project planning administration and management

a) review the CCCD assessment and evaluate its adequacy as the
basic planning document for CCCD project in the respective countries.

b) Review the development of plans of operation and the adequacy of
Lhu:.. liLa."" Lu ~OVI:H'1I awl l;;UPlJOL't fi~ld i:H:tivities.
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,
c) Describe and review the capacity of government management and

administrative structure to manage and administer a national program
incorporating immunizaticn and ORT.

d) Review country project executive management structure and
functions with particular emphasis on relevant CCCD project and executive
committees.

e) Review the AID, CDC administration and support to project and
adequacy of procedures established for project support.

f) Review donor coordination structures and accomplishments.

5. Project Support:

a) Review epidemiologic and health services statistics in order to
determine if the CCCD project has exerted an influence on ~~wering

morbidity, morality or increasing the availability or quality of primary
health care in the respective countries.

b) Review the adequacy of information systems current and planned
to provide data necessary to determine project impact.

6. Program Operation:

a) Review the delivery system (current and proposed) to be utilized
to deliver CCCD services.

b) Review the following operational ~spects of 1elivery system ­
supervision, logisti~s and supply, communications, personal coverage,
control of funds and supplies.

c) Review the distribution of delivery points of CCCD services.

d) Review staffing distribution to delivering CCCD services.

e) EPI Program Components: (1) analyze geographic coverage of
delivery systems and characterize the system; (2) Review immunization
policies and schedules; (3) Review frequency of vaccination schedules;
(4) Review coverage of immunizations and review immunization practices
with special emphasis on sterilization of equipment, immunizing ill
children and frequency of immunization clinics.

f) ORT Program Components: (1) Analyze geographic coverage of oral
rehydrGtion therapy delivery system and characterize the delivery system;
(2) review national ORT policy; (3) Review population coverage of ORT;
(4) Review ORT practices with special emphasis on continuing use of I.V.,
adequacy and frequency of use of ORT and adequacy of public information
regarding ORT.
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g) Haluria: (1) Analyze geographic coverage of delivery system and
characterize the systern; (2) Review national malaria and antimalari.al
chemoprophylaxis policies; (3) Review population coverage of malarial
treatments; and (4) Review malaria treatments and chemoprophylax~s

practices with particular emphasis un availability of Chloroquine,
adherence to national policies, and frequency of antimalar~al

chemoprophylaxis in pregnant women.

h) Procurement, Distribution and Quality Control of DRS and Other
Commodities: (1) Review during acquisition and distribution; (2) Review
cold chain performance; (3) Review vaccine distribution syst~m; (4)
Review local ORS production; and (5) Review acquisition and distribution
of other supplies.

i) Training: (l) review types and magnitude of training provided;
(2) review training materials development; (3) r~view numbers and types
of personnel trained and evaluation of their performance; and (4) Review
training plan for remainder of project.

j) Target Disease Surveillance and Medical Information System:
(1) ~eview baseline surveys - morbidity and morality; (2) review current

po:ting and report keeping systems; (3) Review plan for modification of
~~esent system to provide accurate M and M data and utilization data; and
(4) review health information system activities proposed for remainder of
project,

k) Health Education: (1) Review the current health education
structure, plan of execution and activities data; (2) review staffing and
institutional capacity for delivering health education services; and (3)
Review adequacy of technical assistance provided for support to health
education a~tivities.

1) Financing: (1) review sources and amount of funding for current
program activities; (2) re'/iew government normal budget, and auto
financing; (3) review USAID bilateral funes, regional funds, and
counterpart funds; (4) review future financing recurrent cost estimates
and country project ability to finance recurrent cost in fee-for-services
systems.

m) Program Costs: (1) review cost for immunization given, cost per
fully immunized child, and cost per preagnant woman i~.unized; (2) Review
ORT cost per ORT given, and cost per child covered per year; and (3)
review antimalarial treatment and chemoprophylaxis average cost per
antimalarial treatment pro'Tided, cost per child covered per year, and
cost per pregnant wouan covered per period of gestRtion.
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ANNEX II

DOCUMENTS CONSULTED

1. Adu-Boahene, Yaw. Health Services Fee structure Rationalization
and Gove~ent Financial Relationship with Mission Sector Health
Services, Government of Swaziland. Mbabane, Fe~ruary 1984.

2. Agency for International Development/Centers for Disease Control.
1985 Annual Report, Combatting Childhood Communicable Diseases,
Africa Regional Project (698-0421).

3. Barclays Bank of Swaziland, Limited. Swaziland: A Businessman's
Profile. Mbabane, 1986.

4. CCCD Technical Officer. Swaziland: Combatting of Childhood
Communicable Disease Project (698-0421,45), Briefing Paper for
the Second-Year Evaluation Team -- July 21-AuQust 8, 1986.

5. eeCD Technical Officer. eCCD Plan of Work, 1984.

6. CCCD Technical Officer. Swaziland Country Summary - 1985.

7. CCeD Technical Officer. Swaziland ceCD Monthly Repor.t ­
July 6, 1986.

8. Centers for Disease Control. Country Assessment: Combatting
Childhood Communicable Diseases (GCCD), Kingdom of Swaziland.
(May 23-30, 1983).

