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EXECUTIVE SUMMARY

The Lesotho Rural Health Development (LRHD) Project has been in
operation for about three years, During this period, the Government of
Lesotho (GOL), through the Ministry of Health (MOH), has made an impres-

sive start in ladhching the national primary health care (PHC) program.

Their accomplishments include:

e Creation of a new category of PHC workers called nurse clinic-
ians (NC). Legislation formalizing their status is in the final stages of

-,

approval.

e Establishing a practical, relevant and high quality problem-
oriented training program for the NCs, adapted to the Lesotho situation.
The first class of 22 graduates has been deployed to the rural areas; a

second cla.s of 19 is now in training.

e Recruiting a nurse tutorial staff to replace the expatriate

team training the NCs.
e Developing decentraliied management support systems for PHC.

¢ Producing a management component for the NC curriculum which

is practical and relevant.

e Develeoping training materials for village health workers (VHW)

adapted to the Leasctho setting.

o Croating a lealth Planning and dtatietice Unit (HPSL) in the

pianning Shat 13 compal=
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e Recruiting a well-motivated professional staff,

These are impressive achievements by any standard. The MCH, the
private health agencies that have collaborated in the LRHD Project and
the :echnica]ncgoperagion team from the University of Hawaii should take

pride in what has been accomplished.

At the same time, the Project faces gome difficult problems, There

are 1mpor:ant institutional development and cperational matters that ce-
quire immediate attention. There ;}a pivotal policy issues which impact
on the future direction and efficiency of health sector programs which

must be resolved. There is a need to better harmonize GOL health policy

with its use of health resources.

The evaluation team examined the LRHD Project from four persnectives:
e The progress made to date in achieving its objectives and pro-
jections of further achievements to be made by the December, 1983 completion

date;

' e The way in which GOL health policy is articulated and the

degree %o which it meshes with the use of health resources;

e The soundness of the LRHD Project concept;

e The important planning, institutional developtent and opera-

tional lasues “hich must be resolved to attain the Project objectives.




the realization of PHC objectives.

The Eeam's major findings and recommendations are as follows:
e Most of the projected December, 1983 end-of-Project objectives
should be achieved. Because of current difficulﬁies in institutionalizing
this Projeét. there is some question whether the GOL will be ready to: con-

tinue the PHC activities when the Project ends.

-

e While the GOL's new priority for PHC is well-articulated in
the Third Five Year Development Pi;n. it is not clear where health resources
are in fact being spent. This inconsistency causes confusion for the MCH
in explaining program priorities both within the government and to donor

agencies.

e The design of the PHC system is sound; the team saw no reason

to suggest important changes in direction.

® A strategy for achieving the planning cbjectives of the LRHD
Projezt is needed, Particularly critical is to establish a planning process
(i.e.,, a periodic assessment of alternatives in light of health resources,
needs and priorities) which is linked to programming and budgetting, and to

begin this by involving the HPSU in LRHD Project implementation.

e The Health Service Area (HSA) concept i3 practical and poten-
tially workable but long=-term success requires management strength in MOH
headquarters, adequate financing and vigorous folleow-up in the field. The
NC management training component is directed to solving ~ractical proolenms

of the LMD Project in the fleld, The traini naturiale are firgt=rato,




e A number of the positions created through the LRHD Project
has not been formalized., Particularly serious are the problems in es~
tablishing posts and appropriate grade and pay scales for the NC graduates,
the NC tutors and the iSA administrators. There are no designated national
counterparts for two of the four members of the expatriate technical team.

Both of these matters require urgent MOH attention.

e Shifting NC training from the MOH to the new Faculty of
Health Sciences (FHS) may produce graduatéﬁ who are better prepared aca-

demically but less ready to serve in the isolated rural areas.

o Retaining trained NC staff in the rural areas is a predictzble
problem. The MOH and Project team need to systematically analyze and

select the mix of incentives needed to hold this trained staff.

e The course design and curriculum content of the NC training
program are excellent, having benefitted from workshop adatation to the
Lesotho situation. Professional supervision of NCs by the HSA medical
directos i{s a workable arrangement at the present level of NC develcpment.
As the numbers of NCs in the field grows, the capacity of the medical di-
rectors to provide adequate supervision will be taxed, and other supervisory

modes will have to be investigated.

# Once completed, a problem-oriented curriculum for the training
of village health workers (VHW) ahould upgrade present training efforss.
Continuing experimentation with the content and length of training (and re-
training) should be encouraged until their appropriateness can be judged,

Training and supervision of the VHWs should remain the prime responsibilities
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of the NCs, but other members of the PHC health team should assist in

both, especially if the numbers of VHWs grow substantially.

