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Executive Summary 

In November of 1997, Management Sctences for Health (XISH) \\as awarded th? 
CSAID fimded "Guinea Fam~ly Planning and Health Act~vtty" (FPH) to assist the 
Government ofthe West Afncan Republic of Guinea (GOG) In its efforts to mpro\ e the 
health ofGuinean families. Known as PRIShf (Pour Rrnforcrr Irs i r i t~ .nrnnons  rn Sanrz 
Reproducbve ~~MST~IDA)', the 61 5 million, five year project was mplemented by a 
partnership between MSH and Johns Hopkins Univerjity Center for Communicattons 
Programs (JHUICCP). The geographical focus area was the rural admin~strative regions 
of Kankan, Faranah and N'Zkekoe. These regions cover 15 of Gutnea's 38 health 
districts and servea combined population of 3.2 million or 40% of Gumea's total 
population of 8 million. After the first project year, security considerations stemming 
from instability in neighboring Liberia and Sierra Leone forced PRISM to reduce rts 
scope and exclude the region of N'Zrekore and the Kissidougou "prefecture" (district) 
of Faranah. 

This end-of-project report focuses on the tntervenuons that ha\e been conducted 
~n the eight districts that conshtute Gu~nea's natural reglon of Upper Gutnea  here a total 
of 1.6 million people reside Of these, 289,000 are chtldren under the age of f i ~ e  and 
400,000 women between the ages of 15 and 49 

USAID'S Health and Family Planning Stmtegic Objective (SO) under which 
PRISM operated was: Increased use of essential FP, MCH, and STI/HIV/AIDS 
prevention services and practices. 

The fourlntermediate Results (IR) assoctated with this SO are as follows 
Increased access to FP, MCH, and STL'HNIAIDS sen.lces and products 
Improved quality of FP, MCH, and STXHn'iAIDS sen-lces and producrj 
Increased behavidr change and demand for FP, MCH, and STLHK AIDS 
prevention services, products and practices 
Effective response among donors, government, cornmuntb organizations, 
nongovernmental organi;.abons, and private sector in addressmg cr~tical health 
systems constraints 

PRISM has sought to create a positive Impact on the quality of l~fe  of the Guman 
population by, on the one hands, strengthentng Gutnea's decentral~zed health care system 
and service delivery capacity primarily at the district and regional levels, and, on the 
other hand, building community capacity to participate in health service management and 
support, thus creating an environment that stimulates demand and favors the use of 
services. The central vision was to create hlly functionmg health centers. suppomd by 
strong management and community systems. 
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Using an mtegrated and systems ~ ~ d e  approach. PRISXI s pnman strateSte3 Included 
support the MOH at each lexel of the system to 

o Decentralize the health program, shthng the responstbtllty for dectslon-making 
to the operational level and focusing the central level on general oversight and h e  
development of policies and national norms and protocols 

o Streamline & Improve management support systems to Increase efficiency 
o Improve the technical and administrative capacih. of sen-~ce provtders at 

health cenrers, maternities and in commun~ties. 
o Stimulate local cost-recovery systems to ensure s u s t a ~ n a b ~ i ~ h  
o Foster community participation in managing thelr local health centen and 

services to create a feeling ofgreater ownershtp and improve equtw and fatmess 
in the system. 

By addressing these areas, PRISM sought to increase the supply of quality 
primary health care services and generate more demand for these sewlces. The 
underlying assumption was that demand and supply would lead to use of basic health 
services; which, in turn would result in better community and family health 

The integrated systems approach was implemented by a technical assistance team 
of international and local experts, W+IO were based at the operational level, namely in the 
regions themselves. Working side by side with communities, distnct and regional 
authorities, while providing limited support to the national MOH, PRISM'S systems 
strengthening and capacity building efforts resulted in improved services, which led to 
accelerated and steady health improvements 

By the end of 2002, the contraceptive prevalence rate in PRISLl's target area \\as 
12.2%. In 1999, the DHS showed this figure to be 2.9% compared to 4.9% nabonally 
The significant increase in Upper Guinea stems 6om a more than 3 fold Increase tn the 
number ofwomen who began using modem FP and a more than 4 fold increase in the 
number of women who conhnued using FP. The results are consistent w ~ t h  now unlveml 
access to FF' services (by;ihe end of the project, 100% of HC in HG were integrated in FP 
and all HC had well functioning Community Based Agents networks). improved qualip 
of FP s e ~ c e s  (71% ofFP seMces were in full compliance w t h  national Sorms Br 
Standards) and increased awareness and demand for FP senlces, in large part due to 
improved community support for FP (e .g  96% of religious leaden are actlvel!. 
advocating FP compared to 43% at project start up; 66% of men and 70?% of women 
approve of FP compared to, respectwely, 47% and 58% at the start of the project) 

Increased access, improved quality and increased demand for sen-ices are also at 
the core ofmarked improvements in other indicators. The degree by which the qualify of 
services for child survival, maternal health, prenatal care. FP. W 3 . U D S  prevention and 
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STI care, comply with national standards has improved a great deal and has exceeded 
project targets. In addition, vaccination coverage for BCG in children aped 12-23 months 
had risen to 88% (compared to 61 96 in  1999, and 75% natronally) The rate for DTC3 
was 46% (exceeding the national level, and an increase in Haute Guinea from 24''~ in 
1997) and for measles, it was 61 % (compared to 24% in 1997). These marked 
~mprovements are also related to the Child-forChild (Enfunt pour Enjonr) approach. a 
strategy involving teachers and older children to "watch over" their younger slblings rn 
order to ensure they get vaccinated. Nevertheless, the number ofchrldren under age 2 
years who were completely vaccinated remained low at 30% (comparable to the local and 
national rate in 1999). 

The use oforal rehydration solutions for d~arrhea in children under 5 >can of age 
was far better in Haute Guinea (54% compared to 35% in 1999) than elsewhere in the 
country (40%). Likewise, children in Haute Gurnea were more oflen breast fed wrthm an 
hour after birth (43% in 2002 compared to 304b in 1999) than the nat~onal average (26'0) 
Among other factors, this reflects the increase in the number of binhs that were assisted 
by a trained health provider, which rose From 48% in 1999 to 56% in 2002. During that 
same period, the percentage of births that took place in a health structure rose from 17% 
to 36%. This indicator is consistent with increasing number ofpregnant women (8IQ.o) 
who have at least one prenatal consultation and the proportion who have had at least 3 
prenatal consultations during their pregnancy (57% in 2002 versus 4 1% in 1997) 

Finally, in the face of the burgeoning HIV/AIDS epidemic. PRISM'S efforts in  
HIV/AIDS and ST1 prevention and care have resulted in 72% ofyouth knowing that 
condom use can help in avoiding HIV infection. In addition, all HC in Haute Guinea are 
integrated in STIIHIV prevention services, and half of them (53%) now offer ST1 care 
(syndromic management). This latter service was not available at any health center in 
Haute Guinea at project start up. 

Nevertheless, these gains, while real and significant, are strll fragile and requlre 
fwther consolidation to create sustamability. PRISM'S efforts to involve communities rn 
health financing and management, through HMO's and COGES panictpat~on, uill fall 
apart without continued external support, even though, with PRISM'S help. the fees for 
seMces have been updated and are now widely k n o w  

x .  

In addition, the "Achilles heel" ofservice use continues to be the availability of 
essential drugs at the local level. By the end of the project. only 549.0 of health centen in  
Haute Guinea had a sufficient stock of essential drugs (the target was 75%) Though chis 
figure is up from 22% in 1999, it is still much too low. The improvement is likely due to 
PRISh4's intense efforts to standardize drug and commodity management rnto the one 
official system and to build the capacity at all levels (HC. distnct reglonal and national 
depots) to manage essential drugs and commodity stocks. The lesson is that a sole 
reliance on the public sector for the provisron of essential drugs IS ~nsuficient and 
partnerships with the private sector should be established 
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Partnerships have also proven cntical in PRISM's overall success PRISM not 
only leveraged cost sharing (8.2% of the project was financed with other sources than 
those provided by USAID) but has coordinated efforts with other XGOs. donors. SfOH. 
as well as regional and dismct a~th0nbeS at all stages of its rmplementat~on These 
partnerships have contributed greatly to PRISM'S success. allowng results that exceeded 
PRISM's already amb~tious objectives. 

Probably the most unique and special value that PRISM has added to Gu~nea 
rncludes its integrated approach, improving the health system a t  each level,  rangtng from 
the community, to the districq region and national level. rmprovrng coordrnanon b e m r r n  
the levels, establishing stronger linkages and supports: and srrenprhenlng aNmanagemrnt 
and  support systems within each level (rather than singlrng out one area) In d o ~ n g  so. 
PRISMaIways sought to build local capacrty to mplement and sustaln lmproremens 
The combination o f a  systems wide approach and local capacre burldrne IS at the hean of 
sustainable programs and services 
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Introduction 

In November of 1997, Management Sciences for Health (XISHt \\as a~rarded the 
USAID fimded "Gulnea Fam~ly  Planning and Health A c t ~ v q "  (FPH) to asslst the 

Government of the West Afncan Republic of Guinea (GOG) In its effom to improxe the 
health ofGuinean famtlies Known as PRISM (Porrr Renforcer les Inrervennons en Sanre 
Reproducnve et MSTSIDA)), the $ 1  5 milhon, five year project uas a partnership between 
MSH and Johns Hoplans Universrty Center for Cornmunicatlons Programs (JHC CCP) 

Due to the poor quality of services and dire health conditions in the eastern 
regions ofthe country, USAID requested that interventions be focused In the three 
administrative regions of Kankan, Faranah and N'Zerekore These regions cover 1 C of 
Guinea's 38 health districts and serve a combined populat~on of 3 2 m~llion or 40'0 of 
Guinea's total population of 8 million. Secunty considerations early in the project 
stemming &om instability in neighboring Liberia and Sierra Leone forced PRIS\f to 
reduce its scope to exclude the region of N'Zerekore and the Kissidougou "prefecture" 
(district) ofFaranah. This repon will focus on the intervent~ons that have been conducted 
primarily in the eight districts that constitute Guinea's natural region of Upper Guinea. or 
"HauteGuinee" (HG), where a total of I 6  million people res~de 

USAID's Health and Family Plannmg Strategic Objective (SO) IS Increased use 
of essential FP, MCE, and STYEIIVIAIDS prevention services and pnct icw.  

The four Intermediate Results (TR) associated with this SO are as follous. 
Increased access to FP, MCH and STVHTVlAIDS services and products 
Improve quality of FP, MCH and S7VHWlAIDS services and producrs 
Increase behavior change and demand for FP, MCH and STLm'!AIDS 
prevention services, products and practices 

0 Improve coordination for a more effective response among donors, government 
community organizations, nongovernmental organizations, and pnvate sector In 
addressing critical health systems constraints 

While working through these four IRs, the PIUSAM project has sought to create a 
positive impact on the quality of life of the Guinean population by creating sustainable 
decentralized health care systems which focus primarily on the d~strict and regional 
levels. However, several national level ~nterventions were conducted in support of the 
decentralization process. 

PRISM'S approash has been to consolidate the acuvrties of numerous partners 
into a series of coordinated interventions in support of the MOH's attempts to address the 
development ofa  fully functional decentralized health care system This strategic 
approach is founded upon the MSH model of the Fully Funct~oning Sewrce Delwe? 
Point (FFSDP). The preliminary success ofthis approach has led USAID to award ?ASH 
(in continued partnership with JHUICCP) an uncompeted 33  month contract to 
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consolrdate the results of the orlglnal PRISM contract. ~ h l c h  evplrcd 31 the end p i  

December 2002. 

Throughout the life of the project, PRISM has stnved to support the \lOH in the 
creation of reliable information systems to objectively measure project Impact and 
changes in the health status of the population This final report w~ll  drab upon data 
derived as a result of project activities to provide a summary of the major achievements 
and strategic approaches undertaken by PRlSM during its five year hfe span Follov;lng 
the introductory section, which will describe the context of the project, each ofthe four 
project's IRs will be addressed individually. The sections descrlb~ng IRl and IR2 will 
detail the processes whereby !nining, evaluahon, and systems building resulted in real  
improvements in service delivery. The section on IR3 will describe how quality bas 
promoted and the demand for the FFSDPs was not onlv generated but transformed Into 
real behavior changes among clients and in commun~ties. F~nally, the section on IR1 
describes how partnerships were a critical part of PRISM'S stratem to achiewng Impact 
Indeed, teamwork through partnership with both local and mternational organizations IS 

one ofthe cornerstones of PRISM'S success for it created a shared vlslon and shared 
ownership, as well as a pooling of financial. human and other resources that result in 
much greater impact thaq,can o thewse  be expected from projem of t h ~ s  sue .  Dealled 
information from PRISM'S monitoring and evaluation (M&E) system v.111 prov~de 
evidence ofthe project's results and impact The report w~ll  then descnbe the conclusrons 
and lessons learned which were derived from the project lmplementatlon 

As noted above, the PRISM project has a stated objective of collaborat~on ~ 7 t h  all 
agencies and projects worlung for the improvement ofthe health status of the Guinean 
population. While this report will outline improvements in the health care s>stem In HG 
during the project's implementation period, it is important to note that no single agency 
deserves unique credit for these changes. There have been a large number of partners 
working in HG over the past five years and amibuting results is an arduous and 
potentially contentious process. PRISM fullv recognizes the value ofthe contribunons 
from all partners during the project implementation period. A more detalled examlnatlon 
of the collaborative process is provided in the section on IR4 
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Context and Background 

Geography: The Republic of Gulnea has a total area of 235.857 sq h. which is 
slightly smaller than the US.  state of Oregon. it has a coastline of 320 km on the Atlantic 
Ocean and is bordered by Guinea-Bissau, Senegal, Mali, C6te d'Ivoire, Liberia and 
Sierra Leone. The counm consists of four major geographic areas: a humid coastal plan. 
a hilly to mountainous central region (the Fouta Njalon), a savanna region in the 
northeast (the upper Niger River basin) and a forest area in the southeast. Guinea's 
altitude ranges from sea level in the coastal platn (which includes the capital C o n a b )  to 
1,752 meters at the summit of Mount Nimba in the Forest Region. The Niger River and 
its important tributary the Milo have their sources in the Guinean highlands. Only about 
3.5% of its land is arable and only 950 sq km are imgated. The climate is hot and humid 
on the coast and grows dryer toward the sahelian area in the eastern part of the country 
Guinea has a monsoonal-type rainy season (June to November) wth  southwesterly wnds 
and a dry season (December to May) with northeasterly harmattan winds. The dusty 
harmattan and human activities have led to considerable deforestation in the southeast 
and desertification in the north. The population has inadequate supplies of potable water 
and the country suffers from soil contamination, erosion and overfishing 

Administratively, the 
country is divided into eight 
regions that directly 
correspond to the health 
regions. The regions are 
subdivided into 38 prefectures 
or distnas according to the 
overall population, with an 
average of approximately 
230,000 people per district. 
The terms prefecture and 
district will be used 
interchangeably throughout 
this report. 

Populdon: Guinea 
has a rapidly growing 
population of 8 million 
people, with about 70Y0 living 
in rural areas (see Table 1 ). 
The population is young, with 
approximatelv 44% under the 
*k of 15 ye& and 1 under the age of five' Less than 346 of the population is over 65 
years ofage and Me expectancy at birth is only 54 years There are slightly more females 
than males (0.096 males: 1 female) 

' Accordmg to the MOI t 2000 (the most rewnc). lnnrrarrr Slorrrrrqu? u b b  refm lo cbc. 1996 cmwr arid 
the 1999 DHS 
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The population growth rate is est~mated at 2 6 " o  \v~th a total f e n ~ l ~ n  rate of i i 
children per woman. Estimates of infant mortal~ty range from 95  to 127 d a b s  per 1.000 
live births. Under-five mortality is estimated to be about 177 per 1.00n. \v~th 98 per 1.000 
for infants under the age of one Maternal mortality 1s among the h~ghest in the world a! 
528 per 100,000 births. 

Population density is still low but growng raptdly, with approx~mately 29 people 
per square kilometer. High fertility rates and a large influx of refugees From the c ~ n l  wan 
and unrest in neighboring Liberia, Sierra Leone and Cote D'lvoire are placing an 
mcreasing strain on the environment, especially in the Forest Regon m the east 

The prominent ethnic groups are Peuhl (40°/6), Malinke (30°%) and Soussou 
(20%). The final 10% is comprised of numerous groups, each w t h  its own language 
Although the official language is French, the country has eight nahond languages. 
Mandinka (also known as Mandingo and Malinke), Susu, Fulhlde, Kissi, Basari, Lorna. 
Koniagi, and Kpelle. Approximately 85% of the populabon is Musllm and 5?6 Chnst~an. 
with the remainder following local religions. Barely one thrd of the population 1s literate. 
with rates falling to about 22% for women 

Additional information is prov~ded in Table 1 below 
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i Median Birth Spaang (months) . - : - . 35.0 

Economy: Despite large mineral reserves ofgold, diamonds, uranlum and bauxite. 
Guinea remains among the poorest countries in the world. Once ranked last in the 
UMlP's Human Development Index (HDI; 1996), it has a current ranking of 1 6 F  (out 
of 174 countries). Although the majority Guineans are subs~stence farmers and~or 
pastoralists, a substantial number are also employed by the potentially lucrative mlnrng 
sector, which accounted for about 75% of exports in 1999 and about 34% of GDP 
overall. Agriculture, which employs 80% of the population, only accounts for 21a.o  ofthe 
total GDP, while the figures for services and manufacturing are 38% and 4% 
respectively 

Despite significant hydropower potential, only 16% of Guinean households have 
e l e c ~ c i t y  according to the 1999 DHS survey. This figure actually represented a net 
decrease from the 26% recorded in the 1992 survey. Only 5 7 O 6  ofhouseholds have access 
to potable water, while 37% have no toile< includ~ng p ~ t  la~nne 

Guinea's external debt for 2001 was $2 9 bill~on, whde GDP %as estimated at S; 
billion Real growth rate of GDP was 3 3 %  rn 2001, wth an tnflat~on rate ofabout 6 O 0  
Howeverpopulatlon growth rates have kept pace wtth GDP growth, leabmg a per capr~a 
GDP growth rate of only 0 1% for the year 2000 

Escalating fighting along h e  Sierra Leonean and Libenan borders has caused major 
economic disruptions. Between September 2000 and March 2001, the c~vil unrest had 
resulted in the death ofover 1,500 Guinean civilians and mrl~tary personnel. Even today. 
the borders with Liberia and Sierra Leone remain mostlv sealed. In add~t~on to direct 
defense costs, the riolence has led to a sharp decline in investor confidence. However. 
Guinea has been able to maintain peace within its own borders and has hnctloned as a 
stabilizing force in the West Amca region. The country is being assisted by multilateral 
donors including Heavily Indebted Poor Countries (HIPC) debt relief to counteract 
inflation and maintain regional stability and peace. 

Recent Ire& re$om: With support from the internaoonal wmmunrty, includrn. 
USAID, the Guinean government has embarked on major health r e f o m .  In 1989. 
Guinea became one of the first countries to adopt the Bamako Initiative (BI), placing 
decentralization, local cost-recovery and community participation at the heart of Guinea's 
health policy. At that time, the Government of Guinea also began formulating its first 
population policy recognizing that population and family planning issues were inmcately 
linked with high rates ofmaternal and child mortality With help from rnternahonal 
donors and technical assistance (TA) agencies, the government began constructing health 
centers throughout the rural areas and improved health services by providmg essent~al 
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drugs and commodit~es as  well as medical training to sen lce  prov~ders Subtle. 
encouraging changes in the health of Guinea's population were noted The total feniiity 
rate dropped 6om 5.84 in 1983 to 5.67 in 1992. vaccination coverage among ch~ldren 
less than 12 months increased, the child mortality rate dropped b \  26'0 from 155  to ! 15 
per 1000, and the infant mortality rate declrned by 30% from 1.53 to 108 per 1000' 

These trends continued steadily in the years that followed Yet, progress was  
extremely slow and mortalrty, especially among children and mothers, remruned among 
the highest in the world. The downward trends in fertility and mortality masked 
disturbing disparities and shortcomings. 

By 1997, life expectancy at birth remained well below 50 years for the c o u n q  as 
a whole and was much lower in rural areas. Guinea's infrastructure remained wel iab le  
Shortages in basic medical equipment, transportation problems, lack of e lemci ty  and 
running water in most health centers, and inefficient and tardy drug logistics continued to 
plague the health system. The Ministry of Health (MOH), through its system of regional 
hospitals, local health centers and community health posts, theoretically provided health 
care to the entire population. In actuality, only about 2556 ofthe population was ustng the 
public health facilities. Guinea's spending on health represented 640.6 of the government 
budget yet the average household was spending close to 20% on health care - most of i t  

in the informal sector - and an additional 50% on food. The Contraceptive Prevalence 
Rate (CPR) was only 1.7% for modern methods in 1997 and the maternal and infant 
mortality rates in Guinea remained among the highest in Africa PRISM'S target zone of 
Upper Guinea had the worst health indicators in the county,  which prompted LSrUD to 
focus its efforts in that region. 

Heatth Indicators Today, Guinea's health indtcators remain among the worst In 
the world, and HG is far below the national average for most essential indicators The 
followmgtable, which was extracted from the I999 DHS. shows the companson between 
HG and the rest of the country 

' DHS 1992 
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. . .  ...... ............... . " ...... .... ~&~r:!:::j<:::j;;Ij;i;;;:iiii"":$;:: ,,; ::- :;;;:.:].i:,.JppcrGuiat. ....... - - . .- ......... ......... -. 1 Women having knowledge of c o n d m  1 65 .3  1 50.1 
1 .-A 

1 Fertility rate . i .- i 6 9 
Adolescent fertility / 37.2  46.2 
Women having knowled@ of a modem method / 69.1 5 8  2 - 

i I of contraception 
/ Children with diarrhea m previous 2 weeks ! 2 1.2 20.2 

Neonatal, infant and under five mortality rates are alarming high for the countr) as a 
whole and particularly so for HG (61.8, 128.5 and 221 9 respectively) Not surpns~ngly. 
vaccination rates in HG are lower than the national average Measles vaccination 
coverage is only 41.8% for HG compared to 52 1% for all regions combmed Rates of 
malnutrition in HGare only slightly higher than the rates for the country as a whole. 
which is unacceptably high at 23.2%. 

Although several variables were not segregated by region, the DHS 1999 deptcrs a 
much more serious situation for women in HGthan the rest of Guinea Fertihty rates 
were substantially higher at 6.9 for HG compared to 5 .5  for the country Ofthose women 
giving birth, 82.9% in HG delivered at home, compared to a national average of 69 5O.o 

Statistics fbrthe entire countq showed that 74.7% of b~rths were assisted. while only 
58.6%for HG. Only 43.1% of the women in HG recewed VAT2 or more. compared to a 
national average of 59.4%. This is not surprising when one looks at prlmay school 
education levels. Only 26.2% of females in HG attend primary school This 1s less than 
the national average of47.7%. More than 50% of women give birth before the age of 19 
and 54% are in polygamous relationships. The median age of marriage is only 16 4 years 
for girls and 98.6% have been subjected to some form of genital excis~on 

Health system: The organizational chart for the central level Min~say of Health IS 

presented in Annex 1. The process of decentralization and rapid expans~on of the number 
of service delivery points has created numerous challenges for the depamnenu and 
programs at the central level. Roles and responsibilities have not evolved in pace -7th the 
changing demands and old patterns ofbehavior continue to perslst PRISM has developed 
a leadership capacity strengthening program to help the MOH senior staffeffectively 
address these challenges (see IR4). 

Despite continued problems with the process of decentraluation, the regional and 
district level have been ganted greater authority in planning and decision making The 
organktional chart for the regions and districts in PRISM'S target zone is presented in 
Annex 2. Assisting the planning process at these levels has been a primary focus for the 
project The general procedure can be summarized as follows plann~ng for the health 
system is conducted on a semi-annual basis through a h~ghly defined formal process 
called "monitorage", with the health centers and hospitals sen  ing as the prima? 
planning unit. Once the "'monitorage" of each site is completed, key personnel anend 
semi-annual meetings in the district headquarters to review data, discuss problems and set 
plans for the next period. These meetings are referred to in this report as the CTPS. which 
is the French acronym for Comite Technique Prefectoralde la Sante The Plans are then 

PRISM End of Projcct Report Page 14 



brought to the regional planning meeting for finalization, which 1s referred to as the 
CTRS (Comite Technique RPgronalde la Same). The results and plans from each reglon 
are presented and validated at the national level semi-annual meeting called CTC (ComirL; 
Technique de Coordination). In addition to this, the regional and dlstnct health 
authorities meet annually with key MOH personnel from the central level and 
representatives &om development agencies and projects to review results and issues from 
the previous year and plan future interventions. This meeting, held during the first quarter 
of the year, is referred to as the "Revue Annuelle du SystPme de Soins de Sanre Primaire" 
PRISM and numerous other partners in health attend these meetings in order to assure 
that all activities are incorporated into the MOH workplans for the year. PRISM has been 
supporting and bcilitating the conduct of many of those coordination meetings in the 
course of its regular technical assistance delivery 

In summary, between the mid-1980's and the mtd-1990's. the population of 
Guinea had almost doubled. Despite declining mortality and feniltty rates. the galns in 
health were at best fiagile. The expanding primary health care system. v,hile sewing a 
larger proportion ofthe population than in the 1980's. was funct~on~ng through mult~ple 
vertical systems and programs. Lines of authority were often confused and hnding uas 
sporadic and insufficienCMany districts functioned only because of the presence of 
international agencies on the ground. The numerous parallel systems made plannln_e. 
monitoring and sound decision making difficult This complex web of problems created 
deficiencies in all areas of health care, h m  the availability of essential drugs and 
medical supplies to service provision and the evaluation of performance and progress 
Quality o f s e ~ c e s ,  especially at the health center level, declined markedly. It was clear 
that Guinea had, in fact, Failed to effectively operat~onalix ~ts progressi~e 
decentralization policy and translate it into improved health for the population The ?4OH 
realized that its health reforms would not result in improved, much less sustamed, health 
unless the capacity of the public health system rtselfand of the commrrnrrres rt s e n d  
were developed so that they themselves would be able to mplement the tntegrated 
approach by the Bamako Initiatwe 

In 1997, this recognition led to USAID's call for specialized TA in suengthenrng 
health systems, including community participation. Since January 1998, the M S W K  
team represented by the PRISM project, has been privileged to be the GoG's and 
USAIDIGuinea's key partner in creating sustmnable increases in the use of health . - 
services through systems stxngthenini local capacity building and fostering communiE 
owners hi^ of local health services. This report will underscore the apmess and timeliness 
of the tecimical direction that USAID opted for in 1997 by highligh& how it ultimately 
led to better than anticipated improvements in health today. 
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Project Strategic Design 

As mentioned above, security concerns in some of the original project d~stricts 
reduced the target zone to the eight districts in the natural reglon of Haute Gum& (in 
yellow in the following map). This included the entire administrative region of Kankan 
and its five districts and three out of four districts in the region of Faranah. 