9. Centers for Disease Control/Agency for International Cooperation.
§waziland CCCD Project -- Year One Review. July 15-19, 1985.

10. Connolly, Catherine. Evaluation of Immunization Coverage
~eb. 23-25, 1982).

11. Daniel, John. "A Comparative Analysis of Lesotho and swaziland's
Relations with South Africa. It South African Review II, ed.
South African Research Service.

12. De Vletter, Fion. The Swazi Rural Homestead. University of
Swaziland. July 1983.

13. Dlamini, B. Sibusiso. Budget Speech, 1986 (by the Minister for
Finance). Mbabane, February 6, 1986.

14. Gilson, Lucy J. Swaziland: Health Sector Financing and
Expenditure Survey, 1984/85. Mbabane, March 1986.
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15. Government of Swaziland, Prime Minister's Office, Department of
E~onoroic Planning and Statistics. Economic Review and
outlook. Mbabane, 1986.

16. Government of Swaziland. Estimates for the Year from 1st April
1986 to 31st March 1987.

17. Government of Swaziland.
~3/84 to 1987/88.

Fourth National Development Plan:
Mbabane.

18. Gove~nment of Swaziland. Guidelines for Future Operation of
Health Services in Swaziland. January 1986.

19. Government of Swaziland. National Health Polic~.

Mbabane, July 1983.

20. Government of Swaziland, Ministry of Health. Regional Budget
Manual. April 1985.

21. Grant, Donald S. Health Services Fee Structur~ Assessment
Prepared for the Ministry of Health, Swaziland. Mbabane, n.d.
(October./November 1985).

22. Green, Edward C. Traditional Leadership, Community Participation,
!Dd Development Education: Results and Implications of Two
Surveys in Swaziland. Mbabane, April 27, 1984.

23. Hornik, Robert/Sankar, Pamela. ~waz~land HHHP Campaign
Evaluation (April 198~).

24. Hornik, Robert/Sankar, Pamela. Health Com Swaziland Program
Evaluation, 1984-85.

25. Huntington, Dale. HMHP Report of Findings from the 1984
Mini-Campaign Fo~ative Evaluation Surveys. June 14, 1984.

26. Khoromana, C.O. Preliminary Studies on Chloroquine Efficiency
in swaziland {1986).

27. Larson, Gordon, Cold Chain and Logistic Review (Jan 17-Feb. 12,
1986).

28. Ministry of Health, Outpatients Discharge Sheet Monthly Summary
(1982-85).

29. Ministry of Health, Inpatients Discharge Sheet Monthly Summary
11983-95).

30. Ministry of Health. National Health P~licy, July_1983.

11-2

I

\~\



31. Mini~try of Health, Swaziland EPI Update (June 1985 and July 1986).

32. Ministry of Health, Swaziland Ministry of Health Annual Report,
1982.

33. Ministry of Health, USAID/Swaziland, CDC, Country Assessment
CCCD (May 23-30, 1983).

34. Ministry of Health, Public Health Communications, Pre-programme
Formation Research Materials, 1985-86 EPI.

35. Ministry of Health, Planning and Statistics Unit. Swaziland
Health Sector: Review of Non-Government Collaboration. (1984).

36. Ministry of Health, Swaziland EPI, Manual for Health Workers
(Feb. 1986).

37. Robertson, Robert L. Cost of the Combatting Childhood
Communicable Disease (CCCD) Project in Kalawi, 1984-85.

38. Robertson, Robert L. and Qualls, Norren. Cost of the Combatting
Childhood Communicable Disease (CCCD) in Swaziland, 1984-85.
September 1985.

39. Stevens, C.M.
Swaziland.

Alternatives for Financing Health Services in
Govenunent of Swaziland. Mbabane, November 1984.

40. Swaziland CCCD Project: Year One Review. July 1985.

41. Swaziland Government. Establishment Register -- Supporting the
Estimate of Publil'. Expenditure for the Financial Year 1985-86.
Mbabane, Swaziland.

42. Swaziland Government. Memorandum from Principal Secretary,
Ministry of Health to Headquarters Officials, Unit Heads,
RHMT Members. "Future Operations of Health Services in
Swazilal"\.~." 3 December 1985.

43. Testerink-Maas, E.M. Explanatory Notes on Population
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ANNEX III

List of Persons Contacted and Field Visits

HOH/Mbabane
Hr. T.H.J. Zwane, Principal Secretary
Hr. P. Thompson, Senior Accountant
Hr. Kalankwane, Principal Accountant
Dr. J.J. Thuku, Director of Medical Services
Dr. Q.Q. Dlamini, Medical Officer, Primary Health Unit
Mrs. P. Mthembu, Chief, Health Education Unit
Matron Ntiwane, Primary Health Unit
Ms. Z. Tshabalala, Chief, Health Statistics Unit
Sr. G. Matsebula, CCCD Coordinator and COD Program Head
Sr. H. Mdluli~ EPI Program Coordinator
Mr. A. Hndzebele, Health Education Officer/Trainer
Mr. B. Hagongo, Health Education Officer/Trainer
Mr. C. Mamba, Chief, Malaria Unit
Mr. I. Mathabela, Senior Parasitologist, Malaria Unit