‘e The team feels that the private.health sector (represented by
PHAL-member institutions) is both a substantial and irreplaceable health
asset to Leso:ho:‘ However, there are important PHAL institutions which lack
the resources necessary to sustain or extend PHC helivery without governmental
financial support, MOH should channel its support to these autonomous in-
stitutions in ways that make them responsible for delivering an agreed-upon

-~

package of health services, and place a minimum supervisory and administra-

.-,

tive burden on the MCH.

The team's six principal .ecommendations are:

e That the MOH should move now to resolve the questicns of posts,
salaries and grades for the NCs in the field, the NC students in training,
the NC tutors and the HSA administrators. These are urgent issues. If
they are not satisfactorily resolved, the team fears that the Project may

fail.

e That the MOH work vigorously to secure counterparts for two

expatriate specialists of the Project team now working without them.

e That the MOH review the proposal to train NCs at the FHS in
light of their health services delivery cbjectives in the rural areas. I
the NC program is in fact :ransferred to the FHS, the MOH will need to

find ways to assure that it retains its practical orientation.

o That the MCH conzider channellino aupport to PHAL institutions

through grants of contract tied to the de!llunt sf health gervices rather




than directly employing the NCs working in PHAL institutiona.

e That the planning activities of the HPSU focus on implementing
and institucionalizing the management support systems and NC training de-
veloped :hrou@z the LRHD Project., In addition to securing the success of
the Project, such.;ctiona would also build a foundation for later expand-

ing the scope of planning within the health sector,

- e That the MOH start work on a 15ng-corm strategy that would re-

late health sector policy r> the allocation of resources and planning to

budgetting and progracming.

The evaluation team concludes its work with considerable optimisnm
about the rural PHC effort in Lesotho., Provided the policy, planning and
management issues cited in this report are satisfactorily resolved and the
MOH maintains a high level of commitment to PHC, we believe that the funda~-
mental program objectives will be achieved.

In the more narrow project sense, the {ssues that cBnceru us MOHC ara
the establishment of positions and appropriate grades and salaries for the
NCs, the NC tutors, and HSA adminiscrators; the capacity of the MOH to find
permanent staff for all of the key positions now filled by the zechnical
cooperation team; and that the shifet {n the site for NC training from the

MOH to tha FHS will result in a graduate no longer oriented to rural service.

Looking more broadly, the MOH needs to develop a health stratesy to
harmonize ;w-l;..'_f and prosrsm goals with ¢ yse of urcaes., shis would

clarify MOl obiectives within the COL and anable t ' etter Jdirect donor

igiatance & thelr rivian,
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The success of any preoject depends greatly upon the quality of the
professional staff, The LRHD Project is fortunate to have a number of
abie and dedicated professionals who are ready to analvie problems and
constructively work towards their solution, The willingness of the MOH
to face up candidly to the inevitable problems {s vboth refreshing and

provides the best chance for realizing a successful Project outcome.

“Thia Project is involved in activities where there are no clear
precedents., International PHC experience will be of limited value in
solving the many issues which are situation and culture-gpecific, Set~-
backs are inevitable and the most, thoughfully-considered decisions will
not always turn out to be correct., In circumstances where there are no
clear solutions, the Project leaders will have to maintain flexibility in

administrative and technical approaches and be ready to try out a range

of alternatives on a small scale.

The evaluation team found that the professional quality, flexibilicty
and the degree of commitment of the MOH leadership to the goals of PHC to

be a Substantial Project atrength.
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Project Planaing Recommendations:

1. The HPSU should develop an implementation strategy for achieving the
planning objgctives of the LRHD Project, Hecessary actions should be
identified, prioritized and their level of effort and sequencing calcu-
lated. Particularly critical to the prospects of institutionalizinn thue
activities begun in the LRHD Project is _to establish a planning process
which i{s linked to programming and budgetting in the MOH. This process
should begin by involving the HPsd‘ln planning to completely develop,

operate and sustain major activities begun in LRID Project, i.c., the

managesent support systems and the training of NCs,

2. The uge of existing staff time in the HPSU should be improved (e.g.,
by establishing MOH procedures for dealing with donors more efficiently)
and arrangements made for securing the appointments of the two additional

staff being trained for the HPSU,




Training, Sunervision and Deployment of NCs and ViWs Reccmmendations:

1. The intensity of the NC training program (e.g., its pace, quaautity und
range of materials covered) should be carefully monitored ard adjusted
as necessary; to match the learning capabilities of the trainees.

. g® ]
2, A continuing education program for NCs should be developed soon to
offer a variety of opportunities for :efieahinq and expanding their

-

knowledge and skills, and increasing their motivation and enthusiasm

for rural PHC wori.