This area which will be referred to as PRISM'S target zone. lncluda 99 health posts. 
89 health centers, two regional hospitals and six distnct hospitals The next map present 
the location of service delivery points in the project target zone. 

-- 
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The target populat~on for thts focus zone 1s est~mated to be about 1 6 m ~ l l ~ o n  people. 
w t h  289,000 ch~ldren under the age of five and 400,000 women between the ages of 15 
and 49 

PRISM'S strategic point of emphasis in the health structure was the 89 health centers 
and the district and regional directorates that supervise them. Using an ~ntegrated and 
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systems wide approach, PRISM also focused on the communities served b) these health 
centers and the hospitals to which they made referrals. Planning and implementat~on of 
activities was conducted in close collaboration with the two regional health directorate 
teams and the health district directorates they supervised 

Strategic Approach 

PRISM'S strategic approach was to improve quality and build the capaciv of the 
MOH, with a primary focus on the regional and disaict level, in order to 

o Decentraiize the health program by shifting the responslbllity for decision- 
making to the operational level and focusing the central level on general oversight 
and the development of policies and national norms and protocols 

o Streamline & Improve management support systems to Increase efficiency 
o Improve tbe techoical and administrative capacity of serwce prov~ders at 

health centers, maternities and in communities 
o Stimulate local cost-recovery systems to ensure sustainabil~n. 
o Foster community participation in managing their local health centen and 

services to create a feeling of greater ownership and improve equity and fa~mess 
in the system 

By addressing these areas, PRISM sought to stimulate the supply of q u a l l ~  p r m q  
health care services as well as the demand for these services. Improved supply and 
enhanced demand would result in increased use of these services, wh~le ~mproved sen-~ce 
quality would ensure sustainability through continued use The underlyn_e assumption 

was that greater use of quality basic health services5 would result in bener communlh 
and family health. 

implementation Strategies 

PRISM'S implementation strategies focused on developing sustainable s)xterns and 
were constructed around the previously mentioned IRs. They included tnterventlons to 

o Increased access to FP, MCH and STI/HIV/AIDS services (IRI) 
Increase availability of services: 

o Develop a minimum basic package of sen-~ces 
o Integrate FP, MCH and STIiAIDS services at Health 

Centers and hospitals 
c Provide basic medical equipment, IEC materials and 

management tools 
o Strengthen essential drug & wntraceptlr,e management 
o Bring services closer to the communlt): by developmg 

networks of CBD agenk and TBAs 
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Improve affordab~l~ty of serwces 
o Promote equitable access to semlces 
o Strengthen community awareness and onnershlp 
o Assure compliance wth standardized pnclng 
o Develop local insurance schemes 
o Improve efficiency of cost recovery systems 

o Improve quality of FP, MCH and STI/HIV/AIDS services (IRZ) 
Improve quality standards 
Develop and disseminate RH norms & procedures 
Strengthen quality improvement support systems 
In-service training for 

o Family Planning (FP) 
o Emergency Maternal Health Care (EMHC) 
o Safe Motherhood (SM) 
o Child Survival (CS) ,!Megrated Management of Childhood 

Illnesses (IMCI) 
o Prevention and treament of Sexually transmlaed infecuons 

(STI) and HIViAIDS 
Strengthen WMIS 

o Update Indicators & data collection tools 
o Build capacity in using data for decis~on malting 
o Improve capacity to conduct rapld sumeys 

o Increase behavior change and demand for FP, MCH and STLWIViAlDS 
prevention services, products and practices (IR3): 

Improve coordination of IEC programs 
o Develop IEC strategy and protocols for actlon plannmg 
o Develop IEC working groups 

Strengthen client-provlder interaction 
o Adapt 1 Reproduce existing IEC mater~als 
o Produce new IEC materials 
o Train proriders in counseling 

Conduct health promotion interactions 
o IEC campaigns 
o Advocacy 
o Commun~ty Mobilization 
3 Small grants to NGOs 
3 Child to child 
2 Peer educators 
o Community based distributors (CBD agents) 

9 Improve IEC management and delivery capacl? 
o Train IEC managers 

o Improve coordination among parinen (ZR4) 
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Strengthen MOH capaclty to coordinate 
Partrclpate and sponsor coordmation actn itres and processes 
Create new mechanisms for coordmation at decentrailzed le\el and 
at institutional level 
Improve coordinat~on within the system through management 
training 

Conceptual Framework 

Underlying PRISM'S approach to creating a sustainable decentralized PHC system in 
Guinea was MSH's model of a Fully Functional Senrice Delivery Point (FFSDP - see 
Figure 1). By starting with a clear idea of a service delivery point that could M i l l  a 
community's needs for basic health care, the project was able to work backwards through 
the health w e  system to identify obstacles to the adequate fimctioning of that point of 
contact with the client Many of these obstacles were identified at the SDP &elf 
However, numerous other issues were identified at other levels of the health care system. 
including the community, which needed to be rectified in order for the SDP to function at 
a satisfictory level of performance. The project's sbategies were developed to remove 
obstacles at each level ofthe health care system and in the community to enable clients 
throughout the region to receive the services they deserve 

The fully functional service delivery point is defined to mean that at each point of 
contact between the client and service provider, the health care worker IS able to provtde 
quality services appropriate to hisher level and the client is able to demand and recognize 
quality services. The SDP can be defined as any recognized point of contact ranging t?om 
a hospital or health center.to a health worker in the community For the PRISM project. a 
health service deiivery point was considered hlly functional when it had all of the 
following essential resources: 

o A pre-established number of providers who were fully trained and supported in 
delivering the basic package of services (including prevention. curauve or referral 
services for maternal and child health, family planning, and STL'Mn"A1DS) 

o Sufficient supplies of essential drugs, including contraceptives 
o Basic medical equipment and supplies, as well as IEC materials and management 

tools 
o Adequate intkstructure to perform the services 
o Clients who want the services and who are able to access and use them at 

affordable rates 

This last point is an important one because even the best service cannot be fully 
functional unless the community it serves perceives it as responding effectively to thelr 
health needs. For this w o n ,  PRISM aimed at improving both the availability of qualiy 
public health services and the community's understanding of thetr value and relevance to 
enable demand to emerge and grow. To achieve this, PRISM invested h e a d y  in the 
management and leadership systems that are needed to enable prox.iders to offer qualrn 
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jervices. The Management and Leadenhtp (\I,%) frarncivorl, used b?  PKIS\l i r a i  

designed by the Management and Leadership project a LlSIID centrally funded project 
being implemented by MSH. Their activities in Gutnea pro\ ided additional resources and 
were integrated into the PRISM project to promote project objectives The \lanagernen: 
& Leadership framework used by PRISM 1s presented in F~gure 2 

A service delivery point was considered fully functional when tt had the adequate 
infrastructure, at least one qualified provider available for each concerned senlces and 
80% of essential material resources, and delivered services with compliance rates with 
the prescribed norms and standards of 60% and more. The project developed a detailed, 
yet simple evaluation approach, which became part of the formal supervtsory system, to 
measure improvements in functionality. Training was a combination of adult education 
methods and on-the-job "learning by doing" while bemg coached by an expert tramer. 
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Figure 1 : Fully Functional Service I k l i ve ry  Pnint Framework 
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Figure 2: 

Framework for building national and regional management & 

leadership to support local delivery of high impact services 

(Adapted from MSHManagement & Leadership Framework, The .Manager 2002) 

' Leading and managing: enabling organizations to achieve sustainable results in a complex i 
I and ever-changing environment 

LEADWG .%VAGD;G 

Helping to bring new realities into being effective operation within a given 

i PLAVNLXG 

1 SCANNING I In the short run, what are your 
/ What are the challenges you are faced objectwes. what acu\.~tles do you need 

with? What do you know (and what to undertake. and how much \ \ i l l  that 
more do you need to know) about these ' costq 
challenges? 

ORGANZKG 
FOCUSING How can vou oreanlze the work and the - 

What are the most important challenges necessary resources so that the plan can 
now? What is thegoal? What are the I be tmplemented7 
strategies? What isiare the most 
important thing(s) to focus on7 i IMPLEXhTl3.G 

ALIGNING1 MOBILIZING 

How can you make sure that the v.orh 
gets done correctly and \\ith~n the 
allotted tlme and budgetq 

Whose support do you need? How can 
you mobilize them a s  well as other i MOMTORING & EVALUATIXG 
necessary resources? I How do you make sure the objecttves 

x e  met the desired results produced" 
MSPIRING How do you learn from expenence" 

How do you get and keep people How do these learnmgs mforrn funhrr 
engaged? How can you keep people's work" 
spirits up when there are obstacles or 
setbacks? 
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Operational Structure 

PRISM'S operational structure was originally designed to work side by s ~ d e  w t h  
regional health authorities in Kankan, N'Zerekore and Faranah The project Chief of 
Party (COP) and senior technical staff were to be based in these regional capitals 
However, over the courseofthe first year, the project's central office was moved from 
Kankan to Conakry to allow for an initial phase of building central support for regional 
activities and for strengthening coordination between the regional and central health 
authorities. By the end of the project's 3'* year, the Conakq office had been reduced and 
the COP and senior technical staff were relocated to Kankan for the duration of the 
project The office in N'Zerekore was closed and the Faranah office was downsized to 
one technical and two support staff due to the previously mentioned insecurity in the 
Forest Region. Figure 3 represents PRISM'S organizat~onal chart for the final two years 
of the project 

PRISM End of Project Report Page 21 



I'KISM End of Project Report Piigc 25 

1 1 1 I 1 I 1 1 1 I II I 



Monitoring and Evaluation System 

Monitoring and evaluation is a key element of a successful project Objecuvely 
verifiable indicators developed by the PRISM project have allowed progress to be 
followed, documented and communicated to USAID and the MOH on a quarterly and 
annual basis. The documentation of project results has been instrumental in idenufiing 
areas of strengths and weaknesses and providing evidence for program design This has 
helped the project provide the MOH with clear evidence to evaluate the probabil~h for 
success ofreplicating specific project initiatives in other regions of the countr?. and also 
has helped in the development of clear and feasible standards of practice. 

Project indicators reflect USAID'S specific indicators for each IR as well as 
additional indicators developed uniquely for the PRISM project. All project indicators 
have been reviewed annually and revised where needed in collaboration with 
USAIDIGuinea. This report is based on the data and information collected throughout the 
first phase ofthe PRISM project, from January 1998 to December 2001 The data are 
derived ffom a variety of tools that PRISM used to monttor and evaluate i t s  progress 
towards results and its impact. They included: 

Baseline surveys in 1998 (rapid assessment, service statistics and a revie\v of 
existing research and data) 
Training data base, established in 1998 and used throughout the project 
Equipment data base, established in 1998 and used throughout the project 
Service statistics from health centers, districts, and regions. especiallv to a l l m  
calculation of CYP, on a quarterly basis, throughout the project 
Supervision reports and checklists 
Project mid-term internal evaluation in March 2000 
Project mid-term external evaluation by USAID in February 2001 
Demographic Health Survey results from EDS-III (1 999) 
Facilities survey in HG by the Measure Project (January-Februq 2001 ) 
Performance indicators (semi-annually) defined and finalized in 1999 
Operations research 
Pre- and post-campaign evaluations (3 campaigns: targeting youth in 1999. men 
in 2001; and MCH in 2002-3) 
Annual workplans 
End-of-Project household survey in September 2002 

All of these data collechon insbuments were elaborated -7th the assistance of XfOH 
personnel, and data collection was also a collaborative process wth the VOH The 
system was designed and Implemented in a manner that probided trainlng for MOH staff 
In the use of data to Improve health systems at all le\els 
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Table 3.a: 

Evolution of Performance Indicators 

rcantage ifhealth canters  enir ire 
SantB) having posted user fees for ' RH Serfoms (~na~dk!qdel~enes) , . . .. .. . . . .. .. 

Percenlme of nea th canters (Centre 
de ~antbj inte~rated in FP and 
STVAIDS prevention s a ~ i m s  (i.e. 
having personnel trained in FP and 
STllAlDS prevention) ~ ~ 

Percentage of health canters (CS) 
integrated in syndromic management o' 

ST1 cases (i.e, having p e ~ n n e l  
trained in mndmmic manaqement of 

I functionalat delivering FP and 

NIA 

55% 

"198 
..--- 

VIA 

72% 

096 

NIA 

NIA 

9% 

. . 

NIA 
- 
NIA 
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,. . , ......... .. . ~ .  . 
;TIIAIDS prevention servims - . ~  

%cenlage of heallh canlers(cs) 
undional al delivering prenatal 
3eNIes 
&an lage  of heallh canters(CS) 
'undiond a1 delivering Chld Survival 
~ e ~ i c e s  

~ ~ ~ ----- ~ 

Uurnber offundional CBD a@nls ... .. . .- -~ - - ~~ 

n priority prefectures 
[Faranah, Kankan, Kerouane, 
K o u r o u ? ~ i ? l . . ~ ~ ~ ~  .. - ~... ~ 

In other prefectures -- -- 

~etcentage of functional lraditand 
birth attendanls ~. . . ~~ - .~ 
IR -- 2: - Q u r l l t y  ~ ~ 

Petcenlage of pre-natal s e w b  
consultations for which the amplianca 
rate with N&P is equal or superior to 
60% -- p~ p~ 

Percentage of ST1 service 
consultations for which mmpl inm rate 
wilh N&P is equal o ~ s u P ? ~ t o  60% 
Percentage of CS service mnsultat'ons 
for which mmpllanca rate wih N&P is 
equal or superior to 60% -- 
Percentage of FP service mnsultatans 
for which mmplianca rate with N&P is 
equal or superior to 60% 
Pmporlionof CS with essential dmg 
sbdtoutslower than 10% . . d u m a  ~- -. 

NIA 

-- 

NIA -- 

NIA 

reatment 
:ounselmg NIA 
bmb~ned 

reatment 
:ounsel~ng NIA 
bmb~ned 
'reatment 
;ounsel~ng NIA 
hmb~ned - - -- - 

-- 
YO8 

41 A 

4IA 

JIA 

VIA 

VIA 

NIA 

NI A 

NI A 
- 

NI A 

NIA 

Stntus a of the end of 

v89 I, ~~. ~ ~- 

qIA NIA 44 % 34% 

NIA 
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FOP 
*2 

75% 

75% 

75% 

NIA - 

75% 

50% 
50% 
35% 
- -  

50% 
50% 
40% - 
50% 
50% 
35% -- . 

35% 

75% 

1 



. . . .. . . . . - -. . .. .. . . . .. . . . . . . 
last 3 months 
IR 3: Demand 
CYP 
Pemnlage of birlhs lhal benefilod from 
at least 3 ante.natal vislts 
Number ot mmrnunity and religious 
leadersor'iented in FP and STllAlDS 
preventbn .. . 

measles 
~ a g o f  lnaease for the proport~on of 
young people ages 15-24 who know 
that condoms that can be used to 
prevent STllAlDS 

Male! 
Fernale! 

~ - . ..~ ~~ 

IR 4: Coordlnrtlon -. 
Penzntage of project spending 
covered by other sounzs of funding 
cost sharing obligation) 

i e m n t a g e  of health distMs (DPs)~ ~ 

carrying out supervision adivities 
L A- 

amd out m January 2001 

- 
YQ8 

,468 
JlD~sp 

I 

4IA 

4IA 

JIA 

VlO1sp 

NIA NIA 

- 

as of the 

Yo0 

8,701 

4ID1sp 

50 

4A 

rllA 

VIA 

3.7% 

NIA 
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Table 3.b.: PRISM Household Survey 2002 - Results for Main Indicators 

have had at lcasl one nuti natal c h a h p  (ANC) during their last pregnancy (3 ANC or more in uufxhlmtcly not 
nvnllahlc . . ~  in thc ~.~ I X I S r l )  - . . .. .~ ~- ~ p~ ~ ~ ~ -~ ~ ~ pp~ ~~~. 
2 l ' cwnta~c of women a p d  15-49. moUias of children less than 24 months (less the.u 60 monlhs for lhc DHS). 16.8 1 35.7 
wliusc last blnh ~ ~- l u x e  in a hcalll~ facili 

~ ~.. . ... . -. 
2 P ~ ~ x n t a g c  of w o m e & d  15-49, m!thas of clrildreu less than 24 mouths (less thrul 60 months for the Dl-IS), 54.8 48.0 5 6  1 

2 I'enatagc of children agcd 12-23 months who have received DTP 3 
~ ... . ~ ~. ~~~ ~ ~ ~~~ ~~~ ~ ~~~~ 

46.2 40.2 
I 

45. R 
3 Pewentane of c h l h  a n d  12-23 months who have received measles vaccinatinu I 41.8  

within ah hour of their birth 1 I 1 
2. Percentam of children aged 7-23 months who wcrs cxclusivehi b d c d  for their fust six months 9 10.3 

' I .  P e m t a g e  of children under 5 yeas  old who had diarrhea in the lrst two weeks 
. ~~~~~ 

2. Percentage of children under 5 years old who had diarrhea in the last two weeks and who w a e  brought to a health 
fncility 
3 Pe~ccntagc of children undm 5 yews old who had d k h e a  in the Inst two weeks and who received packets of ORS 

method of contraceptive . . 
2 Pcxcntagc of wtmcn aped 15-49 who rrc not usmg contraception but are intending to use it in thc future 

. - . . . . . . . . - -- - . - .. .- . -- Not avail 56.3 - -  - .  - I 
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WORK TOWARD THE INTERMEDIATE RESULTS (IR) 

Access to reproductive health services depends m (I) the degree to which essential resources are 
simuhaneo& available at service deliveay points, as weU as (2) to the degree to ni~kb thcse/l 
-ices are msde affordable to al l  people. PRISM'S strategies for this IR included: 
A v d  a& . ' of essential resources at SDPs: 
1. Assistance in defining and disseminating the minimum uackaee of inteerated senices @%'A) 

of the prhmy health care system at all levels (including community level); 
2. Ensure the in services at SDat (M sites like 

HCs and hospitals as well as at the community level via CBD agents and TBAs); 
3. Provision of basic reproductive health Medical. E€ and Manaeement material to 

health centers and to hospitals, 
4. Strengthen the management of the Essential D ~ p s  & ContraceDtive logistics system 

at all levels. 
Affordabilik of rmas at SDPs: 
5. Promote eguitable access to RH smkes; 
6. Strengthen . . via cammdy level managanent ammitlas (CoGes), 

Health Mutual type organmhau pmmotion a d  s u m  b impmve cost- and HCs 
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lR1: Increase Access for Basic Health Services 

With 14.2 inhabrtants per square km, Haute Guinea has the lowest population densit\ 
of any region in Guinea and is less than half the national average Thrs low density 
creates problems ofaccess to health seMces for the majority of the rural population. 
Although specific data are not available for HG, the 1999 DHS reponed that the median 
distance for a rural woman in Guinea to travel to receive FP services was 6. I km &%en 
one considers the poor transportation system, lack of disposable income and oppressive 

climate of Guinea, this is a considerable obstacle to seeking health care Gwen the low 
population density in rural HG, it is safe to speculate that the distance is even greater for 
this region. Equivalent national figures for prenatal care, obstetric care and vaccinauon 
services for children are 4.1 .45  and 4.6 km respectively 

It must be noted, however, that access to services is restricted by more than just 
geography. Frequently, access is also limited by the lack ofsupplies or trained personnel 
at the closest facility. It can also be restricted by costs that exceed the abilie ofthe 
population to pay for services they need. PRISM has addressed all of these issues of 
access during the past five years. Geographic access has been bridged by bringing 
essential basic services closer to the community through CBD agents. TBAs and peer 
educators, among others. The availability of services has been addressed through a 
process detined as "integration". This involves equipping SDPs with mlnimal drugs and 
supplies and training relevant staffto a certain minimum standard. The Issue of the cost 
of services has been confronted in several manners, including the promotion of health 
mutuals at the community level and the promotion and training of local management 
committees (known as Comites de Geshon or COGES). 

This section will describe the strategic approach and specific actisiu es used by 
PRISM to address the c ~ c i a l  issues of access to basics health care semices Although 
quality standards were observed and promoted during all of the described acth Ittes. 
specific issues related to quality will be addressed in dew1 in the sectton on IR2 

The following list provrdes a summary ofactivities used to improve the availabilie 
and affordability ofservices for each level ofthe Guinean health system. These 
activities will be recounted in greater detail in the following two sub-sections. which \ \ i l l  
describe activities at all levels ofthe system according to their focus on e1thera~arIabr11n 
or affordability. 

At the community level, PRISM has expanded access to sewices by 
o Expanding and strengthening a network of CBD agents 
o Promoting the use of TBAs and strengthening their technical capacity 
o Increasing the range of services ofired by CBD agents 
o Promoting and supporting the creation and development of commun~ty-based 

HMOs and MURIGAS to remove economic barners to health s e ~ c e s ,  especiall!. 
emergency referrals and transportation for child birth 
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o Revitalizing community health committees (COGES) to foster communlh 
participation and leadership in the management of the health center. and thus 
ensuring that services respond to real cornmunit?. needs. ~ncluding the most 
vulnerable 

o Building networks of youth peer educators, safe motherhood promoters. busmess 
based IEC educators, religious leaders and others to mob~l~ze  and educate the~r 
communities about health care and prevention, as well as the communiues' rights 
to health services. 

At the level of the health center, PRISM increased access to servlces by 
o Training or re-training providers so HCs are capable of offenng the complete 

range of basic health services 
o Integrating basic health services in HCs that were not yet able to offer them (FP 

and STI care) 
o Providing basic medical equipment needed to perform essent~al services 
o Improving the management of 

o Drug and commodity supplies to reduce stock outs of essenaal drugs 
o Medical equipment and material essential to service delivery 
o IEC materials to ensure the presence of sufficient tools for education and 

inter-personal communication between clients and prov~den 
o Management tools to help providers plan for adequate coverage 

o Clearly displaying fee schedules to ensure that clients are amare of official costs 
for all services and providers adhere to the official rates 

At the DPS and DRS level, support to increased access was ensured by: 
o Training hospital providers at maternal and pediatric divisions so they are capable 

of providing adequate health services, especially complicated cases and referrals 
o Providing hospital's with basic medical equipment, IEC matenal and management 

tools needed for RH services 
o Enhancing sustainable capacity to produce management tools for service delner\ 

points 
o Establishing regional buffer stocks for cold chain spare pans 
o Improving the management of drug and commodity supplies at the regional and 

district warehouses 
o Included IEC/BCC interventions in campaigns (see IR3) to educate the tarset 

population regarding the availability of new or improved health sewlces 

At the central MOH, PRISM assisted the MOH to formulate andior update pol~c~es.  
norms and protocols by: 

o Developing and distributing a Basic Package of Primary Health Sewices. 
specifying what services must be provided for each level of the health care system 

o Standardizing the national drug and commodrty management system to eliminate 
parallel structures 
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3 Strengthening the Central Pharmacy or "Pharmacrr C-rnrralr dr  la Grrrnir 
(PCG)" in pharmaceutical management to ensure adequate drug supplies at the 
central level and efficient distribution to regional depots 

3 Integrating contraceptives into the list of essent~al drugs 
3 Advocating for new or alternative models to implement cost-recovery and 

COGES 
o Introducing cost iewvery on sales of contraceptives, as opposed to the previous 

policy of fke distribution 
o Identifiing and sharing lessons learned, and integrating them Into policy 

revisions. 

Availability of Essential Resources 

The absence ofessential resources is a key problem ~n m a n  .%can countnes 
However, simple provision of needed resources is at b u t  a short-term response. In order 
to promote a sustainable solution, many PRISM activities focused on improving systems 
and institutional capacity within the MOH to identify and resolve problems related to the 
availability of resources at the point of contact with the client. An important early step 
was to create consensus around the types of services that should be offered at each level 
of the health system. 