Save the Children/Mbabane
Mr. W. Msibi, Director

WHO/Mbabane
Mr. L. Menouta, Liaison Officer

UNICEF/Mbabane
Mr. M. Stirling, Liaison Officer

Project Hope
William D. Hawley, MD, MPH, Prrgr~m Director

Development Communications Project
Ms. E. De Fossard, COP

Primary Health Care Project
Mr. Albert Neill, COP

Traditional Sector Project
Mr. Robert Hitchcock, COP

Regional Hospitals/Country Health Centers and Clinics/Rural Health
Motivators

Mbabane Government Hospital:
Dr. T. Shilubane, Dr. E. McGrath

Central Vaccine Store:
Mrs. T. Hanyatsi, Central Vaccine Store Supervisor
Mrs. Kelly Shongwe, CVS Operations Officer
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King Sobhuza II Clinic (GOS)

Luyengo Clinic (RHH)

RFM Clinic (Mission)
Dr. D. Falk, Medical Practitioner

Siphofaneni (GOS); St. Phillips (Mission); Sithobela (GOS) (and
Sithobela Vaccine Depot)

Bholi Clinic (GOS); Ndzevane Refugee Center, Clinic; Lavumisa
Clinic (GOS) Ubombo Ranch Clinic

Entfonjeni (GOS); ~mkhuzweni Health Center

Horo (Hhohho) Clinic (GOS), Pigg's Peak Vaccine Depot and
PHU (GOS);

Motshane Community Clinic, Nkaba Clinic, Pigg's Peak Hospital
Health Administrator - Hr. Alson Kunene

u.s. Embassy/Mbabane
Ambassador Harvey Nelson, Jr.

USAID/Mbabane
Robert G. Huesmann, Mission Director
Alan Reed, Project Development Officer
Neal P. Cohen, Regional Economist
Richard P. Solloway, Financial Management Officer
Alan C. Foose, Acting Regional Health, Population and

Development Officer
Mary Pat Selvaggio, Health, Population and Nutrition Officer
Monica Wernette, CCCD Technical Officer
Peter Matthews, CCCD Technical Assistant

AID/Washington
Joe Davis, CCCD Project Director, AFR/TR
Wendy Roseberry, Assistant ceCD Project Director, AFR/TR

CDC Atlanta
Billy Griggs, Director, International Health Office,

CDC/Atlanta, USA
Stanley Foster, Deputy Director, lnt'l Health Office,

CDC/Atlanta, USA
Andy Agle, Technical Coordinator, cceD program, IHPO/COC/Atlanta
Jean Roy, Deputy Technical Coordinator, IHPO/CDC/Atlnnta
Jason Weisfeld, Chief, Training Activities, IHPO/CDC/Atlanta
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T. Stephen Jones. Chief. Evaluation and Research. IHPO/CDC/Atlanta
Bill Taylor. Evaluation and Research Division
Ron Waldman. Evaluation and Research Division
Dennis Olsen. Country Supervisor. Swaziland
Katherine Parker. Health Education Advisor
Carol Goettle. Administration
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ANNEX IV
CCCD Swaziland Major Goals and Objectives

1. By 1989. decrease the mortality among children less than five
years of age for measles by 40~ from the 1984 baseline.

2. By 1989, decrease the mortality among children less than five
years for diarrhoeal diseases by 50~ from the 1984 baseline.

3. By 1989, decrease the morbidity among children less than five
years of age for measles by 40~ and for polio by 6~ from the 1984
baseline.

4. By 1989, decrease the morbidity among children less than five
years of age for malaria by 50~ from the 1984 baseline.

5. By 1989, increase the comprehensive imnwnization coveragp. of
children from birth to 12 months of age to 65~ from the 1983 level
of 26~.

6. By 1989. increase the use of oral rehydration therapy for
diarrhoeal diseases by 50~ from the 1984 baseline.

The CCD Project will assist the Ministry of Health in achieving these
objectives by:

1. Conducting short term management and technical training courses
for local health personnel;

2. Collaborating in activities designed to motivate target members of
the c~mrnunity to utilize health services or adopt prescribed
health practices;

3. Supporting operational research related to the development of
improved methods for controlling target diseases;

4. Providing short term consultancies in the area of management;

5. Providing equipment, materials and logistic support.

Sources:

First Year Project Wor~ Plan, 1984, USAID/Swaziland Semi-Annual
Implementation Report for Period 10/85-3/86. and CCCD Swaziland
Briefing Paper. June 1986.
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ANNEX V

List of Recommendations

2.1 Planning, Administration and Management

Recommendations:

• That MOH give high priority to finishing the five year plans which
will provide a framework for development of annual workplans,
facilitate future budget exercises, and substantiate requests for
donor financing, etc.

• That EPI. CDD and Malaria program activities be implemented
simulta~~ouslY and support services in the Health Education Unit
(HEU), Training, and Health Information System (HIS) be mobilized
to provide continuing support for all three core programs as
appropriate to their respective stages of development.