3. The MOH should adopt a flexible policy towards setting academic
standards for admission to the NC program., If the demand for NCs out-
strips the supply of dogbly-qualified nurse candidates, congideration
must be given to admitting other categories of nurses and adjusting the

]
intensity of the training program accordingly.

4, As the number of NCs in rural ar¢auhlncruuaos. the capabilities of
medical officers tn adequately supervise them will be gsevercly taxed; other

modes of supervision should sherefore be investijated to address this sit-

U-lfac-'l.

5. Greater atrention ghouldbo pald to preparing other health staff o wvork
with the NCa and understand thelr rospective roles and responsibilities in
h"-l:’.-l ra I 1Y ‘.":. & 1Y
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Management Support Syrtoms for PHC Delivnry Recommandations.

1, The MOH should provide staff leadership, and in turn, develop
a strategy to provide ongoing follow=-up to HSA Implementation
Workshops to maintain momentum in developing the decentralized
Rﬂc'defibery system, The strategy should be coordinated with the
planning and budget-making activities of the MOH, through the

HPSU, so that adequate financial and staff resources are available
-l

as needed.

2, Opportunities to coordinate implementation of a decentralized
financial management system with the planning and budgetting
systems scheduled for development in the HPSUshnuld be exploited

as much as possible.

e E—— - m——— - T L LT T ' ’ » ’

3. Immediate attention should b2 given to finalizing govern-
ment approval of all MOH district and HSA positions created

through the LRHD Project, particularly the HSA'administrators.

the NCs and NC tutors.

4. The adopticn of the revised performance evaluation system
for MOH personnel (coupled with the necessary delegation of

supervisory cortrol cver employee {ncentives) should be con-
siderad, 25 one important meana for {mnroving employees' job

petformance,

L L {icd, sonned and pursued
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Enntitutinnalizing the LRID Project Rocommendations:

1. The MOH must move urgently Lo entablish the positions for the

graduate NCs and the NC class in training, the NC tutors and the
HSA administrators. The MOIl must make adequate staffing and budget
provIsionS for future NCs and the lISA administrative staff in order

to assure the future viability of its PlIC program.

2. If responsibility for NC t:d1ning passes to the FHS, the MOH

needs to sustain a strong.professional input into (and perhaps a veto
over) the proposed changes in the present program. The MOH should

be particularly concerned about course design, selection of instructors,

and the standards for acceptance into the program and graduation from

it.

P G e —— e S Sep—ent L= - " . -——

3. The MOH schould systematically cxamine the determinants of

health staff retention in the rural areas, with a specific view to
providing an optimal work environment for NCs. assigned there

4, The MOH needs to recruit and assign Basotho counterpart professicn-
als to assume the responsibilitica now being carried out by the ex-
patriatec management cyatems cpecialist and physician Lrainer.

5 The incunmbent managuiment syotems specialist sheuld be requested

to extend his stay layond the cenp { :
g g the conpleticn of his present contract (in

- SRR
Auquot 1987%) f{or a 1N Hd
\UQ £ od of vp Lo twelve additional menths. Decausze
of Lthe Live regquited 80 Ieeen of
. I Ve b {{ective in 3 now oot ing, the team
L]
auest fone she uwiild SLENTE
1 At L= Eet W ing 1 ' : na=torm oMdMpatriat
- J < e el & sl Q

necial i 3 §oais T
sl 'L b syt Y {ima b o




6. The lncumbent physician trainer should be requested to extend

stay beyond the completion of his present contract (in September,

hi

4]

11983) for a period of up to cix months (until the second class of
NCs complete their three-month preceptorshiy)  provided that the

search for a Masotho countecrpart continues urralentingly.

o

-

7. The MOl should consider covering in their budget the costs of the
modest in-country training program ané MOH participation at international

PHC conferences that are now supported from DProject funds.,




PROJECT DESCRIPTION

A. Goal, Objectives and Activities
The goallof the five-year LRHD Project is to establish an imprcved
health services delivery system appropriate to the GOL's resources and

needs.,

To achieve this goal, two objectives are being pursued: (1) the im-
provement and expansion of health aarvi;as in the rural areas, and (2)

strengthening of preventive and promotive health services,

Activities to achieve these objectives were divided into two phases
in the Projectz. viz.:
Phaze I: (20 mos) Upgrading the planning, administrative and
management competence of the MOH to the level required to develop and

maintain a national health services delivery system,

Phase II: (39 mos) Establishing and institutionalizing new
health worker cadres required in the rural components of a national

health services delivery system.