1.1 Basic Package of Activities 

When the PRISM project began operations in 1998, Guinea had not yet formally 
defined the basic package ofhealth services to be delivered by the primary health care 
system at each of its levels. Without such definition, standardization of services 
throughout the country was clearly impossible. This affected nearly eve? aspecr of 
health care delivery from the development of training and CBC materials to the 
monitoring and evaluation of services at all levels. The absence of such a fundamental 
policy directive, coupled with weak coordination and intept ion of partners' inputs. 
posed a threat to the rational and cohesive development of the national health system 
PRISM therefore directed early technical and financial resources to the process of 
defining a basic package of activities for the primary health care system, resulting in the 
adoption by the MOH in September 2000 of the "Paquet Minimum d Xcnvrtes pour les 
Soins de Sante Pr imire  -Horizon 2005" (Minimum Package of Activ~ties for Prlman 
Health Care through 2005). 

This PaquetMinimum d Xcrivites (PMA) was dismbuted at the regional health 
coordination meetings (CTRS) of January 2001 as an integral par? of the documentanon 
kit on the National Health System Development Plan, which is Guinea's main strategic 
document for primary health care implementation. PRISM assisted in dissemina!ing the 
PMA to the regions of Kankan, Faranah and N'zrekore and had been instrumental in 
mobilizing other TA partners to help the MOH disseminate the PMA in the other regions 
of the country. 
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In its target regrons, PRISM also dtssem~nated the PMA during the health dlstnct 
coordmat~on meehngs (CTPS) of January 2002, thus ensunng that all the Heads of HCs 
as well as the hospitals' senlor staff had access to the document In 2004 the \lOH is 
plannlng to update the " ' P M  - Honzon 2010". and PRISV Il w~ll  asam offer assistance 

to t h ~ s  effort 

1.2 Integration of RH Services in HCs 

At project start-up, fewer than 50% ofthe 89 HCs in PRISWs target zone were 
offering FP or STI prevention services, and virtually none provided STI care servlces 
Expanding availability of these services was, therefore, one of PRISM'S highest 
immediate priorities. In collaboration and coordination wth  the DRS. AGBEF and other 
TA agencies worlung in the regions, PRISM embarked on a systematic effon to make 
quality RH services available throughout the reFon. By December 2002. all 89 HCs in 
Upper Guinea were offering FF' and STI prevention services, 47 of which were also 
providing STI care (see Table 4). 

1.2.1 Integration of FP and STI/AIDS prevention services 

1999 1 75 
1 

As shown in the table above, the MOH had already integrated FP and STI 
prevention services in 49 of the 89 HC in Haute Guinee by the end of 1997 Throughout 
1998, PRISM expanded this effort. The primary objective \+as to tram a mlnlmum of tno  
service providers per health center and their respectwe supervisors at the DPS and DRS 
in counselling and provision of family planning and STI prevention serwces and to 
provide these health centers with a start-up kit including contraceptives, IEC matenals, 
condoms for STI prevention and basic medical equipment These were the basic critena 
that defined an integrated health center. 

92 I NIP SIP 
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By the third projeot year, 95% of all HCs In PRISM'S target area \\ere intesrated 
By the end of PRISM'S inthal mandate in December 2001, famllv plannlng and ST1 
prevention services were avadable at all 89 HCs and at the 8 hospitals in HG 4s neu 
HCs were ~ntegrated, PRISM helped the DRS and DPS to ~nform the populat~on of these 
servlces and to promote the~r  use through large-scale campaigns, advocacv by communlh 
and relrg~ous leaden, and local community events (see IR3) 

Despite the success in creating a high prevalence of FP and STL'iUDS preventn e 
services by the end ofthe project, PRISM personnel reallzed the dynam~c nature of 
stafling patferns in the health system. It is inevitable that some mined staff \s.rll leave the 
system through retirement, death, transfer or other reasons. In order to mantan a 
sustainable system, the responsible MOH supervisory staff needed to be m n e d  to 
identlfy deficiencies as they arise and then to subsequently train appropnate staff to 
assure continuity of services. To this end, PRISM supported the DRS by (1) introducing 
an inventory tool for use by the DRS and DPS to monitor the availability of human 
resources and thus rationally manage their distribution and deployment at the H C ~ ;  and 
(2) training new staffat integrated HCs that have fewer than two trained. To date, PRISXI 
has trained 29 new providers &om 27 integrated HCs in order to maintam the ava i lab~l~n 
of FP services. 

As defined above, a HC is considered to be integrated in a defined service when it 
offers that particular service and has met basic criteria, defined in the P w  relating to 
the quality of that service. Once a HC is integrated, the initial criteria that were 
established for its integration must be maintained to be functional. For example. In the 
case of trained staffas mentioned above, a HC could have been integrated after two staff 
members were trained. However, if one or both ofthose staff members left the HC. it 
would no longer be considered fundonal even though it is integrated 

The concept of functionality is related to the quality of sewlce provided. 
Functionality is, however, an indicator ofaccess, not quality. The cnteria for 
functionality pertain to the availability of minimum resources at the SDP so that the 
service is accessible to ifie population. Indicators ofquality are discussed under IIC 
Although the project considers many aspects ofquality, the indicators focus primarily on 
the technical (clinical) quality of the seMce provided. In other words, for the SDPs that 
are functional, how did the service provider actually perform the spec~fic techn~ques 
required for a successful intervention? The cnteria for quality in this case have been 
established by the MOH and are delineated in the national norms and procedures 
document. 

1.2.2 Integration of ST1 care s e ~ c e s  

PRISManticipated integrating ST1 care services in 54 of Upper Guinea's 89 HC 
during the course of the project The goal was to train two service prowden per HC and 
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their supervisors at the DPS and DRS in the syndromic treatment of STk and In 
counseling S n  patients. These health centen would recelve free stan-up k ~ t s  including a 
six-month supply ofantibiotics, relevant IEC materials, and baslc medlcal equipment 

In accordance with MOH policy, trainlng of prov~ders in ST1 care was mltlated 
only when drugs were available at the SDP. Anti-Sn drugs were generally procured by 
rhe P E V / S S P M  through the World Bank PPSG project and the European Union debt- 
reliefspecial fimds. Unfortunately, the PEV (EPI) encountered numerous delays and 
difficulties in obtaming and then releasing these drugs for free start-up k ~ t s  Desplte t h ~ s  
major constrainf PRISM was eventually able to procure the necessay drugs and supplles 
from GTZ and the Canadian project Sida3, and still managed to integrate ST1 care 
services in 47 ofthe 89 HCs (53%). A total of92 providers were tralned In the syndromic 
management ofSTIs, including six from integrated sites that had lost a previously trained 
provider. At the end of the project, all 47 HCs (100%) where penonnel had been tralned 
were still actively providing this service. 

The high level of performance ofthe HCs integrated in S n  care servlces is 
largely related to the supervision that they receive. When integrating S n  care in HC, 
PRISMalso ensured that supervisors 6om the DPS, DRS and referral hospitals were 
adequately trained not only in syndromic management of STIs, but also in post-aalning 
monitoring and on-the-job training techniques to continuously improve the capacity of 
the providers to transform their training into action. In collaboration ulth Sida3, a 
~anad ian  project specializmg in s y n d r k i c  management of STls, PRISM supported the 
teams to conduct supervision at the newly integrated HCs 

As ST1 care services became available, PRISM also organized promotional 
activities to inform the population of the new services (see IR3). These activities were 
conducted in all the communities served by 43 of the 47 integrated HCs STI care 
promotional activities will be conducted underPRISM Il at the remaining four sltes. as 
this intervention is also an integral part ofthe project's scope of work 

1.2.3 Community based services (CBDISBC) 

The CBD program was among PRISM'S most Important lntenentlons to 
improve access to RH sepices for the rural population of HG. However, the initiatlve had 
already begun before the project got under way and PRISM'S role evolved into one of 
revising and expanding a program that was clearly faltering in its early stages 

Historical Overview: The first CBD agents in Guinea were tratned In 1997 They 
included 250 male agents in the eight prefectures of HG and 250 agents, only three of 
whom were women, in the nine prefectures ofthe Forest Region. Communities were 
asked to select their CBD agent using the following criteria The CBD agent had to be (a) 
literate, (b) resident in the community, (c) speak a local language, (d) be credible, 
available and a volunteer to do this work (e) able to communicate and be discreet. (0  be 
mobile. Theirjob was to ( I )  educate their communities about FP, S n  prevention and the 
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prevention and eeatrnent of diarrheal disease, ( 2 )  sell oral rehydrat~on salts (ORS) and FP 
products, including condoms, spermicides and the contraceptive pill. ( 3 )  make referrals to 
the HC as appropriate and (4) keep track and subm~t monthly reports ofthelr actluties 
and sales to the HC. CBD agents obtained their products from the HC. and sold them at a 
marginal, fixed profit. The only resbiction was on the sale of contracept~ve pills. for 
which the client required a prescription from a HC. 

Pe$mnance of CBDprogram in 1998: A PRISM evaluahon of the CBD 
program in 1998 discovered that after one year, fewer than 66% ofthe original 250 CBD 
agents in Upper Guinea were still operational7. Collectively, they had held only 1 15 IEC 
sessions, or less than one session per agent The typical CBD agent had between 5 and 10 
clients per month and &led to adequately manage his products, resulting in stock-outs 
and the distribution of expired products. The actual quantity of sales made by the agents 
was also unclear, as reporting was often incomplete, varying from 3 196 to 7296. Further 
analysis revealed that their low performance was related to a poor understanding of them 
roles as CBD agents, inadequate training and follow-up, poor motivation, insufficient or 
complete kck ofsupervision, low levels of literacy and difficulties in discussing RH 
issues, especially with women. 

PRISM's strafegy: In order to address these problems, PRIS'L1 worked with the 
MOH to redesign the CBD strategy and developed a technical asslstance approach that 
linked the CBD services more closely to the health centers, the DPS and DRS The neu 
strategy also ensured a more careful and realistic process for selecting CBD agents Other 
modifications included: the development of a network of five CBD agents per HC: 
regular monthly meetings at the HC; increased supervision by HC staff. adaptation of 
data collection and management tools for illiterate CBD agents; revision of selection 
criteria to allow for illiterate agents; community mobilization to ensure true communlt\- 
participation in selecting CBD agents; work with the community to select female CBD 
agents; linking performance of CBD agents to performance lncentwes. appointment of a 
CBD program associate at the DPS ("charge SBC') and pairing him or her mth a 
technical assistant for capacity building; subsidies to the DPS for supenision and suppon 
to HC with CBD networks; use of ELCO mapping; adult education training methods for 
CBD agents and their s u p e ~ s o r s ;  on the job follow-up training; revision of HMIS 
indicators for CBD agents; expanding CBD services to include items such as Vitamin .X 
iodised oil, chloroquine and paracetemol. PRISM'S CBDISBC support strategy was 
formally approved by the MOH in 1999 and was subsequently used by the central 'LIOH 
as a model for CBD proprams in other regions. 

PRISM devised two separate packages of activities accordmg to the presence or 
absence. ofanother international TA partner in health covering all communities in a given 
prefecture. In prefectures where such a partner was activeg, PRISM's suppon was 
designed to be complementary while ensuring mplementation consistent with the 
national CBD guidelines. In prefectures without another TA p m e r .  PRISM's 
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~nterventions also included assistance to communltles in ident~filng CBD agents 
building capacity ofselected agents, and prov~ding n e c e s s e  supen~s lon  for then) In 
these "priority" prefectu~es, PRISM sub-contracted CEX.4FOD. a Gumean XGO 
specialising in community development, to implement the moblllsauon actlvltles. and 
with AGBEF (the Guinean P P F  affiliate) to ensure TA to the DPS. Worklng wlth these 
agencies also enabled PRISM to assist local NGOs in t he~ r  own ~nsututlonal capact% 
development. Table 5 presents results for the two groups of prefectures 

Tabk 5: SW ba of the CBD program in Upper  Guinea by December 2002 
~~ ~ ~- --~. .- .. . - ~ ~ 

~~ ~~: 
~~ ~ . ~. --- ~ I 

1 CBD agents 
I # CBD aaents tra~ned. eaulowd. (l 1 

I 
317 292 6 0 9  . , . .  , , i offering RH services i - - 

I # Female CBD agenb (?4) 71 (22%) Not avail Sot wul 
# CBD supervisors trained I 107 'J 181 

1 # Prefectures witt, active 'Charge 1 5 S 
j SBC' 1 

HCl mh 

Pmformnce of CBDprogrum foduy: As can be seen in Table 5, all 79 of HG's 
health centers have at least five CBD agents in the field. At the end of the project, there 
were a total of 609 agents equipped and operating, which means that most zones have 
more than the minimum of five. In the PRISM priority zoncr, 22% of the CBD agenu are 
women, compared with a total of only three for the entire reglon before PRISM. A total 
of 181 supervisors have been trained. At the end of the project, PRISM zsessed the 
performance ofthe 267 CBD agents from the Kankan region's priority d~stncts 
Performance was measured a s  the degree to which CBD agents accomplished the m a n  
tasks in their scope ofwork9 and the availability level of the products they distribute The 
assessment determined that 239 out of the 267 targeted CBD agents (895%) obtalned a 
functionalrty rating equal or superior to 80%. The 267 CBD agents successfully. 
tmplemented 88% of the expected IEC activities wlthin their communitl; accordmg to the 
suggested policy standard (1  per month per agent) and they maintamed a reporting rate o i  
89% for theu monthly progress report. Finally, they had on average 75% of the products 
in the CBD package'0 in stock. Nevertheless, maintaining an adequate supply of products 
with all CBD agents is and will remain one of the  biggest challenges of the CBD 

program 

Table 6 show the evolution in performance over the life of the project 
Substantial improvements were noted in all categories monitored. The total number of 
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contacts increased by over ten fold from 1998 to 2002. This was a result of both the 
increased number of CBD agents and the number of contacts per agent, which increased 
by more than 500%. The number of IEC session, which will be discussed tn the section 
on demand w), increased dramatically from only 1 15 in 1998 to over 10.500 tn 2002 
PRISM'S emphasis on oral rehydration resulted in an increase of over 15,000 packets of 
ORS being sold per year in the four year span of the project 

I # Spermicides sold i Not avail. ; 15,253 ! 15.514 
# ORS units sold I 1,548 j 13,155 i 16,953 995O0 

Table 6: Performance improvements of CBD program 1998 - 2002 

CYF' Not avail I 1,492 1.979 
# E C  sessions I 115 1 8,378 10,218 90M0a 

= the 2001 and 2002 data concans cmlk the mOnN aefechnes of K a n h ,  Kwrousa Kaouanc and S~eum 1; k j  

# New FP contacts 
# Old FP contacts I. 
# Total contacts 

1 # contacts /agents 
I # ~111s sold (cycle) 
# Condoms sold 

Expanding the array of services provided by CBD agents PRISXI conducted m 
o~erations research exercise in three sub-~refectures in Kankan to test the feasibtlth. of 
having CBD agents sell oral contraceptives without the need for a prescnphon from a 
HC. A high profile committee of representatives from the MOY the Cnivenity Hospital. 

1998 

research &&rs and PRISM supported this initiative. It involved 21 CBD agents, and 
was completed at the end of December 2002. Preliminary results indicate that the CBD 
agents from the three participating sub-prefechrres supplied over 400 clients through thts 
approach and did so with a high rate of complianw with national norms and procedures 
The results ofthe test will be reviewed and validated by the MOH steenng comrntnee 
with PRISM I1 support during FY 2003 

TraditiodBirth A # e d a e :  The National Safe Motherhood Policy, developed wth 
PRISM support (see IR2), stipulates that five TBAs (Accoucheuses Villageoises) per HC 
are to be trained, supported and monitored by HCs. PRISM initiated TBA integration 
activitits in the three prefectures of Kankan, Kerouane and Faranah and trained a total of 
39 TBAs or 33%. The project fell short of its ambitious goal of traintng 120 TB.h 
because the development and implementation of the national safe motherhood policy 
required major coordinatton efforts from PRISM and other partners over an extended 
period oftime. Although the m n i n g  activities had to be postponed while the policy \\as 
being developed, the eventual development ofuniform norms, procedures and rnonttortng 
tools as well as a national mining cumculum proved to be a worthwhile bade-off Future 
training across the country will certunly benefit from this effort 

Not moottored I 7,522 7.868 
Not monttored 22,169 ' 30.01 1 

3,629 1 29,691 37.8'9 944'0 
22 1 119 441°0 

985 1 17,002 21,318 2 0 a 0  o 

1,096 i 35,686 I 43.5 1 1 3870% 

2001' 
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1.3 Strengthening of the Essential Drugs and Contraceptive Logistics 
System 

Based on a rapid assessment and diagnosis ofthe exlst~ng drug and commod~h 
management system conducted by the project in 199811, PRISM'S stratem to strenghen 
the sustainability of Guinea's drugs logistics structures, has been threefold: ( I  )promote 
the insertion of contraceptive products into the official list of essential drugs, ( 2 )  
encourage the establishment of contraceptive sales prices to HCs by the PEL'SSP XlE. 
and (3) strengthen the drug and commodity management system wth improved tools and 
capacity building. 

1.3.1 Integration of contraceptives in essential drugs list & cost recovery system 

Following strongjobbying efforts, the MOH integrated contraceptives Into the 
essential drug package in early 1999. PRISM then presented a proposal to the \1OH nxh 
pricing scenarios outlining how the PEViSSPiUE could generate suffic~ent revenues to 
cover the logistics costs associated with contraceptives. The scenarios highlighted the 
costeffectiveness of managing the distribution of paid rather than Free contraceptive 
products. This resulted in the integration of contraceptives Into the cost recovery efforts 
of the public health system in May 2001. All HCs currently acquire contracepuve 
products at 50% of sale prices to their clients and use the difference (profit) to stock ne\v 
products and subsidize the center's operating costs. 

Despite the addition of contraceptives into the cost recover]; system, one of the 
major challenges confronting HCs remains inadequate cash flow. The current HC fee 
schedule is ten years old and inflation has rendered it obsolete. This fact is plac~ng 
enormous stress on the financial viability ofthe PHC system and the schedule needs to be 
updated to current price levels. Replenishment of ED&C uses over 65% of an average 
HCs' revenue, compared to only 40% when PRISM first started. Even for the best 
managed HC, this severely limits other expenditures essential to prov~ding quality health 
care. 

1.3.2 Capacrty Building 8 Systems Strengthening 

Efforts to create sustamable ED&C systems at the SDPs began early rn the project 
By the end of 2002,54% of HC in the PFUSM focus zone had achieved stockout rates of 
less than 10% Some ofthe pnmary lnterventlons contnbutmg to t h ~ s  lmpro\ement are 
summanzed below 

o Rahonalrznnon and harmonrzanon offorms, fools and procedures In 1998, the 
use of multtple parallel systems led to numerous problems for nat~onal and loca! 
forecasting and management of stock PRISM ln~t~ated the process of 
streamllnmg and uniflmg these vanous systems. first at the HC le\el and later for 

' ' Guinea Repon on h e  Logrsfics and Suppk ofFarnih Planning nnd .ST1 Suppitrx for  h r  PRIX\I P N ~ C I .  
!&hael Gabq M a y b  1998. 
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the hospitals. The process engaged stakeholders in revie~ing exlsong forms and 
tools, selecting an optimal combination. and adapting them for the 
Management Manual for HCs. PRISM played a leading role in  harmon~zing tools 
and developing the national manual for HCs. This manual was disseminated 
widely to all DRS and DPS in PRISM'S target zone. The ED&C Procedures 
Manual for Hospitals was later developed in a PRISM-facilitated workshop that 
was W-financed with WHO. Together, these manuals form the basis for the 
National Manual on the Essential Drugs and Medical Suppl~es Integrated 
Logistics, which was finalized in a joint effort between PRISM. C 3 W A  and the 
MOH in late 2002. 
Introducing IUAT (Inventory Management Assessment Tool). Prevlous to the 
PRISM project, the MOH had no systematic tool to evaluate their ED&C system 
PRISM introduced IMAT into the Guinean MOH to compensate for this 
shortcoming. IMAT is a tool developed by MSH to allow managers to monltor 
and evaluate the performance ofan ED&C system through four sets of slmple 
indicators that measure (a) the accuracy of records; (b) enon  in stock levels. ( c )  
availability of pr6ducs.; and (d) the duration of s t o c k a m  for any given product 
IMAT was integrated in the National ED&C Manual and by the end of the 
projeq it had become fully integrated into the supervision protocol of DRS DPSs 
Training ofED&C managers and supervisors ar HC, DPS, DRS and PCG-PEI . 
Using the newly adopted manuals, updated forms, tools, expired drugs destruction 
protocol and EMAT, as well as a specially developed ED&C management 
curriculum (adopted by the MOH), PRISM m n e d  a wide array of ED&C 
managers. Training began with heads ofHCs and eventually expanded to DPS. 
DRS and central levels. All trainees received extensive documentatlon on EDBrC. 
including the "Family Planning Management Handbook" and the CSAID funded 
book "Decentralization Management of Health and FT' ~ r o ~ r a m s " "  Table 7 
shows the number and cadre ofmanagers who were trained. as well as the 
resulting improvements in stock availability at HCs 

Tabk 7: Numbar of manawrs, h e a k r a  staff and supenrisors baimd in ED&C 
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Proportion of CS with essential dmg 1 Not , Not stock outs lower than 10% during the , Not 55% avad 54% ' 
last 3 months 

o Contraceptive procurement support to the PCG: During the first 3 yeas of the 
project PRISM assisted the Phanmcie Cenfrale de Guinee's (PCG) in 
conducting its annual yearend inventory exercise. PRISM facilitated the 
computation of annual shipments of the various drugs and medical supplies 
stocked. 

o Support to DCMI survey: The Drug Management for Childhood Illness (DXfCI) 
tool is an indicator-based instrument designed to support successful IMC! 
implementation. It provides a rapid assessment of the pharmaceutical and 
medical supplies management systems in MOH health facdities and drug retail 
outlets The main objective ofthe tool is to generate data on the availab~liy and 
prescribing practices ofdrugs used for IMCI, identify ways to improve IMCI drug 
management (availability, treatment, and cost), and transfer self-assessment 
technology by creating country-based operations research capacry. In 200:. 
PRISM collaborated with the USAID hnded BASICS D and MSWWXI- 
projecds to conduct the DMCI survey. 

o Preliminary results of the DMCI survey indicate the following: Average 
percentage of stock records that correspond with physical counts for a set of 
DMCI tracer drugs in MOH storage and health fac~lities = 904; at HCs and 80'0 
at hospitals The percentage of median international price paid for a set of DXlCI 
tracer drugs that were part of the last regular MOH procurement = 1 I 1%: The 
average percentage of a set of unexpired DMCI mcer drugs available in XfOH 
storage and health facilities = 51% at HCs and 66% at hospitals; Percentage of 
enwunten diagnosed as no-pneumonia (cough or cold) that are prescribed 
antibiotics (ideal = 0%) = 91 %. The results underrcore the importance of 
intensive TA in this area before implementing IMCI 

o Support to USAID contraceptive procurement: PRISM regularly supported 
USAID's SO2 team in the computation of contraceptive needs for Guinea. 
Throughout the project period, PFUSM assisted the USAID mlsslon to clear 
USAID purchased contraceptives through customs and identifv temporary storage 
in Conakry prior to their transfer to HG. Table 8 s h o w  the USAID contraceptive 
stock as of the end of project 
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1.3.3 The major challenge in ED &C management 
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Despite the intense levels oftraining and TA provided by PRISM and other 
partners, achieving and mamtaining low stockout rates of essential drugs and 
contraceptives at the SDPs remains a dificuh goal to attain. Stockout rates have 
improved, suggesting moderate success and the need for continued TA However, rates 
remained unacceptably high at regional supply points and many HCs Further 
improvements can be realized through effective community pmcrpation, espec~all) 
through the Cornit& de Gestion (COGES), as well as revisions in the fee schedule. and 
improved s u p e ~ s i o n ,  monitoring, and leadership at the decentrailzed level. However. to 
achieve acceptable and stable levels of drug supplies, Guinea's public health program 
will most likely need to expand its drug delivery channels to include the prlvate sector In 
other countries, this has emerged as an effective strategy for tmproving local a v a ~ l a b ~ l ~ n  
of essential drugs. 