Recommendations:

• The Kinister of Health or his representative shoulrt reiterate to
the national heads of the major CCCD and PHC programs as well as
the members of the RHHTs the government's policy and commitment to
the decentralization plan, and delineate the respective functions
of the central government administrators vis a vis the RHHTs, and
the respective duties and responsibilities of the principal
members within the RHMTs -- i.e., Health Administrators, Medical
Officers (MOs), and Nurse Matrons.

• Steps should be taken as soon as possible to remedy the current
shortages and delays in filling orders by the Central Medical
Stores. Additional training at all le~els should be provided so
that, workers, clerks, storekeepers, and managers all have the
specialized knOWledge required to successfully run a central
medical stores operation. (Project Hope and/or the Primary Health
Care project can provide valuable resources to assist the MOH in
solving this urgent problem~

• Given the importance of an early successful installation and
operation of the GOS' decentralization of Primary Health Care
(PMC) to achieving the goals of the CCCD program, the GOS and
USAID should make support of the decentralization effort a major
priority of the GOS/USAID Primary Health Care Project.

Recommendations:

• That the MOH fill the senior executive management posts nOW vacant
at the national level with a view to providing more
administrative, management time for plunning, monitoring,
supervising and following up on CCCD/MCH/FP activities.
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• That the MOH explor$ the possibility of fi~ling the vacant posts
at HC and Clinic level with a view to increasing the efficiency of
the HC/Clinics, increasing outreach, and improving the coverage of
EfI, COD and Malaria. training of Rural Health Motivators (RHHs) ,
etc. (Should the planned staffing for Health Centers and Clinics
not be reflected by established posts. steps should be taken by
the GOS to remedy this deficiency.)

• That the MOM create posts of deputy for the EfI. COD. and Malaria
programs to alleviate the current work load and provide more time
for planning, monitoring. supervising, and evaluating the work.

• That the secretarial support planned for the MOM be provided to
overcome this bottleneck to effective operation.

2.2 gonor Coordination

Recommendation:

• The Technical Officer (TO) should consider with the Public Health
Unit (PMU) the possibility of reconvening the CCCD work group or
task force on a quarterly basis.

Recommendations:

• Create the position for a medical epidemiologist to provide
~idance in the improvements necessary in the MIS. If this is not
possible. ceeD should provide TA of a medical epidp.miologist to
assist in the development of epidemiological analyses. Given the
time required to create and staff a new position. the eceD project
should provide a medical epidemiologist to assist the MOM as soon
as feasible.

• Develop and publish on a timely basis an epidemiological bulletin
for distribution to all health facilities in the country. This
bulletin should contain data analyses as well as textual
interpretations on the morbidity and mortality patterns in the
country.

• Fill the vacancy for a second key punch operator in_the computer
division of the central level statistical unit/MOHo

~.4 Expanded Programme of Immunizations

Recommendations:

• Appoint a deputy coordinator to the EPI unit to assist with the
management and supervision of program activities.
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• The evaluation team cannot recommend stronglY enough the need to
develop an epidemic response capability that would permit the
earlY detection and investigation of increased occurrence of
vaccine preventable dis~ases and in turn permit the early
implementation of control measures through increased immunization
activities in areas identified as a risk.

• In hard to reach areas, consideration should be given to reducing
the number of contacts operationallY necessary to fully immunize a
child before the age of one year, to three contacts. However,
children who do attend health centers should be immunized at
monthlY intervals per the WHO recommended vaccination schedule.

• Consideration should be given to conduct well planned Natior.l
Immunization Days in order to boost coverages through the
establishment of numerous temporary immunization posts in areas
presentlY not covered by immunization services.

• Ensure t.he reduction in "missed opportunities" for immunization
through the screening an1 immunization of all children who present
to the health sector for curative services.

• Change national norms with respect to discarding of unused doses
in open vials at the end of the day in order to reduce vaccine
wastage. The comparative cost of single dose vials of measles
vaccine should be studied in light of the present high wastage of
measles vaccine.

• Ensure that a sterile needle and a sterile syringe be used for
each child vaccinated.

• The EFI Unit should change the vaccine ordering procedures to be
based on the target population to be covered rather than on the
previous month's vaccine utilization.

• Strategies for increasing covera&es with TT amon& women in the
fertile age group should be reviewed.

• There is the need to reinstitute an EFI target disease
surveillance system to carefully monitor the imrnunizativn history
of reported cases.

2.5 Control of Diarrheal Diseases

Recommendations:

• The COD strategy begin to emphasize the use of ORS packets and
decrease emphasis on SSS solutions prepared in the horne.
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• Health communication project activities should include
"maintenance" btages following initial messages to ensure the
continuous awareness and education of the population.

• An assessment of ORT utilization at the community level.

• The use of the RHH as a distribution point for the introduction of
pRS packets into the community.

• Develop a data collection system for monitoring the use.
distribution. and supply of ORS packets.

• Given the identified problems with distribution of supplies f~om

the central level. consideration should be given to the possible
development of a regional distribution system analagous to that in
place for vaccine supplies. Consideration to the availability of
packets in the commercial sector (chemists. traders and
traditional healers) should also be given.