3 9 m  2mM)5 I 
I 

76 800 XXWn 
70.400 

I 
m I 

912m Xo305 I 

67.200 203506 

0 

71 m0 2OW12 

,gBm zOOnn 

1.4 Maintaining Functional SDPs: Availability of Basic Medical Equipment, 
IEC Material 6 Management Tools 

After services have been integrated into a SDP, it IS paramount that the 
momentum created is not lost due to staffmovement or logistical and supply problems 
Efforts to create demand in the population for services vital to good health will ultimately 
discourage potential clients if those services are not maintained over the long term The 
PRISM project was not satisfied merely to train service providers and leave them to fend 
for themselves. Health care workers at the local level have little influence over the 
systems that provide essential drugs and supplies, yet they are subjected daily to the 
breakdowns of those systems. After providing the essential resources to integrate senices 
into the SDPs, PRISM set out to create the sustainable systems required for health care to 
be considered truly accessible at the SDP. An example of PRISM'S work in creating 
sustainable systems was the ED&C initiatives discussed above. This sub-sect~on will 
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outline some of the activities that were conducted to assure the long term a\ailab~l~ty oi 
other essential, and kequently overlooked, resources to allow service pro\,rden to 
continue to serve the population 

PRISM'S focus in this area was to support the DRS and DPS efforts to proude 
essential materials through the following initiatives: (a) assuring in~tlal procuremens of 
basic medical equipment and IEC materials, @) building the DRS capacity to monitor 
needs and ensure availability, and (c) producing and re-producing materials in support of 
newly integrated or updated s e ~ c e s .  While these activities were not undertaken 
systematically and rationally in 1998, DRS and DPS supervisors now assess the 
availability of essential resources at the HCs during the last three months of the year and 
during regular supervision visits, using the newly designed "Fiche d 'Invenloire: 
D i s p o n i W d c s  Savics el Equipanenf', a management tool developed with PRISXf 
TA during N O l .  Table 9 summarizes the recent impact on the HCs in Upper Guinea 

Medical M a t e d  
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1 4 . 7  Availability of medical materials 

PRISM'S goal was to support problem resolution in the area of rnedlcal 
equipment, material and supplies at serwce dellvery polnts. PRISXL conducted annuai 
inventory reviews of basic medical equipment at HCs and hospital maternlt?. senlces rc 
determine which SDPs required additional matenals PRISM also integrated this 
Inventory exercise and needs analysis into the routine tasks performed by DPS and DRS 
supervision teams. The subsequent rational procurement and allocation of the matenals 
ensured that, by the end of the projecf the majority of health centers and maternit?. 
services had the basic materials needed to perform MCH and RH services. Table 9 
presents exact figures for the availability ofED&C for HCs in HG. It should be noted 
that some materials must occasionally be procured by an external source due to the11 
expense andor lack of local availability. In order to promote sustainable solutions and 
develop indigenous markets, PRISM worked with local craftsmen whenever poss~ble to 
design and produce appropriate medical equipment in HG. Certain materials, such as 
examination tables and birth delivery tables, are now produced locally. Not only does thls 
support local industry, it decreases dependence on foreign goods. This initiative will 
continue under the PRlSM Il project 

1.4.2 Availabil~ty of management tools 

AII HCs received an initial kit of management tools when they were launched or 
integrated into the PEV/SSP/ME system. Cost recovery revenues are used to replen~sh 
the tools and forms, which are for sale at regional warehouses. Table 10 provides a list of 
the current tools and forms. Initial supplies ofrevised forms have been subsidised by 
PRISM when the project was directly involved in the revision effort (e g for drug 
logistics forms and SNIGS registers). However, PRISM continued to regularly supply FP 
and CBD tools througho;'t the project's life. 

" 
Camel de sante Feuilk de releve de Fiche de st& 
Camel de sons tempi fdm Fiche Infantile 
Camel de veccirstion Fiche CPN h e  de caisse 
Cartes infenti'les Fiche de msuIsbbn PF Regisire de consultebbn 
Dtegmrnme de r n m r  Fiche de ucissance infantile R q ' h  SNlS 

F i c k  de prrtogamme 

Availability ofthese tools and forms proved to be a weak lmk in the system and 
has adversely affected the percentage of SDPs reported as functional. Table 9 indicates 
that the availability ofthese forms at the HC level ranged from only 54% to 67% 
(according to the service) at the end of the project The performance of the PEV/SSP \iE 
national program in providing management tools on a regular bas~s to the regions has 
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remained problematic. To help resolve this issue, PRISM purchased a large volume 
copying machine for each ofthe Kankan and Faranah DRSs to allow them to reproduce 
management tools and forms locally. However, increased capacih at the DRS had yet to 
become effective as ofthe end of 2002. The establishment of a funnlonal and sustamabie 
production unit at the DRS has taken more bme than antic~pated and \v11I be followed 
closely in the early stages of PRISM U. 

1.4.3 Availability of IEC materials 

PRISMproduced and distributed new IEC materials and reproduced existing ones 
on a regular basis, especially for HCs. CBD agents and peer educators. As a result IEC 
materials at HCs are becoming increasingly available. Table 9 shows that the ava i lab~l~n 
of these materials increased for all technical focus areas between 2001 and 2002 The 
greatest difference was for child survival materials, whlch increased from 25D.b of 
facilities in 2001 to 92% in 2002. By the end ofPRISM, the major outstanding problem 
was for ante-natal services. 

Functionalitv of Familv Plannine SeMces 
As can be seen on Table 9, the availability of resources essential to FP senices 

has generally been high and stable since monitoring began in FYOl (81% in both N O 1  
and 02). Since inception of the PRISM project, numerous providers were mined in FP. 
attention to confmceptives management has been continuous and FP-associated E C  
material has been made widely available. As stated above, the weakness in the system has 
been the availability of management tools aniving 6om the central MOH level, ~ i t h  only 
64% of HCs possessing the required forms and tools. Due primarily to this problem. the 
number ofHCs considered to be hnctional (having a functionality score of 80% or 
greater) was only 60% by the end of the project Nthough this represents major progress 
over pre-PRISM conditions, it was below project expectations This issue. discussed 
above, is being addressed by finding local solutions that decrease dependency on the 
central level. 

Functionality of Antenatal Consultation Services (CPK) 
The availability of resources essential for CPN servtces was at 73'0 at the end of 

FY02 compared to 74% last year. Availability ofCPN trained staff renamed excellent at 
loo%, but insutficient (although stable) for the other four essential resources categories - 
66% for medical material, 76% and 79% respectively for essent~al drugs, 5896 and 5 5 ' 0  

for IEC material, and only 67% of management tools compared to 72% last year. The 
number of HCs considered functional at delivering antenatal care actually decreased 6om 
44% last year to only 34% this year. Once again, the weaker showmg in the management 
tools area had a negative overall impact on the overall funcbonality of HCs in delrvenng 
ante-natal services. Solutions have been discussed above 

Functionality of Childcare Consultation Services (CS) 
Significant improvernen~ were achieved in this important preventive and clinical 

care service, especially during the final year of the project. The availability of resources 
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essential for CS consultatton services was at 78% for all categortes constdered at the end 
of FY02 compared to 67% at the end of FYOI. Availability of CS mrned staff remained 
excellent at loo%, while availability of IEC material progressed substantially From 2 5 O . i  
to 92%. Development, production and distribution of these materials were a prokct 
priority and the efforts proved successful. However, the ava~labrl~ty of the other essentd 
resource categories was insufficient and generally deteriorated between the end of FYOI 
and end ofFYO2. For example, availability of essent~al drugs fell from an acceptable 
level of 83% to a marginal one of 75%, while management tools fell from a rate of 69% 
to 65%. Nevertheless, as ofthe end ofthe period, 49% ofHCs were considered funct~ona: 
for CS consultation services. This is a sharp rmprovement of the sltuauon assessed at the 
end of FYOl where only 22% of HCs were considered functional in lipht of the11 
essential resources availability rates. 

Functionalitv of Sexuallv Transmittable Illness ISTI) Consultation Sen-tces 
Significant improvements were also achieved in ST7 care semrces dunng the final 

year, correcting some of the deficiencies previously noted The asarlability of resources 
essentd for STI consultation services was found to be at 79% at the end of FYO2 
compared to 66% at the end of FYOI. This is due primarily to the major improvement rn 
the availability of anti-STI drugs that resulted kom the various initiatives taken by the 
health authorities during the period. At the same time, availability of STI-bained staff 
remained at 100% for integrated SDPs and availability of medical material remained 
stable, although still unsatisfactory. IEC material related to STIs improved fiom an 
already acceptable 82% availability rate to an even better 86% rate As of the end of the 
period, 59% of the ST1 care services at integrated HCs were considered funcbonal for 
that service compared to only 9% the previous year. If it were not for the deterioratton of 
the management tools availability and the stagnation of the medical matenal. the 
proportion of HCs declared funcbonal could have reached is 75% target 

Affordability of Services at SDPs 

(including birth &livery services) (89189); 
B 6 HMOMuriga covering health services costs for their members (target = 36). 

participative feasibility studies completed and "instances dingeantes" established 
for an additional group of 18 HMO/Muriga. 

lb COGES community orientation and mobillzition approach tested and the 
development of local institutional capacity to implement the rebitallzation 
strategy ongoing. 
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1.5 Improved Financial Sustainability of HCs and Equitable Access to RH 
Services 

1.5.1 Promote equitable access to RH services 

Advertise Reproductive Health fee schedule 
BroadcastindAdvertising of RH fee schedule. PRlSM worked wth the \10H to esrabltsh 
more realistic and updated fees for services, taking into account the chents' financial 
capacity and the need for cost recovery in the health system New fees were agreed upon 
in 2000, and PRISM supported the MOH and DRS to advertise the new fee srmcture over 
the radio as one strategy of informing people in the regions and districts about their nghts 
to services. The radio broadcasting was reinforced by subsequent announcements of the 
fee schedule at every community event organised in HG with PRISM support. Dunng the 
'Town Meetings" on access to and quality of MCH services for instance. the fees 
charged by HCs' providers in comparison to the oficial schedule 1s generally at the hear: 
ofthe debates. This approach continues to this date. 

Provision of a revised fee schedule board to HCRIP: PRISM and the Kankan DRS 
designed and pre-tested a new fee schedule board for s e M m  and products to be posted 
at HCs in HGduring FYOI . Subsequently, boards were installed at all HCs in the Faranah 
Region and in the Kankan Region. Upon project completion, every HCs in HG had 
received its fee board, and had it displayed in a clearly visible location 

Support the revision of HCs services' fees - CORE 
PRISM introduced the CORE (Cost and Revenues Analysis) tool to the W a n  

DRS and DPS in view of the viability study of the cost recovery model that has been in 
use at the HC level in Guinea since the early 1990s. The current capacity at the MOH for 
financial analysis and management is very limited and mostly concentrated at the central 
level. The project aligned two of its technical staff members as well as a member of the 
DPS, a former head of HC, to the task and discussions are ongoing with a local health 
economist to support the exercise. 

The results of the initiated simulation will be presented next vear to local health 
and admimstrative authorities as well as to renovated COG= at selected sites in order tc 
test the most promising services fee structures on a small scale. Actual tests wll be 
accompanied by a procedure approved and monitored by the community to ensure access 
to services for the poorest elements of the population. 

Promotion and support of MURIGA 
MURIGAS are health mutual type organizations (HMO) formed bv memben ofa 

community to facilitate referral of women at risk during birth delivery They are an 
integral part of the Guinean Safe Motherhood Promot~on Strategy. Effective MLXIG.-\s 
could be expanded to cover other community health needs beyond referral asscxiated to 
pregnancies. PRISM interventions to support the nauonal safe motherhood strategy at the 
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community level focus on three prefectures: Kankan. Faranah and Kerouane PRISXI 
promoted and supported MURIGA/HMOs creation and opemtions in s ~ x  sub-prefectures 
initially (two per prefecture) and expanded its interventions to 18 add~t~onal sub- 
prefectures during the reporting period (6 per prefectures). Actluues \yere des~gned to 
promote the functionality of h4UUGA as follows. 

PRISM sponsored the participation of its Community lnstitutronal Developmen! 
Coordinator and of AGBEF Regional Coordinator for Kanh in two of the L2GLLO 
one-week courses on health mutual organizations in Africa during the reporting 
period. These were the course on Participafory Feasibiliry Srud~es in the context of 
the creation ofhealth mutual organizations that was held in Benin and the course on 
Monitoring & Evaluation of HMO that was held in Dakar These mining 
complemented the other U N E O  course they attended last year on the Promonon or- 
HMOs. These public health professionals are spearheading support activities to 
MURIGAIHMO in the prefectures targeted by PRISM In HG 
Active partnershio with ILOBTEP was established during FYOI. Smce then. STEP 
provided regular complementary technical assistance to our program and funding for 
some ofthe community assessments and training sessions ILO funded the mitton of 
two PRISM participants to the Benin and Dakar courses 
Management tools for HMOs were printed with co funding From STEP These are. 

0 Member's books (camel) 
0 Services registers 
0 Subscriptions registers 
0 Membership registers 
0 Bankjournal 
0 Petty cash journal 

Manapement tools kits were delwered to forming MURIGAIHMOs Each of them 
received: 

500 member's books 
1 service delivery registel 
1 subscriptions register 
1 membership register 
1 bankjournal 
1 petty cash journal 

train in^ curriculum for members ofthe Cornires J'mitiarives. PRISX1 and STEP 
adapted the trillning curriculum of the members of the comires d 'inrmrives These 
committees are composed of the key community memberj leadrng the establtshment 
of the health mutual in their locality. 
Partici~ative Feasibilitv Studies were performed in a number of communrties and the 
results were shared with the communities. These feasibtlity studtes present the 
participation costs for various packages ofsewices covered at the local HC and at the 
local hospital. The General Assemblies ofthe HMOs identified and adopted their 
package of services to be covered. As ofthe end of FYO?, pamcipat~ve feasibil~n 
studies had been performed in 24 out of the 36 sub-prefectures in the targeted 
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prefectures of Kerouane, Kankan and Faranah. As a result of these studles and 
consultations, 12 General Assemblies (50%) decided their HMO would cover the full 
package of services offered by its HC according to the P M . ~ "  of the PHC s\stem. 7 
(29%) elected a maternal and child health package and 5 (21 96) a safe motherhood 
package (MUMGA). 
General Assemblies were held in the targeted sub-prefectures and the executive 

bodim (Conseil d Hdminismtion, le Comitd Exdcunyet la Commission de Conrrdlc) 
were established. 
PRISM in partnership with STEP prepared various Iwal documents important for the 
functioning of the Mutual and shared them with the forming MURIGAI'HMO~. These 
are the "reglements inrerieurs", the internal status and the convention between the 
mutual and the health service delivery points. 
By the end ofthe project, 6 MURIGARIMO were receiving conhibutions from the~r 
members (adherents) and were providing coverage (prfse en charge) 

Continued partnership with ILOBTEP and active mobilization of the prefecture 
DirecreurdesMicro-Realisations will be necessary to consolidate the success and expand 
it more widely. This will ensure quality of interventions and complete coverage 

1.5.2 Increase community participation in the management of the HCs 

Support activities to strengthening COGES 
The presence of a functioning COGES or a similar body is a central component of 

the Bamako initiative allowing community parkipation and capacity for action, behavior 
change, and ultimately increased use of the s e ~ c e s .  

The strengthening ofthe community parhcipation in the management of their HC 
strategy is one of the main "mesures d hccompagnement" of the reform of the PHC 
system of a prefecture engaged during the period by the DRS with PRISM support The 
in-depth evaluation of the prefecture's health system and the remobilizatinn of the healh 
personnel in the svstem that it leads to is the initlal step in the reform and precedes the 
package of interventions aimed at strengthening the community participation in the 
manaement ofthe svstem. The stratem simultaneouslv targets all HCs of a prefecture - -- . - 
and requires the consultation and involvement ofthe population ofall rural administrative 
districts (a small group of villages) and urban "'quarfiers". The COGES will be 
revitalized and supported concurrently in all HCs of a prefecture. It will count in its ranks 
one representative member coming from each of these rural or urban unlts. The mmmg 
needs of the revitalized COGES members will be assessed and a train~ng program 
designed and put in place. The technical needs r e q u i d  for the adequate functioning of 
the renovated COGES will also be assessed and a TA plan designed and put in place 

PRISM therefore developed an initiative to revitalize HCs COGES in its focus zone 
started. Main activities conducted and results achieved include. 
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b The developmeni ofa  PRISM TA strategy package includmg strengthen~ng 
communities in choosing members for COGES, bu~ ld~ng  the members capacln. in 
their role as community representatives on the COGES, and a scope of work for 
local NGO's ("Organisations Relais") to be sub-contlacted by PRISX! to ensure 
community partrcipation and other implementation act~vities to strengthen COGES 

Develooment of a Dartnetshin with CLUSA: Efforts were made at developing a 
partnership with CLUSA in support ofthe participation of communities into the 
management oftheir HC. CLUSA is currently starting community institutional 
strengthening activities in six localities in HG. These actjvitles focus on agriculture. 
natural resource management and other revenue generating activities as well as on 
community health issues PRISM has offered to pool resources with CLUSA In 
these sub prefectures and initiate joint interventions in the health area CLUSA 
submitted PRISM a costly proposal that requires further discuss~ons during PRISlI 
IL 

b Develooment of the COGES revitalization strategy: Building up on the results of 
a COGES survey conducted by PRISM in FYO1, PRISM and the Kankan DRS 
enhanced the definition ofthe Strategy to Strengthen the Community Parbc~pauon 
in the Management of the Primary Health Care System in HG. The strategy, and rts 
draft document, has reached the clarity level required to provide smng  guidelines 
to all concerned parties in HGinvolved in the implementation andlor monitoring of 
this critical activity for the future of the PHC system of Guinea. The strategy 
document, still a work in progress, is being completed and finalized during the 
deployment of the strengthening activities in Kerouane and Kankan - the first two 
prefectures benefiting from PRISM in this critical area 

b Communitv orientahon and  mobilization^ 
0 PRISM, CENAFOD and the Kankan DFS jointly developed reports' template 

for community mobilization and orientation activities on community 
participation to the management of the primary health care system A spec~fic 
report has been designed for the villagelquartier level, the s u b - p r e f ~ t u ~  level 
and for the prefecture level. 

0 11 CENAFOD field agents (animafeurs commu~u&ires)  and 2 supervisors 
oriented in the community mobilization approach and tools. 

0 Community mobilization approach and tools tested wth success in Balandou 
sub prefecture in Kankan prefecture. 11 community members selected by their 
village to represent them in the HC's COGES. CENAFOD tested the 
community orientation/mobilization protocols and tools in the Balandou sub- 
prefecture near Kankan. The NGO's eleven community hcilitators and two 
supervisors who were trained by PRISM to implement the activity in full scale 
in the Kerouane prefecture used the test in Balandou to gain field experience. 
CENAFOD and PRISM technical staffpresented results ofthe test to the health 
regional authorities and the other stakeholders In the Kankan r q o n .  The 
reporting templates and community intervention protocol were adjusted in light 
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ofthe experience gamed in Balandou CENMOD w111 trnplernent the actn in 
In Kerouane and in half of Kankan's 16 sub-prefectures under PRISM Il 

As a result of PR&M activities in thrs critical aspect of the prrman health system. 
the path for community management ofHC revival is now defined. dernocratlc elect~ons 
of members that truly represent the community have been initrated and local instltut~ona! 
capacity to implement the revitalization strategy is being build up However. most 
COGES continue to exist on paper only, while in areas where new elecuons have taken 
place, and membership is active, members still need to be mined. or retrained, in 
management skills such as accounting, planning, use of data and infoI'mah0n for 
decision-making, and resource allocation. W h  local capacity being developed, the 
COGES revitalization strategy will become preemment in PRISM package of 
interventions and will remain so during the whole ofthe second phase of the project 

p~ 
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WORK TOWARD THE INTERMEDIATE RESULTS (IR) 

~PRTSM built aualitv throunh (1) the d e v e f ~ s a t  dissaninerim and imp~smmtltio) dl 
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IR2: Improve Quality for Basic Health Services 

Defective quality assurance mechanisms and resulting poor quallh ofsen ices 
delivered cannot only be dangerous to the clients, but will rapidly cancel Investments 
made in increasing demand and improving access. Thus the strategic relevance of 
PRISM'S design requires addressing the supply side of services in tandem ~ 7 t h  the 
demand side. This section presents PEUSM interventions and achievements at 
seengthening the capacity of Guinea's PHC at delivering ~mproved quallty RH senlces 
The first part focuses on norms and procedures, the system basis to assess qualrn.. wh~le 
the second and final sections cover respectively the SDPs support unrts and the senrce 
providers. 

RH Quality Standards, Support Systems and Services 

2.1 Reproductive Health Norms 8 Procedures 

At the inception of PRISM in 1998, national RH Xorms &Procedures were in the 
process ofbeing developed by the Guinean MOH and its partners. PRISM accelerated the 
process by helping the MOH mobilize T 4  offering direct TA and funding the production 
and dissemination ofthe RH N&P document The document was co-funded by other 
partners and hstributed by PRISM to the regional and district health authorities in 
PRISM'S target regions. The N&P document subsequently formed the basis for updating 
training modules and for training providers and managers in its focus zone. Since the 
document was distributed, PRISM has monitored its use and validity. anticipating future 
needs for updates and other revisions. In 2002, PRISM initiated plans ~ i t h  L3TP.A and 
the World Bank to assist the MOH in updating the RH N&P Revisions are being planned 
for 2004. 

2.2 Strengthening Qualify Improvement Support System 

Good quality o f w e  and preventive services require full funct~onalrty at the 
service delivery points and at the organisational units created to support them - the DRS 
and DPS. A key element to achieve full functionaltty is effective penonnel management 
at those various sites. Good management practices are of particular Importance for 
evaluation, supervisory ihd leadership functions. Maintaining adequate infmsbuctures 
and the availability of essential drugs, medical equipment and supplies can only be 
ensured in a sustainable fashion when Human Resource (HR) management is strong 
Convinced that competent HR management is at the core of good qual~ty of care and 
services, PRISM has been dedicated to introducing counterparts to performance 
improvement approaches, techniques and tools and at integrating them in the Gumean 
primary health care system. Some key results are highlighted in the following table and 
will be discussed in more detail below. 
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Team Management 
B 34 DRS/DPS supervlsors tramed in COPE factl~tat~on 
it. 41 DRSlDPS supervlsors trained in cllnlcal supemlslon sh~lls ( ~ n c l u d ~ n ~ .  

Facll~tatrve Superwsron) 
it. COPE was Integrated in 35 s~tes  lncludlng 5 maternlb senlces. 6 ped~atnc 

servlces and 24 HCs 
it. A new tool for monltonng HC's qual~ty of servlces d e l n e ~  IS bemg used 

routmely by all health dstncts allowmg to determme prov~der complwice ~ 7 t h  

2.2.1 Train Human Resources Managers in Team Management 

Training m HR management: PRISM trained a total of 63 heads of health 
centers (HHC) and 41 hospital and DRSDPS managers in HG in Team Management 
Among hospital and DRSDPS managers the project goal was to have two managers 
trained in Team Management at each of these units - for a total of 36 in HG. a e r  the i~fe  
of the project, 41 hospitals and DRSDPS managers received this training. As of the end 
of the project, 34 of them were still at post in HG and the goal was largely achieved. This 
course was developed in 1998-99 as a response to what was identified early on by the 
MOH senior staffat all levels as one of the two priority management areas of the PHC 
system to strengthen14. The six-day course covered the following top~cs: meetings 
management, personnel s u p e ~ s i o n ,  learning styles and interpersonal skills and group 
development stages By the end of the project, the training program had become so 
popular that the DRS requested to include heads of hospital maternity senxes  and 
paediatric services in future training sessions. 

Improving Supervisor)i'Capabilities with COPE and Facilitative Supervision (FS): 
PRISM introduced Facilitative supervision approaches in collaboration w~th 

EngenderHealth by training DRS/DPS team members in COPE facilitat~on and 
Facilitative Supervision (see box below). The objective ofthis adivlty &as to proude 
supervisors within the DRS and DPS with the knowledge and practices requlred to 
implement interventions at the HC that effectively support and complement the local 
efforts to improve the facilrty's services. PRISM'S vision, which is shared by key staff at 
the DRS level and the MOH central level, is to transform the s u p e ~ s o r s  at the DPS le\.el 
into technical assets and permanent trainers for the HC's staff Every supervisory \isit is 
a mining opportunity to enhance the skills of the service providers The supenison must 
also become authentic team members with the HC, COGES and other community 

stakeholders in assuring the Facilities' overall success. The supervisors were trained 
through a rational sequence of formal training sessions and guided fieldwork 
interventions. Following the initial mning,  the DRS and DPS teams rece~ved regular on- 
the-job training &om PRISM'S technical assistants dunng routine supervlsov vlsm 

! A  The other priority area a= esenhd drugs mlnagawnt. 
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Although COPE is designed as a tool to be used autonomously at the service 
delivery point, the initial stages of its introdumon at a site require regular outs~de 
facilitation from a qualified s u p e ~ s o r  - a key role played by the DPS's technical staff 
.Although solid progress has been made, integration has been slower than hoped due to 
the serious technical absorptive capacrty limitationsi5 at the DPS level. Completion of 
t h ~ s  integration throughout HG will require two or three additional yean of sustained 
external technical assistance. L'ltimatelv, the DPS's technical limitations will have to be 
overcome sbuctcrrallyi6 if they ever are to monitor and suppon adequately the COPE 
process at their SDPs in the future 

Support DRS/DPSs' Capacity to Implement Supervision Activities: 
Strengthening the supervision capacity ofthe MOH decentralized support units uas a 
core element ofPRISM's strategy to improve the quality of reproductive health services 

" Technical absorptive capsily of the DPS as a unit is coo- by its h t o d  number of available md 
active oublic b d b  omfessiooals. Tvoi&. a b d t h  dimkt director h s  loo f m  oerarnnd b whom to 
allocatk the wokloah mid each heallh'prof&ional is being rsked to do too many k g s .  As a rault of thLI 
situation, focus md qolhry so8a, mutine suppon fuocbons are not properly d, pmsenbon ~ a o n s  arc 
not identified md aisis mmlganent mode is the norm. 
l6 Unda  PRISM II, MSH win provide t echnd  soppofl to the Mol l  at better d p m g  n n 5 g  
configuration it the regional md d h d  directontes with their mtsdon. roles md r q a n n b h e s  

- - 
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at the HC level. Following a series of coordination meetrngs to strengthen the DPSs' 
management of supervision activities, PRISM signed a Convennon dz Parrenunat for 
supervision support with HG's eight DPSs and the two DRSs Since then, the DPSs have 
had continuous access to PRISM specialized TA in facilitative supen-lslon as well as 
occasional logistics support and modest budgetary assistance for the mplementarron of 
supervision visits to HCs, especially in remote areas. PRISM'S package of interventions 

for improving the DPS capacity to supervise includes. 