• To recall all of the ORS packets imported in 1983 with a
simultaneous distribution of newly imported packets.

• That the MOH consider creating the post of COD program deputy
director to carry out all phases of COD program activities.

2.6 Malaria Control Program

Recommendations:

• There is the need to create a position for a medical
epidemiologist assigned to the malaria control program
activities. (Given the time required to create and staff a new
position, the CCCD project should provide technical assistance of
a medical epidemiologist to assist th~ MOH as soon &s feasible.)

• Malaria control program artivitiep should be integrated within the
framework of primary health care in Swaziland.

• A vectoc
-' control expert should be provided by the ceCD project to

evaluate the cost efficacy of continuing the vector control
activities.

• There is the need for a w~jor health education campaign directed
at the popul~tion to increase their awareness of malaria as a
serious problem within the country and to educate the population
to seek immediate treatment upon the appearance of n~laria

Symptoms.
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• Consideration should be given to the development of mass media
communication messages directed at a reductiQn in contact between
the vector and the population.

• There is the need to improve the passive case detection an~

confirmation activities in all health facilities in the country in
order to document and follow the extent of malaria activity.

• Testing of malaria sensitivity to a chloroquine treatment dose of
25mg/kg should be performed.

• There is the need to carefully review the supplY and distribution
network of chloroquine throughout the country.

• RHMs should be given chloroquine tablets to serve as ~

distribution point in the community.

• There is the need for the procurement and distribution of
non-chloroquine anti-malarials to all designated referral centers
in the country.

2.7 Health Education/Communications

Recommendations:

• Recognition should be given to the importance of communications in
health development especially in view of communication strategies
in CCCD intervention areas over the last three years~

• That a multi-faceted information/education program focusing on the
several target audiences be undertaken. and directed toward all
three CCCD interventions.

• That the forthcoming Health Com Project now under consideration by
the GOS be utili?ed by CCCD as the means to introduce th~ above
mentioned information/education program.*

*On August 18, 1986, after the ~valuation team returned to the United
States, it was infonned that the GOS/USAID had postponed indefinitely
the Health Com initiative which was proposed for early FY 87 because
the government felt it already had a very heavy workload given its
present ~rogram in the health sector, especially with the USAID/PHC
project just getting under way. However. the team continues to feel
that it is lmportant for the MOM to have help in this area ..
Consideration should b~ given to reinstating the request for technical
assistance under Health Com as soon as feasible. In the interim shor~

term TA might be envisaged.
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• Careful consideration should be given to the unit in the GaS to be
responsible for health communication~. The HEU may require
expansion and significant support if it is to become the
communications center of MOH. If not HEU, a determination is
needed as to what other GOS/MOH department's) can assume
responsibilities for coordinating on-going programs and apecia~

campaigns in CCCD.

• Emphasis should be given to training in health communications
along with training in other areas since it is the communication
network that disseminates much of the information needed to bring
about successful behavioral chanr.~

• Since one of two key MOH staff involved in communications has
departed from Swaziland fer long-term training, ecce should
examine staffing needs in CCCD communications activities,
including management/planning capability of present staff and
§taffing needs for future eeeD communications efforts.

2.8 Costs

2.8.1 Financial Sustainability

Recommendations:

• Study the possibility of reducing ccce costs. Robertson and
Qualls' study indicates a wide variation in facility costs that
should be further explored. In terms of estimating and
controlling costs, it would be useful to extend the HIS to include
more cost-related data than are presentlY there.

• Move quickly toward commerical marketing of both ORS packets and
chloroquine. Use the forthcoming Health Com project now under
consideration ~y the GaS as a means of marketing these products.*

• Encourage policies vis-a-vis other health services that will tend
to ease the budget of the MOH. This includes increasing other
fees and attempting to reduce other costs. In addition, fee~

arising from the provision of health services should be directed
to the MOH rather than the Treasury,

• Within 12 months reassess the policy of no charge for immunization
and consider the possibility of charging for health cards and
immunization services.

*Since the evaluation team was in Swaziland, the government has decided
not to go ahead with the Health COITl Project.
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2.9 Training/Continuing Education

Recommendations:

• KOH should add a line item for training in its next budget so as
to assure that training will cont~nue in the future as an
ess~~tial Ministry activity,

• Given the shortage of general management skills. generic
management training should be provided to mid-level managers at
national, regional and clinic levels.

• CCCO should continue its support of training of new RHHs. and
encourage continuing education for those RHHs already trained.

• Health staff could benefit from an in-country seminar on the use
of HIS information ~s a management tool.

• A core group of trainers (two in each region) should be
established in each region to train nurses and nurse assistants in
all CCCO interventions.

• Once the five year plans now being drafted in EPI, COO and Malaria
are completed and approved, continuing education courses about
them should be organized to bring the national. regional and
clinic level health professionals up t~ date.

2.9.1 Program Monitoring/Evaluation and Life of Project
Recommendations:

• That the CCCD to meet with MOH and donors to consider ways to
utilize funding currently available to accelerate the surveys,
evaluations and operational research needed to improve the
management of the CCCO program. Training in research and survey
techniques is suggested to help develop a number of Swazi
professionals who are qualified and able to undertake these kinds
of activities~

• That the Life of Project of the CCCD Project Grant Agreement be
amended by USAID and the GOS to extend the p~oject by twelve
months until April 30, 1989 (with no additional funding) in order
to allow almost four full operational years to accomplish the
project objectives.

Note: A full listing of recommendations ccntaine~ in the report by
subject and page number can be found in Annex V).

3.0 Evaluation Process

4.1.1 Status of Current Planning
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Recommendation: ,

• That MOH give high priority to finishing these five year plans
which will provide a framework for development of annual
~~kplans. facilitate future budget exercises. and substantiate
requests for donor financing, etc.

4.1.2 Project Strategy

Recommendation:

• That EPI, COO and Malaria programs be brought about simultaneously
and support services in HEU, Training, and HIS be mobilized to
provide continuing support for all three core programs as
appropriate to their respective stages of development.

4.2 Administration and M;ilnagement

Rvcommendations:

• The Minister of Health or his representative should reiterate to
the national heads of the major CCCO and PHC progr~~~ as well as
the members of the RHMTs the government's policy and commitment to
the decentralization plan, and delineate the respective functions
of the central government administrators vis a vis the RHMTs, and
the respective duties and responsibilities of the principal
members within the RHMTs - i.e., Health Administrators, Medical
Officers (MOs). and Nurse Matrons.

• Given the impoLtance of an early successful installation and
operation of the GOS' decentralization of Primary Health Care to
achievinB the goals of the CCCO program, the GOS and USAIO should
make support of the decentralization effort a major priority of
the GOS/USAIO Primary Health Care Project.

• Procedures for ordering medicines and other supplies from the
pentralMedical Stores (CMS), and the method of distribution to
the HCs and Clinics should be reviewed. Steps should be taken as
soon as pos,~ible to remedy the current shortages and delays in
filling or~~~s which impact directly on the ability of the HCs and
Clinics to operate effectively their Maternal Child Health/Family
Planning/CCCO (MCH/FP/CCCD}programs. (Project HOPE and/or the
Primary Health Care project could provide valuable resources to
assist the MOH in solving this urgent problem.) Additional
trainin~ at all levels should be provided so that workers, clerks,
storekeepers and managers all have the specialized knowledge
required to successfully run a central medical stores operation.
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4.2.2 staffing

Recommendations:

• That the HOM fill the senior executive management posts now vacant
at the national level with a view to providing more
administrative/management time for planning/monitoring/supervising
and following up on CCCO/MCH/FH activities.

• That the MOH explore the possibility of filling the vacant posts
at HC and Clinic level with a view to increasing the effectiveness
of the HC/Clinics, increasing outreach. and improving the coverage
of EFI, COO and Malaria, training of Rural Health Motivators
(RHMs), etc. (Should the planned staffing for Health Centers and
C',inics not be reflected by established posts, steps should be
taken by the GOS to remedy this deficiency.)

• That the MOM obtain permission to create three deput~ posts to
provide additional support to CCCO programs in EPI, COO and
Malaria.

• That secretarial support planned for the MOH be provided to
overcome this bottleneck to effective operations.

4.2.3 Management (National/Regional/Local or Operational Level

4.2.3.3 Local or Operational Level

Recommendations:

• The IPI Unit should change the vaccine ordering proced~res to be
based on the target population to be covered rather than on the
previous month's vaccine utilization.

• National norms related to the discarding of unused, opened vials
of polio, OPT, OT and TT vaccines should be reevaluated in order
to decrease the observed costly increase in vaccine wastage. In
addition, a study on the comparative cost of the use of single
dose vials of measles vaccine versus the cost of 600-700~ wastage
through the use of 10 dose vials should be conducted.

• All health facilities should store their daily active vaccine
vials in the King-Seeley vaccine carriers to ensure that
temperatures above +8 0 are not surpassed, thereby permitting
unused vials to be used in subsequent vaccination sessions.

• The temperature monitoring graph should be modified to use
intervals of 20 C with the 00 and eO lines marked heavily so
that temperature recordings outside the recommended range will be
readily recognized and alert the heatth facility staff to adjust
the refrigerator settings immediately.
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• All children should be immunized with a sterile needle and a
sterile syringe. "One child per needle and sy'ringe".

• Given the cost implications for ordering increasd quantities of
disposable syringes, consideration should be given t9 change to
reusable syringes and needles.

4.4.4 Training of Health Care Personnel in EPI Activities

4.4.4 Training of Health Care Personnel in EPI Activities

RECOMMENDATION:

• Training of health care provide~s should heavily emphasize the
avoidance of "missed opJJortunities".

• All health care personnel, especiallY those involved in provision
of curative services, must be aware of the necessity to review all
children's immunization status prior to provision of curative
services and not miss the opportunity to immunize an unprotected
child.

• The EPI manual for health care providers should be modified to
clarify the section on contraindications for vaccination.