- Adapting and testing supervision technical and managerlal tools 
- Orienting the DPS staff in the use of the various supervrslon plann~ng and 

reporting forms and supervision checklists 
- Assistance to the DPS to define the profile ofthe members of the supervision 

team 
- Training of supervision team members in facilitative supervrsron 
- Facilitating some of the D B ' s  quarterly planning exercises of its supenwon 

program (on average twice during the year at each of the DPSs) 
- Training the eight DPS directors and their accountants in small grant financial 

management 
- Financial assistance to the DPSs for one quarterly facllrtatwe supervlslon vrsrt per 

HC 
- On the job training of DRSIDBs' staff during facilitative supen-isron vis~ts to 

build DRSDPS capacity in the job training and post-training monitoring 

Improve RH supervision checklists and other integrated tools: PRISM developed. 
tested and introduced two new tools for the public health supervision system These 
include: 

o Service Deliverv Observation Form: This checklist helps determrne the degree to 
which providers comply with N&S when delivering services at HCs These 
services included CPN consultations, S n  care, childcare and preventrve health 
services, and FP consultations. The observation forms are based on the Guinean 
national RH norms and procedures with the exception of childcare services. whrch 
are based on the national IMCI guidelines. The observation form, entitled "F~chr 
d8Observation ~ l i en t -~res ta ta i re~ '  has been routinely used at all of HG's DPSs 
since their introduction in 2001 

o Facilitative Suoervlsion Observation Form: The FS Observarion Tool is designed 
to assess the progress of an individual supervisor's performance It is a checklist 
to help the supervisor prepare and implement an intervention at a service delrven. 
point DPS supervisors use the tool to observe and provide feedback to a 
teammate. (The form was designed to allow a DPS supervisor to observe and 
provide feedback to a colleague). The DRSs used the tool to assess performance 
of the DPSs facilitative supervision teams. 

" The service delivery obswltioo form "Fiche d 'Observorron Clrenr - Pmwram" 
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Impact on the Supervisory system: 
The interventions described above have resulted in more frequent and hlgher 

quality supervision visits. PRISM measured progress according to targets estabhshed by 
MOH policy, which maintains that at least one FS visit should be effectuated to each HC 
per quarter. According to this standard, the best performing prefecture  as Kankan at 
52% of the goal, followed closely by Dinguiraye at 47?6 During FYOZ. 88 of HG's 89 
HCs received at least one facilitative s u p e ~ s i o n  visit and 3 6  of them were visited t u x e  
or more (40.4%). Other districts reported progress, but still managed to achieve only 2 5 -  
33% of the target, as can be seen in the table below. 

I CS - 
Kankan ! 1 6 

Kkouane 8 

S ~ g u m  14 

Kouroussa 12 

I I 

/ Dabola / 9 
I I 

I Dinguiraye 1 8 

Total i 89 

# of  FS Visits 
Target / Achiev 4chiev FS Coverage per HC 

52% 2 HC vrslted three umes 
1 3 HC \  sited twice 
1 HC vis~ted once 
1 HC vmted hwce 

2 5 010 6 HC v~sited once 
1 HC not v~sited 
I HC visited three hmes 

38% 5 HC visited twice 

8 HC visited once 
I HC vis~ted twice 

27% 
1 1  HC vtsited once-- 
5 HC vis~ted twce 

38% 5 HC visited once 
1 2 HC visited twlce 

29% I 10 HC visited once 
25% 9 HC visited once 

1 HC visited three times 
47% 5 HC visited rwice 

2 HC visited once 
36% : Olemll l e t d  of 

achrrwment 
Out ofHG 3 89 HC: 
.f recerved rhrer vrsrfs 
32 were vrrired wrce 
52 were visired once 
1 HC was not vlsrrrd 

FS visits have now become a core element of DPSs' worliplans, whlch 1s 
important for sustainability of the intervention. It IS also clear that a greater degree of 
rationality has been followed in prioritizing supervision visits: the DPS tended to 
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distribute their FS efforts equitably between HCs Health Centers rece~ved their second 
FS visit only after all the prefecture's HCs had been vis~ted once Cons~der~ng the 
plethora of problems that confront the HCs, it is critical that all of them recelve at least 
one visit since none are functioning sufficiently well as to be able to forego supervision 
After the first round of visits  as completed, the second visits were then pr~onozed 
among those HCs that were in the greatest need of assistance. Another posltlve note IS 

that HG achieved a reporting rate for these activities of nearly 10006. 

Despite notable progress, by the final year of the project, only four HCs had rece~ved 
three visits and 52 were visited only once. Issues that impeded progress in these d~smcts 
are the following: 

' The Kankan DRS performed a special evaluation of the PHC system in each of 
the region's health dismcts during the final project year. This exhaustive 
evaluation provided valuable insights into the funcuoning of the health care 
system but proved to be time consuming In an attempt to create consensus around 
the problems and priority issues, many ofthe DPS's high-ranking penonnel 
served on the evaluation team, thus rendering them temporarily una\ailable for 
routine duties, including FS. 
Despite assistance from PRISM, the financial resources ava~lable to the DPSs for 
supervision activities are still insufficient and often disbursed late. This is a 
chronic problem that renders rational work-plann~ng extremely dificult LVith 
only one exception (Dinguiraye), no DPS performed any FS supemislon acovltles 
until funds were received either from PRISM or another source. 

* During the years prior to 2001, supervision was infrequent, hierarchical and 
administrative in nature. More time and technical assistance IS requ~red to change 
this culture ofsupervision into a more supportive and susta~nable endeavor 

The promotion and organization of facilitative supervwon vis~ts became a major 
PRISM focus only during the penultimate year ofthe project A d ~ s c ~ p l ~ n e d  and lengthy 
series ofactivities were required before the initial visits could be effectuated accord~n_e to 
project and MOH standards. The final year of the project brought notable progress and 
encouraging results that will provide momentum for this intervention as PRISM Il moves 
fonvard. However, sustained attention and leadership on the part of the DRS and a 
regular source of fimding from the central level will be critical to the sus ta inabi l~~ of 
good qualrty supervision services provided for the SDPs. 

2.3 Improve the Quality of RH Services Delivered 

I Improving Quality of Child Survival Services 
1 B 105 HCs PEV agents received refresher-training in PEV semi= and child 
1 
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agents 
FL CPC agents for 71 HCs (80%) recewed refresher-training rn Chrld Illness Case 

Management; 
Tc Compliance with N&P in child surv~val services mproved steadily and 

significantly. 62% of child survival servlces observed dunng the last year of the 
project complied wtth MOH N&P compared to only 27% the previous year. 

Improving Q u d i  of Maternal Health Services 
R CPN agents for 87 HCs received refresher training in CPS-Panogramme (98'0 

coverage of HG's HC) in partnership with DED" 
B Compliance with N&P in CPN consultation services improved steadily and 

signficantly. During the last year of the project, 59% of CPN consultation 
services observed complied with N&P compared to 43% the previous year 

hb 87 providers from HG's 8 hospital maternity services uained in infection 
prevention 

ib 30 providers 60m HG's hospital maternity services updated in contraceptive 
technology (FP) 

B PAC services currently being integrated at 7 facilities (HG's 2 reg~onal hospitals. 
4 of the 6 prefecture hospitals and Banankoro HC) 

B Essential Maternal and Child Health training curriculum for TBAs developed and 
in use. 39 TBAs trained in PRISM targeted prefectures for MSR 

i Improving Quality of ST1 Care Services 

! Fb 92 providers were trained in STI syndromic care and management Today. 4 7  out 
of HG's 89 HCs offer ST1 care seMces 

B 24 STI care supervisors received refresher-training in STI syndromic care and 
intensive s u p e ~ s i o n  activities in progress 

I P 47% of STI care consultations observed during the final year complled ~ l t h  S&P 
! compared to 28% the previous year 

Improving Quality of k T  Services 
B All HCs In HG fully Integrated in FP and STI Prevenuon 
lb Compi~ance wth  N&P in consultat~ons unproved steadd? and s~gn~ficantl) 

Dunng the last year of the project, 71% of CPN consultation sewices observed 
compiled wth  N&P compared to 63% the prevlous year 

2.3.1 Improving Child Survival/ lMCl services at HC 

The followng table shows the improvement in the qua115 of child sunna l  
servtces delivered at the SDPs dunng the final two y a  of the project Obsenanons 
were performed uslng a checkl~st to record compl~ance wth  national norms and 
procedures W&P) and tall~es were completed to calculate the number of client contacrs 
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in which an accepted mlnlmum standard of 60% (referred to as the green zone) \\as 
analned. 

Tabk 12: Perant of Children hratcd at H e a l t h  Centers in HG for which the 
c o m ~ i i i n a  rate to National Nonnr and Procsdures is wual or arcater than 60% - 

(SO2 !~idiccjrc.i - : 2 i ,C 1. ?K:S\t = 2 .: 3 

(1) Results for September 2001 8e brsed on data wild at HCs by 7 bed& d h x l s '  
snpwisioo teams during the three p d m g  month% A total of 126 CS obwd rnarul~ations 
coming h 45 ofthe 8 9  HCs in HG ( 5  1%) w a e  
(2) The methodology osed to mmpute the resdts for FYOZ is similar to the rnetbcdolo~ 
described in note 1 bot vdh one exceobon R e d s  for FYO2 ne bacd on the data w l M  
during thewhole opposed to &e ist qtmtezoniy for FYOI A total of406 CS obsened 
consultahons were retamed Tbey wme h 89HCs oat of the 8 9  HCs m me 8 h& d m t s  of 
HG (10%) 

The percentage of children falling within the green zone more than 
doubled between fiscal year 2001 and 2002, progressing from 27"i to 62% It is 
important to note that these are the observed services for which compliance rates 
were in the green zone for both the clinical and the counseling aspects W%en 
considered separately, the rates for clinical aspects and counseling improved from 
37% to 72% andfrom 50% to 73% respectively. This represents a sharp Increase 
in the proportion of child survival (CS) s e ~ c e s  delivered in PRISM'S target zone 
that meet minimum national standards 

The  PRISM strategy for improving child survival services at HCs has 
been twofold: (1) improve the performance of EPI and Child CPC providers in 
accordance with Guinean National N&P, including formal tralnrng for providers. 
improved supervision and on-the-job follow-up training; and (2) support the 
adaptation and progressive introduction of clinical MCI in Gulnea. The usual 
interval between the national orientation workshop and the actual del~very of 
childcare s e ~ c e s  using the IMCI approach is two yearj In Guinea. the process 1s 

proving to be slower than average. Therefore, PRISM secured the agreement of 
USAID and the MOH to launch interventions for improving compliance rates 
with N&P of childcan services at HCs while still supporting and preparing the 
ground for the implementation of IMCI actwit is .  These intervenaons focused 
primarily on training and monitoring activities that could have Immediate Impact 
without contradicting the future IMCI program 
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Specific activities included: 

o Adapt Management of Child Illness training curriculum for HC agents. This 
cumculum was adapted from the PEVISSPiME training modules and covers the 
management of the eight main illnesses at the core of child mortality in Gumea 
Seventeen themes are covered in the following ntne modules. namely ( 1  ) Basics 
in the manaeement of child illnesses includine infection orevention. counsel~nc - - - 
targetmg mothers, IV solut~on preparation, etc . (2) Malnutr~t~on case 
management, (3) Anemia case managemen< (4) Acute Respiratorv Infection. ( 5  1 
Measles (epidemiology, prevention); (6) Malaria: (7) Menmgms. (8) HR. AIDS. 
(9) Diarrhea 

o Conduct refresher training of HCs' CPC providers in Management of Child 
Illness. Staffat all of the HCs targeted for CSiCMCJ received refresher training 
based on the above cumculum. The CPC agents originated from the Dingu~raye 
prefecture (8 out of 8 HCs), Faranah (1 211 2 HCs), Kankan (1  6 16 HCs), 
Kerouane (818 HCs), Siguiri (1 511 5) and Kouroussa prefectures ( 12 I?  HCs) The 
two remaining prefectures (Dabola and Mandiana), have been selected a s  the pilot 
health districts selected for the integration of MCI  and d l  recelve the offic~al 
IMCI clinical training during the first half of 2003. 

o Conduct refresher training of HCs' PEV providen in child survival: EPI 
agents h m  85 out ofthe 89 HCs received refresher-training in CS with a special 
focus on building the skills and knowledge needed by the EPI agents to fulfill 
their main responsibilities in the area ofchild Survival. Specific Items included 
(1) EPI targeted diseases; (2) Immunization norms and standards (calendar, 
delivery, infection prevention); (3) Cold chain management (vaccines and 
supplies management, equipment maintenance); (4) Growth monitoring of 
children 0-5 years old and exclusive breastfeeding. 

o Establish post-training monitoring visits at the providen' sites by the 
prefectures' supervision teams. During these supportive visits, supervisors worked 
with providers and the DRS to correct service delivery pranlces when needed 
Kev findines durine initial visits include: " - 

Nearly a third of the clients did not receive key counsehng messages on the 
importance of immunizing the child. 
Clients received counseling on breastfeeding at only two th~rds of the HCs 
Over 50% of EPI agents were unable to estimate the HC's target populat~on 
for immunization, leading to inaccurate EPI coverage rate computations and 
thus stockouts or overstocking. 
18 out of the 50 HCs (3694) faced critical problems associated with infect~on 
prevention including absence of chlorine concentrate solut~on and the 
inappropriate application of sterilization protocols 
The cold chain was well managed at over 80% of the sites 
At the time of the visit, few HCs had all then vacclnes and supplm (such as 
ice packs, freeze watch and salt water bottles) arranged in the refngeraton in 
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accordance w t h  N&P Most sttes were making minimal errors that \rere 
corrected on the spot w t h  explanattons provtded 
EPI management forms are conectl) completed and reports properl) prepared 
at most ~ c t l t t i e s  
40% of HCs requtred further strengthentng in counseling practxes for child 
growth monitormg 

2.3.2 lmpmving Matemal Health Sewices 

The following table shows the improvement in the quality of CPS sentces from 
February 2001 to September 2002. As with the assessment of CS sewices descnbed 
above, a checklist was used to determine the number of consultations in which the 
national N&P attained a minimum score of 60%. All scores falltng above thu mtnimum 
standard are considered to be in the "green zone". 

Tabk 13: Perant of CPN consultation at Health Centers in Haute G u i k  for which 
the compliana rate to National Norms and Procedures k equal or greater than 60% 

1 3  , 

in Haute-Gum&. 
(2) Rgohs as of the eod of F Y 0 1  zre b d  on the dua ~Uectrd at HCs b? 7 h d t h  *tz' 
supaviidon teams during the &ree preceding m o n h  A totd of 127 CS observed mnmltaImn~ 
were relaid.  They came from 47 out of the 89 HCs in HG (53%). 
(3) The methodology used to compute the rsuhs for FY02 is similar to the wihodobp 
described in note I but with one exception. Resuk for P i 0 2  are baced on the data coIIeckxl 
during thewhole year .s opposed to the last qunter on& for F Y O l  A total of ;9h CS obrmcd 
c~llsah.tiOns w a e  retrined. They come from 89 out of the 89 HCs m the 8 hedlth d&tn& of HG 
(100%). 

As can be seen from the above table, there was a dramattc tncrease tn the quahe 
of CPN servtces provtded dunng the course of the project Scores in the green zone 
improved from 6% m February 2001 to 59% only 18 months later Imprmement in 
tndtvtdual scores was the most smktng for clintcal aspects, whtch irnpro~ed from 1 z o o  to 
88% However, the counseltng component ofthe visrt also tmproved sign~ficantlv from 
1 l % t o 6 1 %  
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The PRISM strategy for improving maternal health sen  rces mcluded ( I  ) 
improving the performance of CPN prov~ders in antenatal care and b ~ n h  delire? In 
accordance with Guinean National N&P via formal tnrning. rmproxed supen ision. and 
on-the-job tra~ning; (2) improving community based seruces in relat~on to maternal 
health care by training traditional birth attendants; ( 3 )  ~nteeratlng PAC .\fK sen Ices 
Into hospital maternity services while simultaneously addressing weaknesses and 
deficiencies in key areas such as infection prevention, counsel~ng and the a v a ~ l a b ~ l ~ y  o i  
equipment and material: and (4) improving prov~der performance by ~mproved 
supervision (including on-the-job training) and intenswe post-trarnrng and post- 
integration monitoring activitres. 

Specific activities included: 
o Adapt EMCH training curricula for HC - CPS/Partogramrne curriculum: 

With the support of PRISM, a panel of regional tralners adapted the CPS agents' 
re6esher-training curriculum 6om the P E V I S S P , E  trainmg modules The 
cumculum covers ante- and post-natal consultation and the use of the 
panogramme V O  birth delivery algorithm) for safe deliver)' practice The 
cumculum covers the following 11 themes, grouped Into 6 modules: 

1. Communication for behavior change in maternal health 
2. Antenatal consultation 

2.1. Risk factors associated to pregnancy 
2.2. Preventive care during pregnancy 

3. Birth delivery 
3.1. The algorithm, tncluding referral practices as necessan 
3.2. Neonatal w e  
3.3. Post delivery complications 

4. Postnatal consultation and referral 
5. Maternal health and infection prevention @') 

5.1. IP and the provider 
5.2. IP and the client 
5.3. Sterilvation of medical equipment and matenal 

6. Supervision of the Traditional Birth Anendant 

o Retraidpdate HC s t a f f  in CPN-Partogramme MH: Dumg the second half of 
FYOI, the DRSs organized, with PRISM, the refresher mining sessions of 37 
HC's CPN providers in CPNPartogramme described above All the CPS agents 
from the 29 HCs in the Faranah region as well as 8 of 10 from the resion of 
Kankan who had not been previously covered by DED before then project 
activities terminated in HG were included As of the end of the PRIS\T's 
mandate, only 2 CPN agents from Kankan prefecture remamed to be updated in 
CPNffartograrnme in HG. 

o Adapt the EMCH training curricula for Traditional Birth Attendant 
training: The TBA curriculum was adapted primarily &om TBA lraining courses 
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used by LXCEF and Save the Children as well as the nev, PX1.1 and TB.4 
supervision checklist The RH Norms and Procedures were followed closely to 
ensure that educational objectwes were properly aligned ~ \ ~ t h  the TB.1.s !oh 
description. As most TBAs are ill~terate, images were elaborated to Insert i n  the 
training material to support acquis~tlon of knowledge. By the end ofthe prolect. 
PRISM had sponsored and supported the training of 39 T B h  in IS three saie 
motherhood priority prefectures. 

o Train Community Health Promoters in Safe Motherhood: PRISM supported 
the development of the tralnmg currrculum for Communrty Health Promoters In 
Safe Motherhood and trained 13 regronal tmners By the end of the project. a 
total of 90 promoters had attended the course (see IR3) 

0 Integnte PAC/AMIU services in Maternity services in 3 3ISR prefechrres: 
The MOWDSR, in partnership with PRISM and JHPIEGO, strengthened Post 
Abortion Care (PAC) -Aspiration ManuelIe Intra (Itirine ( . I ( ?  - at 7 facilities 
in HG. In addition to training 24 providers in PACIAMIU at Donka Cniverslty 
Hospital in Conakry, this involved u p h n g  30 providers in FP technology and 
over 60 in infection prevention. As of the end ofPRISM (December 7002). the 
hospitals of Kankan, Faranah, Kerouane, Dabola, Suiguiri and Mandiana and the 
Banankoro HC were offering PAC services. The three sites in which P.1C 
services were integrated during FYOl reported a caseload of 394 women 
benefiting these services during FY02 - of which 30% are less than 20 years old 
and 83% are adopting a FP method after the intervention. These are very 
encouraging numbers in relation to the reduction of maternal mortality and 
morbidity in HG. 

2.3.3 lmpmving FP and ST1 Prevention and Care 

Interventions to improve these services were described in detad abo\.e and rn the 
sectlon on R1 Improving Access to Services. The impact of PRISM'S training and TA 1s 
best reflected by the degree to which providers improve their compliance with nat~onal 
N&P when offering the services. PRISM assessed this via the new tools tnvoduced in the 
supervision system ('3che d 'observation"). As shown by Table 14, the compliance rates 
for both treatment and counseling services improved dramatically for ST1 care 
consultations, and they exceeded PRISM'S targets The compliance rate for c l~n~cal  
aspects was 65% and the rate for counseling was observed to be 56?6 The combrned 
scores h m  these results yielded a total of 47% of observed consultat~ons that conformed 
to the 60% minimum standard. This compares to only 289'0 for the prevrous year 
Likewise, Table 15 below shows significant improvement in the quality of FP 
consultation services delivered. The percentage of FP consultations for which the 
compliance rate is acceptable or better progressed from 63% in FYOl to 70% in FYO2. 
These major improvements in the quality of these two important RH services are largely 
attributable to PRISiWs integrated approach ofstrengthening the technicaWclinical skills 
of providers at the same time as improving supervisory skills of the DPS The combined 
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approach resulted in systemattc folio\+ up and on the  j ob  trammy The c o n t ~ n u e d  
tmplementabon of the FS program promlses t o  produce e b  en greater irnpro\ ements  in the 
future 

Table 14: Pe~antage of Sn care consultations at Health Centers in HG fw which the 
compliance rate to~ational Norms and Procedurcr is equal or greater than 60°/b 

. ." ............. " .................................................... . ,.. 
.................................... " .............................. . . . . . .  .. ,.,." . . . . .  , ,  . , .............. ........................ . . . . . . . .  ..................................... I sept 

............................... . . 2001''' 
Cllnicalarpeds I 

Tabla 15: Percantam of FP consultations at With Centers in ffi for which the 

Counseling 
T u g a  
Actual 

Clinical md munsling mmbmed 
Tqa 

Actual 

. , 
sopavido. -of HG &iag the Ibree p d i n g  maith.i. A of 38 -P obsaved 
rnmnhths wcrs r e u d d  They rnme hn 2 I HCs out ofthe 89 HCs in HCi (24%). The 
cxmdhtions wae obsaved and reported on plith the form -F~che d'Obsrrvorron: P/on!licorron 
Fmniliale (PF). The form is closely bsed on the MOWS Nomp m d  Rocedures md rep-& a 
simplified vasion of the Measure's sitnational mdym quesbonmke The d e d k n  of questam 
was m d e  wah the DRSs m d  DPSs stlffw the brds of ahat WL$ cons- uibul for qualm of 
s w i c e i n b o t h m e ~ a n d ~ ~ .  
(2) The methodology used to compote the & for FYOZ iF similn to the mdhcdolo@ 
described in note 1 but with one exceptan. R e s o h  for FYOZ ue bsed on the data m W  
during~~okyenu~,opposedtotheislqutrcao~forFYO1.Atotalof110obsen.edFP 
Mnsuitations wue re(ained. They mme hn 44 HCs om of tbe 89 HCs in HG (.I9'%) 
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(I) Rsufts s of the end of FYO 1 are based on the &la m k t d  at i1Cs by the 7 herhb dc;mib' 
"penision trtms of HG during the thRe pnceding months. T h e  w u  no STI ure obsn-bans 
Feported m DnboL's HCs. A total of 47 ST1 cae amsultltions were &ed. mme b m  28 
HCs oot of the 89 HCs in HG (3 1%). The cons~hhoos wem obsprved m d  reported on wUb the 
form "Fiche dObscnu~ion: ConrulroDon pour .kr IST/SDAn. The form s closely b a d  on 
Guinea's STI Norms and Proadm md represds a simplifid vadon of (he Memnc's 
questionnaire. Tbe se%ction of questioos wss m d e  with the D m ' s  and DPS's staff on the b a x  of 
what ws mnsidaed critical for quality of savice in born the cliniul and munsclin~ apa*r 
(2) The methodology osed to compute the results for FYOZ is sink to the metbodobp d u m i d  
in noQ: 1 but with one exception. Resub  for FYOZ are b i d  on the data coUcded during the whole 
ms opposed ta the I& quarto only for FYOI A total of I5 1 o b m e d  ST1 un: m ~ u l t ~ t ~ o u i  
wae rehined for FYOZ. They mme from 7 1 HCs out of the 89 HCs m the 8 h d t h  &&Is of HG 
(80%). 
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Health Management Information System (HIMIS) 

2.4 Strengthening the National Health Management Information System 

PRISM worked mainly at three le\els to ImproLe the H?XS and the capacln of 
health managers to use the system to achleve practical results ( 1  ) Integrate the RH 
lndlcators package Into the natlonal WMIS, (2) decentraltze computenzed data 
processing ofthe updated HMIS to the DRS and (3) Improve the use of data for dec~slon 
makmg at all levels 

- 
/ B Updated HilMIS monthly report forms for DPSs, HCs and hospitals dtssemlnated 

nationwide I B Updated computerized HXHE installed and functional at DRSs 
B Basic computer skills baking conducted for the DRSs' staff in HG 

2.4.1 Integrate the RH indicator package into the National H/MIS 

A rapid assessment ofthe Guinean H/MIS conducted during the early stages of the 
project revealed that data for key RH indicators wem not being routineiv oollectsd 
PRISM provided regular and focused technical assistance to the MOH at the central le\ el 
to correct this situation: RH indicators were selected, proposed and, finally. valldated 
during a workshop held in Kindia in December 2000. The following year PRISlI brought 
in a consultant from EpiConcept, the firm that had been developing the computerized 
WMIS system since the early 1990s, to integrate the RH indicators into the national 
system and train key personnel in the use of the modified versron. The new data 
collection forms were tested and finalized and the MOH determined that the~r  
dissemination to all facilities nationwide would occur during the January 2002 CTPS 
meetings. As a result of PRlSM support, the following results ha\-e been achre\ed to 
improve RH reporting in the Gumem H/MIS: 

1. Selected RH indicators were integrated into the W'MIS system 
2. Comput&ed H M S  tools were adapted to integrate the new ind~cators 
3. Kev MOH staff members were trained to collect and analyze informat~on from the 

F k  md~cators 
4 Monthly data collemon forms for HCs, Hosp~tals and Health Drstncts (DPS) 

were uodated. ~ n n t e d  and drssemmated to SDPs natlonwde . . 
5. The WMIS has been producmg more comprehensive data about reproductn e 

health technical areas smce January 2002 
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2.4.2 Decentralization of the National HMlS to the DRS Level 

The computerized WMIS application for data entry and analys~s \+-as adapted for use 
at the regional level following a pilot test at the DRS of K ~ n d ~ a .  Subsequently. PRISXl 
installed the updated computerized application at the DRSs in Kankan and Faranah and 
conducted training for key DRS personnel to ensure that data from monthly repons were 
entered regularly, beginning with January 2002. PRISM offered several tralning actlvitles 
in basic computer use (Wmdows, Outlook Express. Explorer. Word and Excel) targetln_e 
MOH staffat the decentralized level (ma~nly at the DRSs) as well as the staff of the 
MOH's central units directly involved with RH and responsible for suppomng the 
decentmlized level. 