4.4.5 Vaccination Coverage

Recommendations:

• Strategies for increasing coverages among the less than one year
old population shc~ld be reviewed.

• Strategies for increasing coverages with TT among women in the
fertile age group should be reviewed.

• Vaccination coverage surveys should include information on
coverages of women in the fertile age group with TT.

4.4.6 Morbidity and Mortality ~~e to Vaccine Preventable Diseases

Recommendations:

• The earlier recommendation to create the post for a medical
epidemiologist to work closely with the statistical unit to design
and implement an active epidemiologicallY based surveillance
system for the EPI target diseases is restated.

• There is the need to reinstitute an EPI target disease
surveillance system to carefully monitor the immunization history
of reported cases.
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• The evaluation team cannot recommend strongly enough the need to
develop an epidemic response capability that would permit the
early detection and investigation of increased occurrence of
vaccine preventable diseases and in turn permit the early
implementation ~f control measures through increased immunization
activities in areas identified as at risk.

• The EPI coverage surveys should be reanalyzed to ascertain the
proportion of children vaccinated against measles earlier than
nine months of age. If the proportion if found to be high.
consideration must be given to revaccination of these children.

• With the observed occurrence of tuberculosis in children of 0-5
years old. there is the need to assess the efficacy of BCG
vaccine. Given the availability of operations research funding
through the CCCD project. the evaluation team recommends that such
8 studY be funded.

Recommendations:

• The earlier r~comrnendation to create the post for a medical
epidemiologist to work closely with the statistical unit to design
and implement an epidemiologically based surveillance system for
the EPI target diseases is restated.

• There is the need to reinstitute an EPI target disease
surveillance system to carefully monitor the immunization history
of reported cases.

• The evaluation team cannot recommend strongly enough the need to
develop an epidemic respons2 capability that would permit the
early detection and investigation of increased occurrence of
vaccine preventable diseases and in turn permit the early
implementation of control measures through increased immunization
activities in areas identified as at risk.

• The EPI coverage surveys should be reanalyzed to ascertain the
proportion of children vaccinated against measles earlier than
nine months of age. If t~e proportion is found to be high.
~onsideration must be given to the revaccination of these children.

4.5 Control of Diarrheal Diseases (COD)

Recommendation:

• There is the need to create the post of COD program deputy
director to assist in the carrying out of all phases of CDV
program activities.

4.5.2 Oral Rehydration Therapy (ORT)
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Recommendations:

• The COD p~og~am should dec~ease the emphasis on a home based
solution and inc~ease the emphasis on the need to obtain ORS
packets. Because of the findings of potentially dange~ous SSS
p~epa~ed at home by ov~r half of the mothe~s tested, the change to
ORS packets should be implemented.

• The~e is still the clearly defined need fo~ continued education of
the senio~ medical staff to p~omote the utilization of ORT fo~

dia~~heal episodes.

• The~e is a st~ong need to assess ORT utilization at the community
level. Conside~ation should be given to the addition of questions
related to the management of diarrheal episodes in the next
annual vaccination coverage survey.*

• All health communication project activities should have
"maintenance" stages following initial messages to ensure
cQntinuous awareness and education of the population.

4.5.3 ORS Supplies and Distribution

Recommendations:

• The COD unit should recall the 1984 shipment of ORS packets with a
simultaneous distribution of fresh packets.

• Given the concerns about the continued use of a potentially
dangerous SSS by mothers, combined with the need to increase the
availability of the ORS packets at the community level, the RHM
should be used as a distribution point for the introduction of ORS
packets into the community.

• The distribution of ORS packets to the RHMs should be accompanied
with education of the RHMs to ensure that children who are not
~esponding well while receiving ORT ~re immediately taken to the
nearest health facility for further treatment.

• Given the identified problems with distribution of supplies from
the central level, consideration should be given to the possible
development o! a regional distribution system analagous to that in
place for vaccine supplies. Consideration to the availability of
packets in the commercial sector (chemists, traders and
traditional he3lers) should also be given.

• There is the identitied need to devetgp a data collection system
for monitoring the use of ORS packets~
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4.5.4 Hospital ORT Units

Recommendation:

• There is the clearly identified need to improve upon existins
reporting networks to increase the information available on
diarrheal disease morbidity and mortality.

4.6 Malarial Control Program

Recommendation:

The vertical nature of malaria control activities combined with the
absence of direct health care profession&l input into malarial
activities has led the evaluation team to recommend ·the creation of a
position for a medical epidemiologist assigned to the malaria control
program, and to stress the need for integration of malari.a program
activities within the framework of primary health care in Swaziland.

4.6.2 MOH Policies

• There is a need for an evaluation of the cost efficiency of vector
control activities. The CCCD project should provide the technical
assistance necessary for this study.

• There should be continued support for vector brreding site
reduction and larvacidal treatment activities.

• Consideration be given to development of mass media messages
directed at reduction in contact between the vector and the
population.

• Prior to the development of messages, preliminary KAP
investigations to ascertain population perception of the malaria
problem and their practices in response to malaria should be
conducted.

4.6.5 Chemoprophylaxis

Recommendation:

• The policy of chem9prophylaxis of the work force should be
reassessed in light of the emergency of chloroquine resistance.

4.6.6 Passive Case Detection and Treatment of presumptive Cases
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Recommendations:

• There is a need to improve the passive case detection activities
and confirmation activities occurring in all health facilities in
the country in order to document and follow the geographic extent
of malaria activity.

• MOH policy should ensure radical treatment of all presumptive
malaria cases immediately upon diagnosis and should discourage the
practice of partial treatment awaiting slide confirmation.

• RHMs should be included in malaria ~ntrol activities as a means
of bringing chloroquine closer to the community for more rapid
identification and treatment of presumptive malaria cases.

4.6.7 Chloroquine Resistance

Recommendation:

• All efforts should be made to ensure that the second stage of
testing of the chloroquine treatment regimen is performed during
the upcoming malarial season.

4.6.8 Chloroquine and Non-Chloroquine Antimalarials Distribution

Recommendation:

• There is a critical need to carefully review the chlorOquine
throughout the country.

• !here is the need for procurement and distribution of
non-chloroquine antimalarials to all designated referral centers.

4.6.9 Morbidity and Mortality Due to Malaria

Recommendation:

• There is the need for health education activities countryWide now
that there has been re-introduction of malaria into the middleveld
region.

4.7 Health Education/Communications

4.7.1 Current Activities

in CCCD intervention areas over the last three years.

• That a multi-faceted information/education program focusing on the
several tar~et audiences be undertaken, and directed toward all
three CCCD interventions.
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• That the forthcoming Health Com Froj2ct now under consideration by
the GOS be utilized by CCCD as the means to introduce the
information/educational program.*

• Careful consideration should be given to the unit in the GOS to be
responsible for health communications. The HEU may require
expansion and signficant support if it is to become the
communications center of HOH. If not HEU, a determination is
needed as to what other GOS/HOM department(s) can assume
responsibilities for coordinating on-going programs and special
campaigns in CCCo.

• Emphasis should be given to training in health communications
along with training in other areas since it is the communication
network that disseminates much of the information needed to bring
about successful behavior change.

• Since one of two key MOH staff involved in communications has
departed from Swaziland for long-term training, CCCD should
examine staffing needs in CCCD communications activities,
including management/planning capability of present staff and
staffing needs for future CCCD communications efforts.

• Efforts to strengthen regionalization (decentralization) should be
made and encouraged since regional management appears to be
essential to a successful health education/communications endeavor.

4.8 Training/Continuing Education

In the light of the above, the following training reCOMmendations are
made:

• Generic management training should be provided to uppec-leJel
managers at national, regional, clinic levels.

• CCCD should continue its support of training of RHMs and encourage
continuing education for those RHMs already trained~

• A course should be given in the use of HIS information 8S a
management tool at the national, regional and clinic level.

• A core group of trainers (two in each re~ion) should be
established in each region to train nur,es and nurses assistants
in all CCCD interventions.

• Once the five year plans now being drafted in EFI, COO, and
Malaria are completed and approved, continuing education courses
about them should be organized on program norms and technologies
to bring the national, regional and ~linic level health
professionals up to date.
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• The MpH should add a line item for training in its next budget so
as to assure that training will continue in the future as an
essential Ministry activity.

5.0 Program Costs

Recommendation:

• Costs of CCCD services warrant further investigation. It may be
~t some costs have already fallen, and it may be that steps can
be taken to reduce other costs.

5.3 QQ!!-Benefit Analysis

.6 Recommendations:

• Since the GOS cannot at present calculate its contribution to
CCCD, GOS accounting procedures should bp. modified to make it
possible to ascertain readily the contribution of JLOS to CCCD.
Further, there should be an assessment of spending by GOS
vis-a-vis the CCCD obligation.

• Study the possibility of reducing CCCD costs. Robertson's study
indicates a wide variation in facility costs that sbould be
further explored. In terms of estimating and contrOlling costs,
it would be useful to extend the HIS to include more cost-related
data than is presently there.

• Move Quickly toward commercial marketing of both ORS packets and
chlorOquine. This step adds an additional choice for mothers; no
present arrangements are reduced. Use the forthcoming Health Com
project as a means of marketing these products.

• Assess by the end of 12 months from now the possibility of charges
for immunizations and health cards.

• Encourage policies vis-a-vis other health services that will tend
to ease the budget of the HOH. This includes increasing other
fees and reducing other costs. In addition, the directing of fees
arising from gove~ent health services to the HOH should be
encouraged.

7.0 Program Monitoring/Evaluation and Life of Project

Recommendation:

• That the CCCD TO meet with MOH and donors to consider ways to
utilize funding currently available to accelerate the surveys,
evaluations and operational research peeded to improve the
management of the CCCD program. Training in research and survey
techniques is suggested to help develop a number of Swazi
~rofessionals who are qualified and able to undertake these kinds
of activities.
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7.2 Life of Project

Recommendation:

• That the Life of Project of the CCCD Project Grant Agreement be
amended by USAID and the GOS to extend the project by twelve
months until April 30. 1989 (with no additional funding) in order
10 allow close to four full operational years to accomplish the
project objectives.
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