PRISM also prov~ded TA to the DRS m health data processing beyond the core 
WMlS The CBDISBC database deslgned by PRISM and miuntamed mltlally by project 
staffhas been transferred success~l ly  to the DRSs The followng data processing and 
reporhng systems have been developed and are at varymg stages of transfer to the DRSs 
Tmnmg database, Essentd Resources at SDPs database. Compliance Rates of Obsen ed 
RH S e ~ c e s  Del~vered at SDP database, Supervis~on database, and Senice Deliren 
Polnts Management Performance Assessment database (m development) The worh plan 
for PRISM I1 mcludes the complete devolu~on of these WMlS to the DRS (and m some 
cases to the DPS) level by the end of FYO5 

2.4.3 Strengthen RH Managers' Skills in Data for Decision-Making (DDM) 

A PRISM supported evaluation of the PHC system in 2002 revealed that most 
providers and numerous HC supervisors were incapable of using data to make strnple 
calculations that could improve the quality of the services they were providing. For 
example, the majority could not correctly calculate the target population of the~r  site and 
had very limited understanding of how service statishcs. demographic and other sun.ey 
data could be used to optimize the use of their scarce resources. The capacitl; of the 
district level supervision personnel was also insufficient in the important areas of bas~c 
health statistics, PHC monitoring and evaluation (sysreme de momtorage) and the use of 
data for management purposes. PRISM has been improvmg the~r  sk~lls through on-the- 
job training during the evaluation visits. The experience demonstrated that the main 
obstacle to improving the quality of data and the DDM capacity is the low level of 
technical competence of distnct supervision personnel and HHCs in the aforernentloned 
areas. Although on-the-job training of this personnel will conhnue dunng DRS:TRISXl 
supervision visits, a more systematic training program targeting distnct supervisors and 
HHCs is planned for PRISM II 
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WORK TOWARD THE INTERMEDIATE RESULTS (IR) 
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IR3. Increase Demand for Basic Health Services 

At the advent of the PRISM project in 1997, IEC:BCC actlv~t~es in Gulnea were 
typically donor driven, sporadically conducted (e.g. in response to an epidcm~c) and not 
fully evaluated for impact IEC/BCC strategies and measurable objectives were notably 
absent from most reproductive health and health promotion guidelines In the absence of 
national guidelines, projects often developed competing or conflicting messages, and 
resources were not optimally used PRISM therefore began the institutional buildlng 
process of working with national, regional and district partners to develop strategles and 
implementation plans that included all zcton, were research-based, focused on 
measurable objectives, and included an evaluation component At the end of the first t i \e  
years ofthe PRISM project, a noticeable air of collaboration has emerged, particularly 
among two disparate but equally important groups: communrty leaden and the 
MOWPRISM personnel, and among the large donor projects (World Bank, US'FPA, 
USAID). PRISM has clearly played an important role in fostering "uln-um" situations at 
central and local levels. 

Demand generatlon interventions were designed 1) to increase the use of essent~al 
health services (FP, STDIAIDS, maternal and child health) and 2)  to promote posltlve 
health behaviors. Cornpmication interventions were researchdnven, strategically 
designed, implemented with strong community support, and carried out in comb~nat~on 
with other PRISM components -- towards the end of improving the health of Guman  
families. The IECBCC strategic axes included 

Improved IECBCC Coordination 
Strengthened Client-Provider Interaction 
Increased Demand for RH Information and Services and Encourage Health Promotion 
Improved IEC Management, Delivery Capacity and Sustainabili? 

Improve Coordination of IEC Programs 

3.1 IEC Coordination at the Central Level 

Within the Ministry of Health, the Division of Health Promouon (DHP) has the 
responsibility for IECiBCC coordination at the central level PRISM worked closely u ~ t h  
the Division to strengthen its capacity to respond to this mandate Specifically, PRlSSl 
provided technical, logistical, and equipment (eg. computer) suppon to the Divis~on 
Among the activities carried out with the DHP were: 

Design of message and strategles for youth campaign (d~scussed below) 
Finalization ofthe National IEC RH Strategy document 
Launch of men and youth carnpaqns 

PRISM End of Project Report Pase 7 1 



0 Design of E C  messages and saategies for MCH campalgn 
0 Facilitation of an IMCVcommunity workshop (In collaboraoon with B.-\SICS) 

3.1.1 IEC coordination at the regional and district levels. Gmupes R&~onaw 
(Pn5fectoraux) IEC (GRIEC/GPIEC) 

IECIBCC activities cut across public and private sectors. therefore, both sectors 
need to be included in the development, implementat~on and evaluat~on of act~vct~es At 
the beginning ofthe project, PRISM supported a workshop that included representatnes 
from private and public sector IECIBCC entities from all 1 5 districts The representatn rj .  
who had not previously met to discuss IECBCC actwities. formed themselves rnto three 
regional IEC working groups (IEC WGs, known more popularly by their French acronym 
GRIEC). Each working group produced regional workplans of all IEC'BCC aalutles. an 
organization secretariat, and a scope of work for their group The regional workplans. 
featuring activities ofall EC/BCC players in the region, was an innovation for Guinea 
This workplan and the entlre inclusionary process were greatly apprec~ated by the 
Regional Inspectorates, who felt that their ability to manage IEC/BCC activlt~es in the~r 
regions was greatly enhanced. 

The GRIEC members, and their dismct-level equivalent, GPIEC. habe d e n  on 
increasingly important roles over the five project y e a n .  For example, during the Youth 
campaign, GREC members carried out the following activities: (i) identification. tmning 
and supervision of peer educators, (ii) negotiation with and mobilization of community 
leaders; (iii) revlew and r ecommenbon  of small grants proposals; (IV) training and 
supervision of small business partners (eg., hair salon owners), and (vii) coordmation of 
campaign launching. 

Selected GRIEC members received local and third-country tralnlng to unprove 
their IEClBCC capabilities. PRISM, while h d i n g  the majority of the GRIEC quarterly 
meetings, successfully negotiated with other funding agencies (e g GTZ) to support 
GRZEC activities. The success of the GRIEC model has led the Dlris~on of Health 
Promotion to consider establishing a similar organ at the national level. an Idea strongly 
supported by PRISM and USAID. 

3.2 Strengthen Client-Provider Interaction 

The EC/BCC component assured that prov~ders were adequateh uamed and 
equipped to offer h g h  qual~ty servlces to the populatrons rnotwated by the prolea s 
demand generatron actlvtttes Spectficallv, PRISM carned out the follonmg actn ttles 

3.2.1 IECBCC Job Aids 

PRISM reproduced and d~stnbuted the followng matenals for pro\ rders at health 
centers (HCs) and Cornmun~ty Health Agents (CHAs) 
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Flipcharts for FP (350). AIDS (350). d~arrhea, (375) and adolescenr health (6601 
Posters for AIDS prevention (500); 100 copies each of five different posters 
Brochures for MCH (3,000), FP (55,000). AIDS (70.000). CDD (iO.000) and model 
wooden penises (200) 
BERCER poster for improved counselmg (1.100) 
Infection prevention poster in French and English; also d~str~buted to refugee s w s  
(600). 
Contraceptive display cases placed in FP consultat~on rooms. w t h  FP method names. 
samples and prices (200) 

3.2.2 Training cumculum for health workers and Peace Corps Volunteers 

PRISM modified the MOH tralning cumculum to assure emphas~s on 
interpersonal commumcat~on~counsel~ng (IPCIC) for health pro\ ~de r s  and communln 
health workers PRISM also prov~ded technical assstance to the U S Peace C o r p  to 
tram 18 Volunteers and the~r  MOH counterparts in P C  C PRISM remforced the 
interpersonal slulls of 22 agents to offer youth-fnendlv health s e n  ices 

3.2.3 IECBCC materials for Community Health Agents (CHAs) 

PRISM produced and distributedpgnes and shirts featuring the CBD logo. T h ~ s  
logo was 6nalize.d with MOH input and will serve to create a sense of unity among the 
community health agents, as well as clearly mark CBD actors for potential clients. 
Assistance was provided to develop CBD training curricula, as well as 6 reproductive 
health training "aprons" for CBD trainings. These aprons provide a real~stic and 
convincing &splay ofkey reproductive organs and functions, such as fert~lizauon and 
development of the  fetus. All CBD agents also received brochures. fl~pchans. model 
penises and other job aids that PRISM provided to health centers. 

3.2.4 Distance learning radio program Agents de Sante, Amis des Clients (Health 
Agenfs, Friends of the Clients) 

PRISM developed 13 ep~sodes of a d~stance learn~ng radlo program to remforce 
health workers' mterpenonal comrnunlcatlon skllls l 9  Themes wbered ~ncluded ( 1  ) The 
definibon of interpersonal communication, ( 2 )  Techntques of good mterpersonal 
communicahon, (3) Cond~hons contnbutlng to a positlre health ~orker-client 
partnership, (4) The promotion of excluslre breastfeedrng, (5) Immun~zauon. (61 Growth 
monitoring and feeding after six months, (7) Counseling and the slde effects of 
contracepbon, (8) Prenatal w e ,  (9) Promot~on ofass~sted chlldbrrth. I 10) Sexualh 
transmitted infections, and (I I )  Home vlsits to prevent and treat rnalana and acute 
respmtory mfectlon 

l9 The 13 episodesrveredevebped during PRISM. pmduction md bmadzaa took p l m  afia  hi: 
completion of PRISM ( ie .  during PRISM 10. 

-~ 
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3.3 Increase Demand for RH Services and Conduct HeaW Promotion 
Activities 

The driving force behind demand generation in the project area was the 
development and implementation of carehlly targeted multimed~a behawor change 
campargns. Each campargn followed a similar development path. v r 7 .  ( I )  swategtes ner? 
developed based on qualitative and quantitative research. (11) members oirhe target 
audience helped to ident& activities and materials; ( I ~ I )  the G R a C  members played a 
key role in management and supervision: (iv) community-based and ~ n d ~ v ~ d u a l  eff0t.s 
(eg. IPCIC) were complemented by mass media; and (v) a final evaluatron determmed 
campaign impact. In addition to these campaigns, the project supported child-to-chdd 
(EPE) and small grants for health promotion activities 

3.3.1 Mini campaign 

One of the first tasks for PRISM &as to Integrate 30 health centers n ~ t h  RHFP 
services. An integral part ofthe tntegrmon was the development of a " m ~ n ~ "  (denotmg its 
limited geographical scope) campalgn that conststed of 

Three regional religious leaders' conferences with representatives from 30 newly 
integrated (with RH/FP services) Health Centers 
Briefing and equipping Health Centers with IEC materials (posters, flipchans, 
brochures) 
Ten nwl radio programs in 4 languages to promote the 30 newly integrated slres 
Community mobilization activities around each of the 30 health centers 

The campaign was successful in motivating clients to go to the health centers for the 
new services. Lessons learned during the mini-campaign proved valuable for future 
IECIBCC efforts. 

3.3.2 Male motivation campaign 

Research showed that Gumea was a pro-natalst socleh and that men trad~tionalh 
made household decwons related to health care, ferthty and sexual~n It also coniirmed 
that the supposed opposlbon of men to famlly plannlng was based on erroneous 
assumptions and mformatron, such as confustng contraception ~ ~ t h  permanent stenllt) 
Based on pnonhes ~dentrfied wth nattonal, regtonal and local partners. PRISV launched 
the Male Motwatton campalgn to achteve the followng objectives 

Among religious leaders: 
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Increase knowledge about modem contracepuve methods. and 
Increase the frequency of talking about family plannins during sermons 

Among married men and women: 

Increase the proportion of mamed men capable of clung at least one modern 
contraceptive method, 
Increase the proportion of men who dlscuss fam~ly plannlng wfh the~r spouses. 
Increzse att~tudes that are favorable toward small famtlq slze and conmceph\e use. 
and 
Increase contraceptne use in the study reglons 

To achieve these objectives, PRISMand its parmen cam4 out the followng activities 

15 Religious Leaders Conferences (reaching - 450 leaders) 
Production and distribution of Religious Leaders Prmt Materials 
- Brochures (French and Malinke), 275,000 and 180,000 copies, respect~vely 
- Poster (in French and Malinke), 5,000 copies 
Religious Leaders Video 
Christian Leaders Conference 
3 Regional, 1 National and 12 Distnct Campaign Launches 
15 Traditional music contests (- 22,500 attendees) 
30 Community mobilization events (- 30,000 attendees) 
Production and distribution of print materials: 
Posters: 4,500 copies of two posters (FrenchMalinke languages) 
Brochure: 200,000 copies 
Comic Cassette Lo Vie N PSI Pas Compliquee: 3,000 cassettes (French Xfalmke) 
Rural radio programs: 10 programs in 4 languages 
Radio spots: 10 spots in five languages 
26 episodes of the radio drama Lo Vie N'esr Pas Compliq J e  
Publicity materials w/ logo: T-shirts (3,200), plastic market bags (20,000), cloth bags 
(120), hats (3,200), stickers (1,600), water pots (800), key chains (1,600). pens 
(1,600). cloth wraps @agnes) (1,000) 

Resulb: The campagn had s~gn~ficant Impact on the knowledge, an~tudes and pracuces 
of religious leaders and mamed men Selected Impact results lnclude the fo l lon~n~"  

Percentage of religious leaders a w e  of 3 or more modem methods increased from 
73 percent (baseline) to 99 percent (final evaluation) 
77 percent of men and 68 percent of women were exposed to at least one campalgn 
material. 
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The proportion of women who were either using a modem method or i n t e n d ~ n ~  to use 
one in the future increased significantly from 3 3  percent at baseline to .i9 percent at 
follow-up. 
Higher exposure to campaign activitm!matenals significantly increased likelihood p i  

several indicators, including women who reported personal advocacy of family 
planning and men who approve of family planning (increased from 5 5  percent at 
baseline to 69 percent at follow-up) 

3.3.3 Youth Campaign 

PRISM, in collaboration with the Minisby of Health, representauLes from SGOs. 
Peace Corps and donors, including the World Bank and other development groups 
launched a youth campaign to increase young people's a~a reness  of Hn:AIDS and 
pregnancy prevention, and to reinforce and provide young people with the skills they 
need to make healthy decisions. Community-based support from parents, seMce 
providers and teachers, combined with youthdnven peer education interventions and 
youth-network were the driving forces behind the campaign. All campaign materials 
featured the logo and slogan M y  Right--Information; My Duw- Abst~nence or Condom 
Use. 

Specific objectives for the campaign were as follows: 

Young People: 

Increase the percentage of youth that consider the Health Center a viable source of 
information, as well as condoms and other contraceptive methods 
Increase the percentage of youth who know how to protect themsel\es against STIs. 
including HIVIAIDS; increase the percentage who have chosen abstinence or regular 
condom use, to personally prevent HIVIAIDS 
Increase the number ofyoung IST patients who have encouraged the~r partnerls) to 
visit a Health Center for STI treatment 
Increase the percentage of young girls who use modem methods. 
Increase the percentage of youth that use condoms during the last sexual intercourse 

Parents: 
hcrease the percentage of parents who have spoken to the11 ch~ldren about ~ssues 
related to growing up, including sexuality and HIVIAIDS prevention 

Health Center Personnel: 
Increase the percentage of Health Centers who provide youth hendly sewtces 
including: welcome reception, counseling, HIVIAIDS and pregnancy prevention 
messages and referrals. 

To accompl~sh these object~ves, PRISM and its partnen camed out the follo\klng 
activities. 

p~ - 
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9 district launches 
More than 200 peer educators selected and trained (equal numbers between boys and 
glrls) 
150 businesses oriented to H n '  'AIDS and impl~cated in the campaisn 
District IEC Committees (GPIEC) managed campaign actiwties in  the~r d~stncts 
20 "youth hendly" health centers ident~fied, and 77 providers tramed 

0 Community mobilization events held, including video and slide shah%, street sho\\i. 
in-school QstA sessions, spomng events, and gala evenings 

0 Selection and training of 15 members of the "Press C l u b  from area schools 
16 interactive rural radio shows produced and aired (French:Malinke) 
5 spots produced and aired ( F r e n c m l i n k e )  
8 districts theatre groups produced plays (3i.k Sava.nts. If 1 Knerv) and discuss~on for 
youth and community members 

0 Brochures produced and distributed on STWAIDS (40,0W), abstmence (30.000). 
pregnancy (30,000). 
Posters produced and distributed on condom use (2,295). parent-child communication 
(1.500). 
Promotional materials wl logo: T-shirts (2,500). caps (2,500). stickers (1,900), pins 
(1,000), pens (4,650), shirts (900), commemorative cloths (950), balloons (4,800). 
flags (1,500), handbags (500), bags (1 00). combs (2,000) 

Results: In April 2002, researchers conducted an impact evaluabon of the youth 
campaign and found sigmficant unpact based on the degree of exposure to a m \  lues 
compared to  control sites Selected fmd~ngs include the followingx 

0 Significantly h~gher propomon of young men and women in the mtervennon area 
ever uslng a condom or uslng a condom at last sex, when compared to the control site 
Significant association (p<O 01) between the level of campaign exposure and condom 
use at last sex 

0 83 percent of men and 63 percent of women reported particlpatlng in at least one 
campa~gn actlvlty 
60 percent of males in the mterventlon area reported more openness (to dlscusslng 
publrcly sexual matters) In the intervention area as compared to 33 percent in the 
control area 

0 Youth reported s~gnificant changes in sexual behar~or in response to campaign 
exposure 

3.3.4 Maternal and Child Health Campagn 

The maternal health and child immunlzatlon statistics in G u m a  are among the 
worst in the world, with an estimated 528 women dying for even, 1 W.OOO live b~rths and 

'' For a complete szl of impad evaluatnn mults. mnta  S l e b  Babalola. Itfi: Scum R L ~  WEB. or 
Carol Sienche, Senior Program Omm. 1 I I Markel Plse. Suite 3 10. Brltimorc. W) 2 1?0? 
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only 3096 of the  ch~ldren in Haute Gumea completely ~rnmunlzed To address thls 
alarming situation, PRISM and its partners launched a maternal and child health 
campaign (known by its local name ilm Hn .\;vrmia 7inrrn .Van [ ) I - - . A  Good \lother Who 
Knows How To Take Care of Her Chdd), whlch invol\ed 107 health centers cc\enn$ 3 

population of 2 million people 

The objectives of the campalgn were to Increase the percentage of 

Women who know that pregnant women should make a blnh plan cm erlng 
pregnancy, labor, dellvery and post-natal health care 
Women who can correctly list 3 components o f a  birth plan 
Men and women who understand and have joined a local MLRIG.4 
Women who can correctly list two danger signs for a woman who 1s pregnant or in 
labor and two for a post-partum woman indicating that she should seek help from a 
trained health care provider 
Women who can correctly list two risk factors for pregnant women 
Women who are currently using a modem family planning method 
Community members who state they believe that health center and community 
accountability has increased since the campaign began 
Children aged 0-12 months who have an immunization card and are fully vaccinated 
against the six major childhood diseases 

To achieve these objectives, PRISM and its partners camed out the follon-ing activities 

0 "Community Dialogue" meetings of health center workers and members of the 
community to discuss current maternal health problems and senlces ava~lable ( ~ n  40 
sub-districts) 

0 200 peer educators and I0  CBD agents trained 
Orientation to campaign activitm for more than 400 women's groups 
20 district campaign launches 
Promotional materiz!~ produced lncludlng commemorative cloths (600). plns (3.0001. 
and t-shirts (1,200) 

Results The MCH campalgn IS in progress at the tune of the writing of this repon 
therefore, impact ekaluatlon data are not vet a \a~lable  

3.3.5 Small grants 

To encourage and build on local ~nitiatives, PRISM awarded small grants to local 
NGOs and organizations to carry out reproductive healtn activities The objecthe of the 
small grants was to enable local NGOs to conduct activtties designed to expand the 
impact of PRISM'S IECBCC component on increased use of health centers and the  
practice of preventive health behaviors The GRIEC also sened as f u n d q  channels for 
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community based mterventions Over20 grants were dismbuted to small. local groups. as 
summarized below 

Table 16: Small Grants distributed to local groups bD promote IEC activities: 
. , . ... ! ~ ~ ~ u , j  " ::; . . ' . . ~lntervmtion Focus .. ~ - . -. - .. .. .. . 

Prefecture 1EC WG (8) RH Acbon Plans .. - . 
CPTAFE Awareness of consequences of fcmalc r c n ~ ~ l  - 

mutilation (FGM) 
.kPROFIG/Kdan Youth and reproducuve health conferences 
.AFFAAV/Faranah I Trainmg of traditional mid-~lves in reproducb\e health 
Assoc. Promo. 701Siguiri ; Reproductive health a~areness conferences 
CPTAFEiFaranah Awareness of consequences of FGV 

/ CENAFOD/Dabola Awareness of r3roductlve health issues at village l e~c l  
CPTAFE A\\.areness of co&quences of FGV -- 
ASTRAG/Guekedou Training of uaditidnal healm m STL AIDS 
AEDMzerrkm .~ i Awareness of RH issues ~ -. among -- school-xd youth_---. 
Peace Corps Volunteers (6 )  i Awareness of local RH problems and soluuons 

3.3.6 Child to Child strategy (Enfant pour Enfant: EPE) 

Given the high child mortality rate, the low percentage of children completely 
immunized by age 2 and the high illiteracy rate among women, PRISM launched the EPE 
strategy in 1999 in the Faranah district The EPE approach seeks to increase the 
immunization coverage of children from birth t o  5 years of age by involving older 
children and their teachers in keeping up with the vaccination schedule of younger 
children. Concretely, the EPE strategy mobilizes students in the fifth class (eighth grade) 
and their teachers to reach and encourage mothers, in particular, to complete the full 
course of immunization for their infants. 

The EPE strategy was introduced in 20  schools in the urban centers ofDabola and 
Kankan during the third quarter of 2001. Eighty-four teachers and e ~ g h t  health \vorkers 
from Kankan, and 14 teachers and three health workers from Dabola anended the EPE 
workshop, where they received training and promotional and technical materials to take 
back to their schools 

The EPE strategy resulted in a sign~ficant decrease in the drop out rate for follo\b 
up vaccinations. namely 'om 28% In December 1999 to only 15% In June 2001 In 
add~hon,  4194 of all ch~ldren under 1 year of age who were completeh ~rnrnun~zed \\ere 
part of the EPE p r o p  
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3.4 Improve IEC Management and Delivery Capacity 

Improv~ng local capaclty to design, implernen~ manage and e\aluate cornrnunlcatlon 
mterventions was a major focus of the LEC.'BCC!Dernand Generat~on interventions 

PRISM has supported capacity development through the followmg acti\lties 

IEC Working Groups. Members of the IEC Working Groups ha\ e been 
strengthened through: (i) traming, and (ii) opportunit~es for expanded leadersh~p and 
responsibility in the ongoing communication interventions and campatgns under 
PRISM ("learning by doing"). This hands-on expenence proved valuable to 
increasing their capaclty and motivation to conduct IECtBCC ~ntenent ions  At least 
ten of the Working Group members have benefited f ~ o m  t h ~ r d i o u n t n  trainlny. 
supported by PRISM. 

PRISM Regional IEC Coordinators. PRISM has supponed the profess~onal 
development of its Regtonal IEC Coordmators by carefull) i d e n t ~ h  Ing pertment 
training and conference opporhmues in Gumea and the reglon prok~dtng mentorlng 
and career gwdance, and allow~ng the Coordmators to assume graduallb Increasing 
rwponsibtlity and leadership for IECiBCC actlvltles in thew reglons 

0 SCOPE. PRISM prepared Strategic Communication Planning and Evaluation 
(SCOPE) workshop materials and made a prcsentalon of SCOPE to MOli and 
USAID. SCOPE is a process ofdiscovery, assimilation of information. creattwt).. and 
learning by doing. Through an interactive software interface SCOPE allova people to 
design, implement, and evaluate effective health communication projects directly on 
the computer. 

End of Project Report pace X I '  
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WORK TOWARD THE INTERMEDIATE RESULTS (IR) 

)PRISM 's approach to improve coordination of RH intarvetions b.s been to 

I the MOH's managend and communication capacities, to 
existing coord'ion pmxases, and to promote 
sustainable mechanism, especially at the hdecentralied 
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IR 4: Improve Coordination 

Throughout the implementation of PRISM. coordination among partners and 
donors has been a strategic requirement to secure efficient resource allocation touard 
the achievement of common goals. to share information for effective manasemem. to 
support communication and to build on lessons learned. I t  has been imponant to 
consider and plan for collaboration at the local level. strengthen capacities and 
partnerships at the central and regional levels and to build linkages and mechanisms to 
support communication and exchange and to root the health program in Guinea into the 
larger social and economic fabric. 

Effective coordination depends on the quality of the information being shared 
and disseminated and on a consultative planning process to align goals and target 
resources where they will have the most positive impact. PRISM has included 
collaborating and cost-sharing pamers both in our work planning and program 
implementation and made joint efforts to monitor program progrrss. 

The PRISM Project, through MSH* and its subcontracting parmers. JHLICCP* and 
JHPEIGO*, developed strong collaborative relationships across a broad range of 
partners: 

the Ministry of Health at the central, regional (DRS Kankan*) and local levels 
the Ministry of Decentralization and Micro-realization 
the Ministry of Education 
multilateral international organizations including WHO*. USICEF*. L'SHCR. 
IPPF, ILO*, WFP*, the European Union*, and the World Bank 
bilateral donors development agencies such as USAID. ClDA (Canada) *and GTZ* 
and KFW* (Germany) 
international NGOs such as PSI, EngenderHealth. Helen Keller Inrernational. 
Africare, Adra and Save the Children 
regional projects such as SIDA3 and STEP 
local NGOs, such as AGBEF*and CENAFOD 
health services run by mining companies 
educational institutions (e.g., the University of Kankan. techntcal sihoolr~ 
all health centers managed by local COGES 

Regional-Prefecture level: 

The pnmary counterparts for the project were MOH employees uithm the DRS 
and DPS Much effort was extended to assure that these levels were able to funcuon 
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autonomously and effectively in their ability to manage senices under their supen tston 
At the local level, PRISM supported the DRS and DPS by expand~ng rhetr leadership 
capacity and through project participation in the CTRS and CTPS. \vhich sened  as 3n 
anchor to provision of technical assistance for decentralization. T h ~ s  report has 
highlighted ways in which the project worked to build the DRS capaclN to coordinate 
and support (1) its own staff and (2) donors and technical agenctes (3)  the communtn 
and other partners working in health, and to leverage Inputs and to maximwe the potential 
of collaborating with other sectors. 

Fostering electronic communications between the regional and prefecture levria 
has been another suategy to improve coordination and reinforce decenmlizat~on 
PRISM introduced e-maH and trained staff in its use within the DRS and within the 
DPS when the opportunity arose. E-mail communications for purposes of coordination 
and management were promoted between the regional and national levels. 

PRISM supported the two IEC regional working groups (GRIECI and the IEC 
prefecture working groups (GPIEC). The regional IEC group (GRIEC) IS the strategtc 
overview body for demand generation and behavior change actlviues and programs in a 
region, while the prefecture IEC working group (GPIEC) is the operat~onal coordinat~on 
body through which most community based IEC/BCC intervent~ons. especially 
campaigns, are implemented. PRISM provided technical asststance to the GPIEC and 
monitored both the quality oftheir work and the use of the funds allocated to them by the 
project 

Reproductive health regtonal working groups (respectively ERCOSAR and 
CORASAR in Kankan and in Faranah) had been established with PRISM suppon dunng 
the past years to address specific issues in relatlon to project implementation The 
functions ofthese working groups were h l l y  integrated into the coordrnatmg bod~es  of 
the PHC system in the final year o f the  project Continuous PRISM participation and 
support to the CTRS and CTPS and integration ofthe work groups' operational plans into 
the overall regional and prefecture health plans insured effective implementation u-ithout 
the need to maintain these special regional RH work groups it is expected that the 
GRIEC and GPIEC will follow a similar integration process within the coord~nating 
bodies of the  PHC system. PRISM has established channels for addressing these needs 
with the MOH at both the central and decentralised levels 

Supporting the annual review of the PEV/SSP/ME program: PRIS\l attended and 
participated acbvely in the annual review and programmatic rneetlngs of the 
PEVISSPME which led to clarifying and authorising an increased role for cornmunrr) 
participation in the management of the health centres. PRISM'S advocacy has stgntficant 
in promoting this liberalisation to enable enhanced community participat~on and 
revitalization ofthe COGES as a critical element ofthe system 

PRISM Operation Plan Review: PRISM support strateg~es and operat~onal plan 
were renewed in depth with the Kankan and Faranah DRS personnel follo\rm_e the 
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change at numerous key manager~al positions in these oryan~lational units Train~ny 
acuvlaes were rescheduled to cover new needs and to avo~d tralning health personal that 

were scheduled to play d~fferent roles in the near future 

Regional-national coordination: Central-level support was provided to reinforce 
policy, norms and standards guidance to the peripheral level to allow effecrive 
implementation and adherence to the decentralization policy. In collaboration \\ ith other 
international donors, PRISM developed and promoted mechanisms to coordinate with 
government health authorities and with other governmental units. At the national level. 
PRISM participated in CTCS and in the annual review of the PHC system. The projecr 
supported the development of national policy and strategy for cost-recove?. essential 
drug management (including contraceptives), HlMlS reform. policy in SM. IMCI. 
HIVIAIDSISTI, articulating Guinea's proposal for fundin8 from the Global Fund for 
HIVIAIDS, TB and  malaria (GFATM), national IEC nratq. and updaring the PXf.4. 
RH guidelines, and referral protocols. 

The project facilitated field visits by central-level authorities to the regions and 
prefecture levels to share lessons learned, present new tools and approaches. and 
communicate monitoring and evaluation results. PRISM'S results and new successes ar 
the regional level were shared regularly with larger audiences at the national level (with 
the DRS represented at such debriefings). 

Support to MOH at  the central level: Although PRISM was a decenualised 
project with a focus on the regional and district levels, its experts, adv~sors, consultants 
and coordinators supported, as much as was feasible, collaborat~ve health-related pohcy 
development. 

PRISM supported the development of IMCl in Gulnea and s e n d  as a member of the 
National IMCI " G r o u p  Technique" 
PRISM supported the development ofthe Safe Motherhood Xational Policy and its 
coordination unit at the central level, the "Programme ;Vatronal de .ilaremrti sons 
Risques" (PNMSR), as well as its implementation at the regional level 
PRISM participated in STVAIDS related coordination meetings in support of the 
(SNLS 
PRISM participated in the countq coordinat~ng group for the Global Fund to fi_eht 
AIDS, Malaria and TI3 
PRISM was a leader in the development of one maJor wmponent of the Sationai 
Health Development Plan - the Minimum Package of Act~vities for the pnman 
health care svstem of Gulnea 
PRISM supported the "('omrti Nationalde i . omar~un ('onnnrir r n  .\antr" ( C S F C S )  

Strengthening MOH electronic communication capacity: To strenzthen the 
MOH managerial capability, PRISM allocated computers to various u n l u  involved in 
wordinaring RH activities (SG. DNSP, DhTL, SSEI, Dips. DRSs. etc ) The goal uas 10 

ensure that the MOH organ~sational units have better access to data and other information 
and have improved communication capacity through the regular use of emall and the 

PRlSM End of Project Repon Page h i  



Internet. A local network (LAN) senrng key unrts at the central lelel \\as rnstalled and 
PRISM contracted with a Conaky-based computer s e n x e  firm to ensure marntenance 
and training 

Leadership Strengthening Program for the MOH's Senior Staff: Suengthenrng 
leadership skills of managers at all levels of the health system has become rncreasrn_nly 
crrtrcal during the last few years as the MOH has been actlvely pursulng ~u 
decenaalization policies. These skills are essentral for assurrng a coordmated response inr 
the progressive changes being pursued The Mmster of Health and hrs General Secretan 
actively encouraged the development ofa leadership strenghenmg program for the 
MOH. The program was designed with the MOH's senror staffand burlt around XISH's 
M&L flamework. Participants included the MOH's 6 national directors. 8 regional 
directors, political, economic, and international advisors to the Mrnrster of Health as \\ell 
as his Cabinet Chief, the Inspector General, and the Secretary General PRISM IS 

currently discussing with the Health Minister and the General S e c r e q  approaches to 
follow to complete the train~ng of the ten cohon members who were unable to panrcrpate 
in all the training modules and on the extensron of the program to the lo\\er tiers o i&e 
ministry. 

Supporting the MOH's training program management (CXFCS): In recognrtron o i  
the need to strengthen the quality of in-service trarning delrvered at var~ous levels in the 
health care system and in order to improve coordination among partners. the !dOH 
established the Comite National de I;ormarion C'onrinue en Santt; durmg 2001 PRISXI 
was a dynamic factor of change in the approaches used throughout the country to tram 
health ~ror iders  and managers and contributed to the evolution towards methods - 
compatible with the needs of adult trainees (andragogic approaches) Other technical 
agencies have also been moving in the same direction, thus creating a "critical mass" of - 
partners sharing a similar vision of in-service and pre-service trarning PRISM supported 
the development ofa cadre of regional trainers in PHClRH through a Training of Trainers 
(TOT) program for public health professionals with the MOH With this TOT, the health 
sector in HG currently has at its disposal a total of 17 certified trainers at the basic level 
and eight certified tmners at the advanced level. 

Support to the National Safe Motherhood Policy development and coordination: 

Coordzna~on wirh the PNMSR on MIRIGAS The PRISM Adbrsor in Quahe of Care 
continued to coordmate closely the development of PRISM'S Safe Motherhood acux mes 
wth  the MOH Head of the Programme Natronal de Matern~re sans Rrsques (l'SX1SR) 

Post Abortion Care PAC)  PRISM ass~sts the MOH to coordinate the ~mplementatlon o i  
standardized services for PAC and supports the analys~s ofsen-rce statrstrcs for P.AC The 
project actively supported the MOH in the vanous tasks leadrng to the partrcrpatron ofths 
Guinea delegation to the regional conference held in Dakar on P.4 
Emergency Maternal and Neonatal ('are National Guide PRISM technrcal staff 
parttcipated in the coordination and consensus building workshop held in Con* 
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sponsored by WHO In February 2002 to rewew the Emergency \latema1 and Xeonctmi 
Care National Guide. Durinz the workshop the drat? of the zuide was rev~ewed and 
recommendations formulated 

Support to the adaptation and coordination of the Integrated llanagement of Ch~id  
Illnesses (IMCI) approach in Guinea: In collaboraoon wth WHO. LTTCEF and 
others, the GoG adopted the IMCI approach to child sun  1 ~ a 1  in 1999 PRISM 
pan~cipated in the support offered to the MOH to mplement IMCI acu\ mes The 
Integralton ofIlMCl has followed the WHO gu~del~nes. bu~ ld~ng  the program in a step 
wise fashron It involved broad based parmersh~ps and coordtnauon at the nat~onal le\ el 
and between the nabonal and reg~onal levels PRISM supported the MOH in these 
coordmahon efforts and in mplementmg the approach In parucular, PRISLf has 
spearheaded the applrcat~on o f M C I  in pilot sltes tn HGand at the cornrnunlh lexel (see 
rn) 

Support to the National IMCI Technical Group: PRISM mamlntaed regular 
participation in the activitres of the Sational MCI  Technjcal Group that spearhesded t?e 
integration ofIMCI in Guinea. The scope of work of the Steenng Commmee and 
Technical Committee for LMCl were reviewed and corrected and the I\ICI operat~onal 
workplan was integrated into the workplan of the nat~onal p n m q  health care program 
(PEVISSPIME). Coordination of act~vities m& the BASICS 11 project conuibuted to 
overall program efficiency and effectiveness. 

DCMUGMME survey preparation and coordination: PRlSM paruc~pated closeh In 
the preparabon and coordmation of the DCMVGMME survey whxh &as successfull\ 
completed wth  assistance the Rational Phannaceut~cal Management project 
(RPM+), a USAID centrally funded project bemg mplemented b b  IdSH PIUSXI \\as the 
management partner for the survey and coordmated field actlvltles Numerous 
coordlnabon meebngs and work sesslons were conducted in Gulnea ~ l t h  the LIOH and 
wth  BASICS Il to ensure the success of t h ~ s  acbvlty 

Support the Management of DRSIDPS Supervision Activities: The strengthenmy of 
the DRSDPS supervision system was a high priority for the project. PRISM staffgu~ded 
the review ofsupervision concepts and the system for mplementmg them dunng h e  
CTPS and CTRS meetings. PRISM technical staff also worked d~rectly on s ~ t e  at each 
DPS in its focus zone on the development and update ofoperational plans for faciIitatr\e 
supervision. 

National Immunhation Days (NIDs): PRISM was actively involved in the supenwon 
and coordination of the NIDS in HG for each sear they mere conducted Techn~wl 
personnel and logist~cal resources were allocated to the two DRSs as \velt as the 
prefectures of Siguiri, Kerouane. Kouroussa and Faranah 

Collaboration wah Miniq Companies: In addition to collaborating wth p u p s  in the 
public sector, PRISM also worked with private mining companies in S~guin.  Kerouane. 

PRISM End of Projcct Report Paze $6 



and Banankom to promote better health practices. T h w  mining companies participated 
in PRISM'S training program. and rrceiwd new and updated managemenr tools and 
IEC materials. 

Coordination with USAID: PRISM was supported by a capable and commitud SO? 
team and by the USAID mission in general. Communication and collaboration were 
strong throughout the implementation of the project. This open and straighrionvard 
euidance and support assisted the project team to identifi issues that arose in time to - 
make appropriate changes and has been integral in the process of managiny resources 
efficiently. In the consolidation phase, this reamwork was critical ior continued results 

PRISM recognized the essential need to coordinate with orher health CAs. Ensuring 
close collaboration and synergies with all other CSAID implementing partners and 
donors such as GTZ and the World Bank, has been a central PRISXI confnbution to the 
effectiveness ofthe health program. Regular PRISM partners included CLUS.4 PSL 
HKI, BASICS, and IHPEW, as well as other PVOs, including Save the Children. 
ADRA and Afixare, Peace Corps Volunteers. Thls coordmatlon Included fac~lltat~on of 
regular meetings forjoint plannmg and strategic rev~ew, pnmar~ly In the regions but aisc 
atthe central level. and has involved teamwork in shanny lessons l amed  both ~ b l t h l n  
Guinea and internationally. The USAID!SO?. team. In its workshop on perfomlance 
indicators for CAs (held at the PRIShI headquarters in h n k a n )  used the PRISXI package 
of performance indicators as a model in designing and assessing program goals 

Leveraging Costs and Shared Planning: MSH and its partner JHC'CCP have 
managed an important cost-share program under PRISM to bring stakeholders and 
institutional actors (other donors. CAs, and local 5 0 s )  together around comrnor: 
objectives. This program achieved a cost share level of 8.2% of federal funds 
(exceeding the indicator target by 26%) and has achieved its goals elated to operationai 
efficiency, stakeholder buy-in, and sustainable results. 

The followmg partnerships were developed and are ongoing in PRISM ll 

Wlth ADRA to develop and support CBDISBC and IECiBCC actn lties in S~guln 
prefecture 

* With AFRICARE to develop and support CBDiSBC in Dinguiray prefecture 
with AGBEF to support districts at managing their CBD program and IEC acn\ !ties 
with BASICS II to adapt and integrate clinical IMCI in Guinea conduct pilot srudles 
in selected prefectures for the implementation of community LMCl and to improve 
EPI performance 
with the Guinean national NGO CENAFOD to revital~se HC management 
committees and community participation in the management of the health s\stem 
with Engender Health to integrate COPE and Fac~litatrve Supenwon in HG 
with the L'N affiliated ILO'STEP West .Africa project to promote the creatlon and 
support the development of HMOMLWG.4s nsk-sharing schemes 
with JHPEGO to integrate Post Abomon Care at hospitals in the prolea rarger zone 
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' With USAID centrally funded proJect Slanagemrnt "2 Leaderbhlp Prolcct (SlCcI.) oil 
the design and ~mplementat~on of a leadership sBengthen~ng p r o p n i  targeting thc 
MOH's senior staff 
With USAID centrally funded project Rational Pharmaceuucal \ l anapnent  (RPSI- I 

on the implementation ofthe DCMLGMME survey in Guinea tn support to the IXKI 
program 
With Save The Children to develop and support CRD'SBC and IEC BCC  act^\ lrres in 

Mandiana prefecture 
W ~ t h  the Canadian funded SIDA UI project to m e g a t e  ST1 syndromic case 
management in the health care system 

Partnership discussions a r e  under way with the following agencies 
With Helen Keller lnternauonal to Integrate micro-nutrient supplementauon Into the 
PMA of the PHC system 
With the World Bank on a future HR'.'.AIDS project in Gu~nea 
Wlth CLUSA on strengthening comrnunlty pmcrpauon in the manasemem of the 
health system 

. .. . . . . . . . . .  . . . .  Main Results -~ 

GRIEC and GPIEC meetings organized and supported 
CTPS and CTRS meetlngssuppirted and anended 
PRISM operational plan fully integrated Into the MOH PEL'SSP >1E at the cenual 
level and into the DRS'DPS work plans 
MOH-MCHJFP Secuon's workplan for calendar year 2002 and 2003 dexeloped nith 
PRISM assistance. 
Management o fsupen~s lon  act~viues supporred at the 3 DRSs and a[ [he S DPSj ~ r !  

HG;all 8 DPSs implemented supervlslon activttles i n  accordance 1 ~ 1 t h  agreed s n  
managerial guidelines 
Development and coordinauon of nat~onal health polic~es supported IXICI. Safe 
Motherhood, SWAIDS, W S ,  Essential Drugs, PVA and Sorms R: Procedures 
Computer network and email capacity installed and mantamed at VOH cenml leiel 
units and at HG's DRSs. 
Program to enhance leadership capaclty completed for MOH's senlor staff 
Continued active collaboration susta~ned w ~ t h  nlne international techn~cal 
agenciedprojects and w t h  two G u m a n  national NGOs 
Comprehensive results and data on performance indicators for the project submitted 
to USAID on a timely fashion. 

I Target of 6 5% cost shanng surpassed 

One of the salient lessons of the PRIS!vt experience has been the confirmat~on that 
collaboration, coordination, jolnt planning of resource allocat~ons. and the sharing of ke!. 
data enhance health program quality, efficiency, impact and suslalnab~ilh Xo project o: 
agency is sufficiently dwersified to be able to address all Issues invol\ed i n  such a 
complex undertaking uithout having recourse to external evpenlse to ensure thar the 
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highest level expemse and best practices ha\e been sunimonrd to aid thc. common +x-d 
A project's ability to enlist that expertise around common object i~es  1s a prerequlsltr ior 
success, especially for a project as complex and multi-dimensional as PRISXI 

The PRISM project clearly gamed momentum each year in recrultrny local and 
~ntemational agencies and Incorporating their perspectlres Into common goals 
Collaboration with the MOH and the communit~es also improved steadily and PRISSl 
enjoys a high level of trust at all levels. These multiple levels of coordmatton and 
collaboration certainly improved eficlency and impact They also supported the 
establishment of ownership stakes in the standards, mechan~sms. and processes that \\ere 
jointly developed and allowed communities and service deliver). staff as  well as SlOH 
officials and CA staff, to draw value From and realize remards as a result of the~r jomt  
efforts. 
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- 
Conclusions 8 Lessons Learned - 
Has PRISM made a dflerence? 

- PRISM'S collaboratne focus, which siniultaneousl\ addressed ~ssues  at all l e ~ e l s  o i  
the health system, has led to encouraging decreases in fertilih and rnonality The results 
of PRISM'S technical assistance underscore the \slue of the systems approach preuoujl! - ~dentified by the GoGand C'SAID. This approach emphasized impact ar the decentrahzed 
level while identifying obstacles to service delivery that arise elsewhere in the health care 
system. A hr ther  emphasis on communiry mob~lization contnbuted crucial elemens of 
self-reliance and sustainability through community empowerment Major improvements 
resulting from the effom of the PRISM project and partners in the field include the 
following: 

Servlces for fam~ly planning, HIVIAIDS prevention, X K H .  and ST1 care and 
prevention have become uldely a\a~lable and extensive numbers of senice  pro\ iders 
have received training. 
CBD services have been revitalized through ~dentification and training of CRD 
agents All rural health centers currently have a functioning network of CBD agents 
Over 50% of all new CBD agents in Haute Guinee are women (whereas in 1997. only 
3 of 500 were women) 
CBD agents distnbute oral contraceptives without the need for a prescnpnon horn a 
health center provider 
Essential drugs and commodities are no longer procured through mult~ple. parallel 
systems but rather through the national sg t em Fewer stock-outs occur at health 
centers. 
A significantly higher number of prenatal, FP. ST1 care. and ch~ ld  s u n  i\ai 
consultations conform to national standards. 
Quality supervision is conducted with greater frequency and regulann at the SDPj 
Supervision visits have been transformed from an admmistrat~ve and puniti\ e 
orientation to one of support and continuing education. 
Communities have become more aware of health needs and are more engaged in 
demanding quality services, taking appropriate action and managing local health 
centers. Community and relig~ous leaders, youth. teachers, schoolchildren and 
mothers in all districts in HG actively participate in health promotion and ad! ocacy. 
promoting FP, ST1 prevention, and vaccinanon coverage 
International and local partners have come together in a strengthened collaborat~on 
across a wide range of activities 
National policy documents, E C  materials and training cumculum have been 
elaborated and widely distributed 
Information systems have steadily improved and are producing comprehensive data 
on reproductive health 
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During PRISM'S short life, increased svstems capacit! has resulted in impro\ed 
senices, which, in turn. ha \e  led to accelerated and steady health ~mpro\ements 

The percentage of non-preznant uomen using a modern contracepti\e rne thd  
increased from 3% to 1 2 O 0  
The percentage of women anending at least one prena~li  clime d w n g  he: A: 

pregnancy ~ncreased tiom 26% to 81 O O  

The percentage of women g n  lng b~rth in a health fac~lit) increabed from 1 -% ::2 

36% 
The percentage ofmothers who breastfed their nenborns within one hour o f d e l n e n  
increased from 30% to 1 3 O 6  
Measles vaccination coverage increased from J?OO to 6200 
Coverage for DTC3 increased from 40% to 36'0 
Use oforal rehydraoon solution (ORS! for diarrheal disease in children ~ncreased 
from 35% to 5456 (among infants w t h  diarrhea in the two xvceks precrding the 
survey). 
The use of condoms for H1V:AIDS and ST1 prevention increased 

Despite these encouraging results, the improvements are recent and their - - 
sustainability fragile. Even by impovenshed sub-~aharan Afrlcan standards. Guinea's 
health indicators remain weak. Life expectancy at birth remains well below 50 years for 
both men and women. The M R  of 98, ChtR of i 77. and \ M R  of 5 2 8  s h o ~  that too 
many children and mothers continue to die ofeas~ly  preventable causes such as malaria. 
dehydration, and respiratory infections (DHS 1999) Fertilit?. remalns high iTFR= i 5 )  
and modem contraceptive use remains low (CPR = 4.9). Even though improvements over 
the past five years were greater than elsewhere, the health situation in HG sull tends to be 
worse than in any other part ofthe country The primary exception is S T L m .  .AIDS. 
which has higher prevalence in the Forest Regon  and Conakry In order to continue to 
improve the health indicators and prevent HG from becoming more affected by 
HIVIAIDS and other STIs. many of the interventions Initiated during the past f i x  e e a r s  
must be maintained, while others need to e ~ o l v e  to meet the cha1lenr.e~ of changing 
 circumstance^. 

Improvements in health are heavily influenced by the access~bility. qualitv a n i  
demand for s e ~ c e s ,  as well as the efficacy of collaborat~on and coordinarlon berueen 
partners and donors in both the public and private sectors These four areas are 
represented in USMD's results framework by the intermediate results (IRs) .Achie\ing 
the IRs is contingent upon enabling service prowders to offer better s e n  Ices and enabling 
(potential) clients to seek them in a timely fash~on Howexer, to achisxe siisrainable 
results, improvements at the client-provider level must be supported b) improiements at 
the community and the policy level, and vice versa. These are long-term investments that 
underscore the need for continued governmental involvement in creatmg and maintaining 
a supportive policy environment to conhnue to ameliorate the health of the Guinean 
people. 
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Policy: Over the past few years, PRISM has supported all levels of the  decentral~zed 
health svstem, including ass~stance at the central level to define. \alldate. and d~ssernmate 
policies and initiatives pertaining dtrectl: to the decentraltzed le\el S~sn~f ican t  p r~ont \  
actrvities included the elaboration and d~ssemtnatron of the mm~rnum package of 
acbvities, the "PA64 a / horizon _700j,"and ass~stance in updatins and dissemtnat~n_c t k ?  
RH Norms and Procedures ( N a p )  These efforts have prov~ded the p o l ~ c \  framenork io: 
HG's health servtce managers and provrders Lsrng the new national su~deltnes. PRISS1 
collaborated in naming ltcalth managers as well a s  health provtden and t h e ~ r  supen isor;. 
to implement and adhere to the PM.A and conform to nattonal norms and procedures 

Despite the progress alreadv attamed. these documents need to be contmuall! 
updated to reflect current standards of best pract~ce PRISM is pamcularly concerned 
with revising and improving these documents in the areas of CS TXICI. safe motherhood. 
emergency obstetric care and Hn'!AIDS. Another area of concern 1s that job descnptrons 
were never fully revised to reflect certarn ~mportant elements of the poltcy framework 
Aligning staffing configuratrons and job descripttons wtth PXfA and the nattonal S & P  1s 
essential for rational management of resources at all levels of the  health s\stern V h l e  
revisions of the job descnptrons have begun, the nat~onal-level XIOH has not yet been 
able to finalize them for d~ssemination throughout the county 

Quality improvements D.'hile the PMA c l e a r l ~  defines senrces requtred at e \er \  I e ~ e l  
of the health care system, the referral system and other lmkages between levels rematn 
weak. Quality improvements at referral centers such as prefecture and reg~onal hospitals 
have been inadequate and referral between the communtt]: and the HP or HC also 
remains tenuous. PRISM has wnmbuted to improving maternity and pedtamc wards at 
the hospitals, and invested substantial resources rn enabling community-based sewrce 
providers to recognize individuals in need of referral and the approprtate referral center 
However, efforts to date have not suficientlv addressed defic~enctes rn the system The 
current referral gutdelines must be rewewed and updated to meet quallh standards and 
respond to the updated Pk1.A and RH S & P  

Financial management One of the most presstng needs in HG is that of better 
management of financial resources to adequatelv cover the costs of s e n ~ c e s  and. 
therefore, improve their sustainabilrty As I;S.UD's m~dterm evaluation underscored. a 
critical area in understand~ng Gumea's health needs i s  that of decentral~zat~on in general 
and cost recovery in part~cular. C r ~ t t d  condtt~ons for full and effecoie implementation 
of these pillars ofthe Bamako Intttat~ve must be met at two levels demand and supply 
.4t the "demand" level, cornmunth panictpatron is essential to impro\e transparent 
management ofthe health centers and make sentces  more responsne to needs A t  the 
"supply" level, mechanisms for obtatn~ng adequate drugs. tools. and equrpmeni must be 
operational and directives regarding national standards and the PX1.A must be cleari! 
articulated and effectively communicated Decenualmtton thus requ~rei  irrong 
management capac~ty at these two levels 
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Fee structure: PRISM support to the MOH has ensured that fees are clearl! posted on 
billboards in front of every health center PRISM also assisted in broadcasting the sen  ice 
fees over the rural radio Howeber. the current fees. in use since 1992. must be funher 
revised to reflect both the real; changing costs ofservice delivev. tncludtn~ the ne\r 
essential drug list, and performance incentives for s e n  ice providers 

Community participation: the strengthening of communtt. parttcipation in the 
management of the  health system has focused on ( 1  ) community mobiltr;ltion through 
community events, includins tonn meetings attended by providers. COmmunlh members. 
and political leaders, and communicauon via radto. ( 2 )  revttalizatton of COGES in 
managing health services; (3)  promotion and support of local community-owned 
insurance schemes (mutual~sm) and Mannas 

Community events and radio broadcasting have done a great deal to rase  
awareness of the official fees for servtces They have already sparked debates over 
official versus actual tariffs and have held providers more accountable for a d h e r t n  to the 
official fee schedule. However. overchargtng does continue. and further behav~or change 
on the part of providers and supervison is sttll necessary 

The revitalization of COGES and the democratic elections of communin. 
representatives have increased community interest and partrctpatton This participation 
has been hrther enhanced through a series of PRISM-tnitiated COPE exercises 
However, progress has proven to be sporadic and sustained suppon. including continuous 
training, is needed for these tmportant changes to take root Principle areas identtfied for 
further training include basic management sktlls in accounting. planning. use of data and 
information for decision-making and resource allocation. as well as governance of 
communiry-based assoctat~ons. 

Motivation ofservice providers: .4 major challenge in Gutnea's decenualized health 
system is enhancing the job sausfachon of providers. Whtle many prouden  are 
recognized by their communtty for thetr contnbuhons. most s u u g l e  financially Tnei: 
salaries, provided directly by the central government. are generally not commensurate 
with basic subsistence needs and the current management mechanisms of the PHC systen 
does not financially reward good performance Limited resources in the publtc secior 
preclude a major upward reuston of salar); scales. However. interventions at the local 
level were identified and need to be pursued and supported over ttme Examples include 
Introducing performance-based benefits (primes de performance) for health center 
workers, using the principle of shared success in group practice. and adlusttng the cost 
recovery potential by updating fees for s e n  ices (see abo\e)  Of critical importance tn 
such adjustments is the introduction of a mertt-based system which links rernunentiirn 
and performance. As was noted in USAID'S midterm evaluauon of the PRlSSi projec:. 
the low salaries and lack of financial performance incentives for indtvidual pro\ iden o: 
health centers remains one of the major underlying causes of overchargtng for sen  Ices 
and medicines. Overcharging helps compensate care provtden for services. but 
undermines the official system and creates disparities in the qualit]i of care The result is 
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that clients end up paying substantially more for health sen-ices than the offic~al fee 
structure requires and the HCs "capture" even less of the revenues This d~ssonance 
discourages the use of the health sewices and compromtses thetr ~ n t e ~ r i h  and 
sustainability 

Essential Drugs- PRISM has ivorked tv~th thc Hot1 and the nattonal lc\ c.1 PC(; an: 
PEVICME to standardize the ED&C log~stics management system. Integrate fam11, 
planning products into the list of essenttal drugs. and establish contracepttve sale prices in 
HCs. By supporting the GoG, PRISM focused its interventions at the reg~onal and distnc: 
levels, as well as the health centers. This approach has resulted in notable tmprovemenrs 
in the management ofED&C. Better monitoring instruments have been adopted and used 
throughout the logistics system lead~ng to signtticant inlpro\rement in the accuracy of 
record keeping. By the end of the PRISM conmct  pertod. over half of the HG's HCs 
were reporting very low stockout rates Nevertheless. many challenges continue to beset 
the drug and cornmodit).. management system. Stockout rates rematn unacceptabl! htgh 31 

several ofthe regional supply points and at an unacceptably high number of HCs. 
suggesting that a sole reltance on the public sector supply system IS insufictent 

One o f the  major challenges to the ED&C system is cash flo~v. ar has been 
underscored by PRISM'S reports to USAID. Hospttals. uslng a substant~ally h~gher  fee 
schedule than HCs, tend to have sufficient cash to resupply drug stocks On the other 
hand, the current ten year old HC fee schedule is punlng enormous stress on the \ i ab~ l ip  
of the PHC system and needs to be updated to keep pace w ~ t h  the changing financ~al 
realities in the country (see IR 1 ) Replenishment of ED&C n o n  represents. on average. 
over 65% ofHCs' revenue (compared to 40% some years ago) Even the most eflic~ent 
and well-attended HCs generate precious few resources beyond what is required to 
replace ED&C This acts to the detriment ofall other activities essenttal to the p rowton  
of adequate quality of care and to the implementation of health preventton actlvtues 
Poorly managed facilities face an even more precarious sttuation. To make maners Ivorse. 
by the time most health centers have sufficient funds, the regional phamacv is frequently 
out of stock for one or more of the needed drugs. This situation could be corrected 
through further saengthen~ng of leadersh~p and managerial capacln. and improvements of 
the logistics system and key PHC pol~cies. Effective communt? partlctpation. especiallr 
through the COGES, is critical for achieving this goal, along \wth establ~shment of a 
revised fee schedule, improved supen-ision. monitoring. and leadersh~p at the 
decentralized level 

H/MIS: PRISM has worked extens~vely w ~ t h  national, reyonal and dtstrtct authorities 
and staff to prioritize and update tndtcaton. reuse  and disseminate tmprol ed HII IS  
tools, decentmlize the system. and increase the capacity for decis~on-making based o:: 
data and information. However. the health management tnformatlon system remains 
underused for the purposes of decis~on-maktng, especrally at the peripheral le\els o iHC 
and CBD services. & W e  these levels have made improvements in collecr~ng and 
reporting the data, they have not yet begun to actrvely use them for local decision-maktng 
and action. 

PRISM End of Project Rcpon Page '24 



Epidemiological and  Demographic Considerations for Guinea's Future: 
The current mortality and fertility situation in Guinea st111 warrants continued 
Investments in improv~ng systems, stimulating awareness and beha1 lor change among 
both clients and providers, and increasing community partic~patton at the decenualized 
level so  that current gains will lead to long-term sustamable Increases in the use o i R H  
services. If everything else remains constant such consolidation hil l  ensure that Cpper 
Guinea fimilies will have easier access to higherquality services v.~th noticeable 
mprovements in health by 2005: more children will be vaccinated and li\e beyond five 
years ofage, they will grow up with a greater ability to a v o ~ d  unuanted pregnancies and 
prevent sexually transmitted infections, and. as adults. many more mothen uill suwive 
their childbearing years 

Unfortunately. the specter of the HIV:AIDS e p ~ d e m ~ c  threatens to re\ erse rnm! 
of the advances of recent years. Until 2002, HTV!iUDS prevalence u a s  thought to be 
around 1% in the general population, inspiring hope that Guinea mlght succeed in 
fending off a generalized epidemic. However, recent ev~dence md~cates the prevalence to 
be about 5% (MOH 2002), while the incidence of other STls and TB is rwng  rap~dly 
Intenslfymg HIViAIDS prevention and care is rapidly becoming a top prionty However. 
the current i n h t r u c t u r e  and health system do not have the capacity requ~red to mount an 
effective response, which would require establishmg a VCT program. ~n t roduc~ng  
PMTCT services, developing home-based care programs, offering more prompt STI 
treatment, improving care for opportunistic infections, providing comprehensive care tc 
HIV-positive people and their loved ones, and enabling HW-negative people to stay 
negative. The current efforts of the GoG indicate that Guinea is seeking to build thts 
capacity rapidly. Meanwhile, the GoG continues to rely heavily on existing activit~es to 
ensure condom distribution, raise public awareness, and break the stigma surrounding 
HIV/AIDS, as well prevent and control opportunistic infections and emerging diseases 
such as TB by integrating T B  management into primary health care 

Given the profile and importancz of Hn ' lXDS on the global pol~tical agenda 
Guinea will need to manage the increasing pressures and opportun~ties from rnternational 
HIVIAIDS donors and advocacy groups to maintain its focus on a well-balanced. 
integrated health program Indeed, in many counhies, the HIV,AIDS problem has 
obscured the importance of the high infant child, and maternal momlity due to non- 
HTV/AIDS related causes. Vemcalization of HIVIAIDS programs has often taken aria! 
resources from other RH needs such as FP, mother and child health. and malana conuol. 
as well as 6om local systems-building to increase capacltl; to adequately respond to 
HIVfAIDS in this and future generations. \ l i l e  Guinea will pay increasing anenuon to 
HWiAIDS, the gains in other RH and CS areas risk suffering major setbacks. which 
could result in increasirg mortality 6 o m  both HIViAlDS and other preventable causes 
which are currently on the decline. 

Guinea's continuing high mortality and morbid~ty from preventable condit~ons 
must continue to be aggressively addressed despite the competmg demands placed on 
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limited resources by HIV/AIDS. Guinea's success ~ ~ I I I  be nestn! I:; 115 long-srandlng 
ongoing commitment to decentralization and integrated health programs and in IS 

openness to collaborating with national and international partner> 

Lessons Learned from P R I S M  

Decentralized Project  Design 

The PRISM experience has reinforced previous evidence h a t  suhstant~al 
improvements o f a  decentralized health system can be achleved rhrough the support of a 
project that has a strong a n p h a s i s  on the peripheral level in a limited and \yell-aligned 
geographic zone, a broad technical mandate, and systematic technical assistance 
delivery embracing all levels of the system. . By focusing its 3trention a: the 
decentralized level, the PRISLI design made it possible ro idcn:i% the iveaknesses 
throughout the entire system that most affected the qual~ty of s e n  ices p r o ~ i d e d  to the 
population. By working intimately with the communities that ti:? SDPs s e n e .  11 \ns  
possible to increase awareness and participation in the health d m  eloprnenr process The 
success ofnumerous interventions a: the peripheral level led to greater interest at regional 
and national levels. This interest increased participation in the dCcenualimtion process 
and resulted in numerous requests for training, technical approaches and rook fiom other 
levels o f the  system as well as fiom other seographical reglons The existence o f a  broad 
technical mandate in PRISLI design created important synergy hetucen programs and 
activities as demonstrated by the extenslve network of partnerskips c.stabllshed in the 

i t .  In project focus zone with numerous organizations active In reprodi~ctiie hecllth Final': 
addition to  being fiscaIly rational and responsible, the focus of:he technical asslstcince on 
a limited and well-aligned geographic zone allowed the project rn t j . ~ b ! i ~ h  \ CT?. suong 
and active relationships with the health managers and sen-lce pro\ iders in speclfic health 
regional directorates, dismcts, and in their sewlee deli\:e? poin& 

PRISM experience demonstrates that it is critical for t';c <C;;;-J! :e.,c.! of h e  health 
system to be engaged early on in the proiect in supporting ~m;?le:i:cntcltion at the 
periphery. During the first yean o f the  project. the maintenance o f n  st:ong PRISXI 
presence in the capital, Conakr)., was a necessin and an essentid I k !o r  in the o \en l l  
success of the  project. Dunng the later stages of the  project mair?:cxnce of3 rrducrd bu: 
well-adapted PRISM presence in Conakn  &as cr~tical to the succe~sful transfer of 
experience and technology from the periphcr). to the cenrcr of thc 1;ca:th system and to 
their integration into the overall system Act~vities succes~iully imp!einer:ted at tho 
peripheral levels of the  MOH can be effective in creaang demand for s~mllar  3 c t i ~  Itlei a: 
<' higher" levels, e.g. M&L, drug logist~cs. trainlng in t a m  nian3;en~; t  H;gner. more 
centralized levels of the health system (central XIOH. :cg~onal o!!l:es I ne:enheless need 
to be engaged early on in the project to support ~rnplernenrcit~on ;?r :he periphen 
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The technical assistance design of having technical staff located in the regions 
proved ver). appropriate and effecttie lloiveier. the PKIS.\I cuperrence has tinderscored 
the difficulties associated with opentng nlultiple offices at the same lime .A step-wse 
approach is more appropriate xs this w ~ l l  allow the tcwm to first hiiild technic31 expertise 
among Guinean colleagues, and then expand the project "producti" lo o:her regtons in:h 
Gumean colleagues takmg the implementation lead in other i ~ o r d s .  !n p:gect design. 
like in implementation strategy, investmg in qualit! before e.xpandini. i o w r q e  !i a 
slower but more sustainable approach 

Over the life of the PRISb1 project the emergence of c t \ ~ l  unrejt in the Forest 
Region and the occurrence of other potentially disruptive events highlighted the 
importance o f a  flexible programmatic and management style. allo\\ing for strareglc. 
structural and operational adjustments in order to ensure momentitni maintenance and 
mmimize health improvement losses 
A good M&E system is crucial for any project and especially so for a decentralized 
project with a broad technical scope of xvork like PRISM It not oni\  a1iov.s inten-entlons 
to be measured and evaluated, it also provtdes clear evidence to be used for advocacy 
purposes to influence national policies, norms and practices, and as a rn3n3gement tool 
for project decision-making. Clear evidence of success is also useful for buildmg 
partnerships with counterparts and other technical assistance agencies. The mformation 
must be generated in a timely manner and presented in a format that is clear. 
comprehensible and consistent with the needs of the SIOH and partner agencies The 
objectivity of documenting both successes and standoffs is instrumental in generating 
trust and a collaborative, problem-solving en\:tronment. 

Partnering is a key element of success, and not merely a formal mandate for 
implementation. PRISM has managed an important cost-share program to brmg 
stakeholders and institutional actors (other donors, C.b, and local S G O s )  together 
around common objectives This program has met the contractual target and has achteved 
its goals related to  operational efficiency, stakeholder buy-~n. and sustainable results It is 
SlSH's approach to integrate cost sharing and donor 1c;eraging Into a!\ work planning 
and to carefully track success and opportunities in thts regard For these rectjons. iost- 
share programs should be maintained but shilled to the same standing as o:her techn~cai 
performance objectives, By specieing cost-leveraging as a techn;cai perf~rmance targe: 
rather than an adjunct contnctual obltgatton that is formally labcled 'cost share'. 
implementing agencies can consoltdate coordtnation cffons and iocus on susta~nable 
results rather than distort~ng activities 111 pursult ofcost sharing as 3 g o d  in itself 

Intermediate Resull 1: Increased ucces.s lo RH services 

Implementation o f a  CBD program needs to be done carefully. s!stemaiicall and 
incrementally to create sustainable models It  is imponan! to monitor its progess. 
integrate it into the formal health system, create an internal mechan~jrn for motivation. 
take the time that is needed (dependant upon the local capacitl; to absorb and integrate). 
start cautiously with close monitoring of  progress and expand as depth of knowledge 
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Increases and the program rnatures (tools. tnlrring nimuals, super\ Ison staff 
understandiny'technical competence) I t  I S  also necessay to ha\ e a clearly articulxed 
plan and procedures to demonstrate progress along the nay  111 order to allay donor 
pressure for rapid results Impact will be denionstrated alier the proyrani has gained the 
momentum that comes with community trust and awareness 

Illiterate (or literate only part~ally and in the local language) Inill\  duals can be 
successfid promoter; of FP and health They arc capable o fd~s t r~bu t ing  contraccptlves 
\\hen given appropriate tools. train~ng and nbmc ;ill.  i upen  ismn nnJ supporti\e 
structure. 

Women can be very effective CBD agents. e l  en In a society \\here publrc lobs are 
traditionally reserved for men. Educating comniunltles and identifying cultur3l!y 
acceptable ways ofbringing women to health promotion ac t iv~ t~es  ( e  g p a ~ r ~ n ~  male and 
female CBD agents) are key 

Reliance on a single government provider for ED&C 1s insuf ic~ent  Other 
channels, especially through the private sector, must be developed to mutually reinforce 
availability of essential drugs at the community and health center le\el This \<as 
underscored by PRISM'S experience in standardizing the multtple public channels for 
commodities and drugs supply that existed in 1998 "Dismantling" ofpanllel  systems 
allowed for more systematic and streamlmed approaches throughout the reglons and 
districts, and it substantially improved local (health center) capacity to manage. monitor. 
and order new stocks. However, despite improvements in dmg and comrnod~ty 
management, drugs were frequently unavailable due to either complicat~ons at the central 
pharmacy or lack of financial resources at the health centers to allow them to purchase 
supplies in a timely manner. 

Exclusive reliance on the central level as a supply source leads to stockoutj of 
essential resources at health fac~lltles .Aiailability at the SDPs of spare pans for h e  cold 
chain, small medical equipment, IEC niatericils and management tools can he 
significantly improved when buffer stocks are estlblished. rnainu~ned and a c t ~ ~ e l y  
managed at the regional ie\el. 

Civil society is only nou emerginy In Guinea after a long colon~ai prnod 
followed by a generation-long authoritarian reglnic As a result of these profound 
historical factors, indr\ ldual and group InrtiatlLes Arc n l a n ~ t s t  but remaln modest 
compared to what is needed to ensure dbnnmic prlT.ate and public ~nsri tut~on building 
The necessity ofavibrant  civll soclety IS \videly accepted in principle in Guinecl and 
PRlSM encountered no resrstance at implenicntinc intencntions aimed 3: ;ncreasing 
community members' participation in health promotion activihes and even in the 
management of important segments of the PHC system Evevone in and outs~de of the 
health profession in Guinea agree that this is at the core of a sustainable health system. 
PRISM and any agency promoting community participation in the PHC system have been 
confronted with a shortage of qualified facilitators and trainen in technical areas cntical 
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to enhanced commun~ty participation This has constituted a mqor  constra~nt in the 
development of sustainable health insurance schemes and of health m3nagement 
committees (COGES) Continued investment :]lid support from donors and ~nternational 
agencies is required and \vill be required for many yean to come In order !o ~ j ~ b l i s h  
enough local capacity to develop community faci l i~ tors ,  anln~ators and t r~incrs  qualiiled 
in the various subjects relevant to the development of conmumty panicipat~on and local 
democracy. 

I~rtcrmcrliate Result 2: Improved qua lit^ of K I I  scrvice 

Routine facilitative supenision and on-the-job tmlning tmpro\e the quzllty o i s e n i c e  
delivery, especially when combined with adequote support to the supen i s o n  terlrns 
themselves. 

But no matter the amount of in-sen-ice training and facil~tatlve supenislon, 
providers' capacities are limited by the quality of pre-service training received 
Deficiencies in the Guinean professional education system for healthcare ivorken. 
including the admission selection process. geat ly  l im~t  t h e ~ r  capacity to deliver quallty 
services to the population tvhen they reach SPDs and to improve their performance 
through in-service support. To help counter this problem, the donor corninunity, in 
collaboration with technical agencies, needs to systematically channel more resources to 
technical and professional schools (for rnid\vncs. nurses, . A X ,  e t c )  in order to 
strengthen this pool of providers and DRS 'DPS support unit staff memben at the source 
Sustained improvement in the qual~ty of health senices  del~vered needs more than 
support in the development ofclinical sk~lls ,  including counseling. and in the 
development of management capactty Leadership capacity development of health 
managers at all levels of the system is required to rridtrce behavior changcs in k o r  of . , practices (clinical and managerial) cornpatihlc w t h  responsive and responsin;? '.e~it? 
services. 

Intermeiiiute Result 3: I~lcreasrrl demand fhr RH services 

The BCC campaigns used proven beha\ lor change strateg~es that helped ensure 
their effectiveness. Peer to peer approaches were at the core of the campaign d e s l y  L i e  .. 
offormative research to identify barriers to desired behavron alloned pro~ect sz!! to 
design activities and materials that appropriate$ addressed the inforn13:icn m C  
motivational needs of the intended audlences 

Religious leaders either became active RIi promotion agents or ended thsu 
opposition to FP once h e y  understood that child spacing was not against the teachings of 
Islam Project staff worked with religious leaden to identifv passages in the Koran or 
Hadith that favored family planning. These verses provided the background for campaign 
messages and served to encounge religious leaders to talk to their follorrers about family 
planning. The majority of the leaders intcn-iewed at follow-up reponed a\\sreness of at 
least one verse of the Koran or Hadlth that favored family planning Capiuliz~ng on the 
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favorable relationsh~p thus established, PRISM contlnued work w t h  the religious leaden 
for youth and MCH campaigns 

The use of multiple channels of commun~cation helped ensure the \vide reach of 
campaign messages. Formative research helped identih relevant communicauon 
channels. The  use of a vanety of channels to disseminate the messages helped ensure that 
the majority of  the intended audience was exposed to the campaign. and that many people 
heard the same messages from multiple channels. If it is verified that muluple exposures 
to campaign messages was a key factor in behaviour change among the targeted 
audiences, additional evidence coming from PRISM expenence in Gu~nea  indicates a 
strong relationship between behaviour change among targeted groups and the intensity ot 
peer-to-peer activities 

IEC stakeholders at the decentralized level can be engaged in a c o h e s l ~ e  and 
effective intervention plan. PRISM supported the creation of regional IEC \vorkrng 
groups composed of representatives from the public and private sectors The working 
groups successfully integrated their workplans to provide the regonal health inspectorate 
with a cohesive, coordinated regional bvorkplan of IEC activities The working groups 
actively participated in the planning and development of  the programs and \\ere key 
players in their implementation. This collaboration continues to be an important tool for 
canying out PRISM E C  activities. 

Youth (boys and girls) can be very effect~xe pan~cipants in e v e n  staxe of a youth 
campaign, from the conception of the program, (sloganilogo development etc ) to the 
identification o f the  activities, leadership in the initlatives, etc. The program worked to 
build their capacity and self-efficacy as well as address them as an audlence. Supporting 
youth, rather than directing them, helped to confer interest and "ownership" of campalgn 
activities. 

The selection, training and supen-ision of the peer educators are some of the maln 
factors contributing to the success o f the  youth campaign. Involv~ng girls In the youth 
initiative gave them more self-confidence (a critical aspect to the adoption of positive 
behaviors). The fact that these peer educators were chosen by then communities meant 
that the communities felt responsible for facilitatlng their work, and helped to assure the 
selection of positive and responsible role models 

Community dialogue proved to be one of the most important activiues of the 
MCH campaign in particular, providing insight Into the causes of low blnh anendance at 
health centers and opening up channels of communication through whlch communiy 
members could share Ideas on how to tackle the problems raised Smce. durlng the to\\n 
meetings, community members had unan~niously expressed the need to lmpro\c their 
knowledge ofmatemal care, PRISXI otiered spec~al  sessions to women's a s s x ~ a t ~ o n  
leaders and to male leaders. Through the orientation, messages \\ere innoduced Into the 
social network, making them more accessible .\ hpical onentauon lasted about nvo 
houn  and covered the follo\ving topics: EPI diseases, the immun~sauon calendar. binh 
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glans, danger stgns durtng pregnancy and childblnri 2nd sen tce  fee, The last theme was 
'J\ far the most tnterestmg because people ic'rncd :!-a: the health centers d ~ d  not respect 
the posted rates 

As noted above, partnering is a key coniponent o f a  successtitl project, espritally 
one as complex as PRISXl. However, collabormon I, w r y  time-consuming and requtres 
effective and efficient channels ofcommun~cotio~i Joint planntng and e\aluat~on sessions 
are important for aligning goals, targets and jotnt nct!\tties 

Continued high mortality and morbidity. debjiite major impro\.ements over ihe 
project implementation period, dictate the necd for continued and addtttonal publtc. 
private and community support to the health sector In particular, the relative 
performance ofhealth indicaton in Upper Guinea compared to other parts ofthe countr?. 
confirms the need for consolidating and repltcatmg a comprehensi\e, megrated T.4 
package throughout Guinea, focusing on all levels of the health system 
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Annex 2 Public Health System in Haute Guin6e 
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