The phasing of the Project was done to assure that there would be
administrative and technical structures and capabilities in the MOH to

support and maiatain the proposed enlargement of health workers, i.e.,

|

LRID Projoct Paper (No. 690-0058), January, 1° 7, as approved Septem-

ber, 1977,

phase ! activities began {n February, 1979 and were scheduled to end in
Septembor, 1980; Phase II activities will end in Docember, 1983,
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the NCs and VHWs, before these workers were actually trained and de-
ployed, From a sector-wide perspective, the NC and VHW are ciitical to
the MOH's long-range goal to develop an integrated health delivery system
to redress the imbalances between the urban and rural populations' access
to basic servicea.

Described slsewhereJ in greater detail, this prcposed delivery system
is based on a tiered referral network b&tween each of the ten district
hospitals and the health centera{slinica in,their catchments . or "Health
Service Areas" (HSA). The placement of NCs in the rural centers is
premised on their ability to provide (and direct others to assist in

providing) most of the (first contact}‘cdrative,prevuncive and promotive

care needed in the surrounding villages.

The NC is to be supervised, assisted and supported (logistically,
technically and psychologically) by a physician=led team of health a:aft
from the HSA hospital. In turn, the NC is supposed to serve in the same

roles for the VHWs, in addition to training them,
The activities scheduled to be undertaken during Phase I were the
following:
Planning. A planner/administrator from the technical cooperaticn
team would vork with counterparts from MOH Offices of Planning and
Administration to strengthen MOH planning capabilities, particularly

JLRHD Project Paper (No, 690-0058), January, 1977, as approved September, 1977,

A Plan for Strengthening and Supporcing a PUC Svastenm for the Rinpgdom of

Lesotho, 8/31/79,
Reportsof Froceedings and Recormendationn for Action from the Maseru District
HSA laplementation Workshop | toher, 1981) and the Mokhotlong District HSA
:-'pll;'-'f tton Wot on (Mg ;"'1_?].
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in the areas of manpower and facilities, for the rural population,
Participant training for the head of the planning unit (short-term)
and an assistant (long-term) would also be arranged, The planning
unit head would proceed to develop and write the health section of

the Kingdom.of Lesotho's Third Five Year Development Plan (1980-85).

Adminiscration and Management, A management specialist from the

technical team would work with the planner/administrator and counter=
parts to complete and secure the adoption of organizational and
operational recommendations for change within the MOH to support an
expanded PHC delivery system, This specialist would also assist the
MOH to develop and institutionalize decentralized management support
and logistical systems, e.g., for drugs, medical supplies, communi=-
cations, transportation, budgetting and accounting., (Short-term
consultants would be called upon as needed to supplement these
efforts,) Participant training (long and short-term) would be pro-
vided to MOH personnel to i{mprove their management and administracive

capabilicies,

Health Vorker Training, Two other memhers of the technical team, a

physician and nurse clinician trainer, would prepare curricula, organ-
ize steering and trainee selecticon committees, and obtain classrcom

space for iniciacing the training nrograns,

The activities scheduled to he undertaken during Phase Il vere the

folloving:
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Health Worker Training, Students would be selected from the early

classes for training as NC tutors, to eventually replace the trainers
from the technical team, The technical team would work with the MOH
to institutionalize the NC training program by the end of the Project,

L

Thé;a NC trainers from the team would also work with the MOH to
develop policies relating to the practice of NCs, select adequate de-
ployment sites for them and conduct training programs for other health
staff on the role and supervisiep of NCs, The technical team trainers
would also coordinate NC training and deployment with the (ongoing)
training of Nurse Assistants in order to prepare for the eventual place-

ment of the lacter in rural clinics.

Curriculum would be developed for training VHWs and these train-

{ing programs would begin.

Planning, Adminiastracion and Mangement, Ongoing implementation of the

planning, adminiscrative/organizational and managemeh: support systems
developed in Phase I would occur, with special attention given to

their {nsittutionalization {n the MOH by the end of the Project,

An evaluation wvas conducted approximately one year aftor the

Project began to detarmine whether Phasa I activities had progressad

[

8 & ] - - .‘
sufficlently to esbark upon Phase II, The Report recommended under=

opment Prodect, February 5-28, 1980,

i . " i i Tilal 0] .
L 4 -..!-.Ar.--fu Mak .'p!.“ -
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- .

taking Phase 11 activities despite finding that the management support
systems of the MOH were weak, the problems of personnel retention in the
MOH were unrosolved and delayed approval and implementation of the MNOH
reorganization plan was hindering administration of rural health services.
Because Phase. [[ activities began before the objectives of Phase 1 were

'

achieved, the scope of work for Phase II is larger than originally in-

tended and more complex.

%
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B, Targetted Outputs and Projected End-of-Project Status,
(December, 1983)°

L

Phase I:

A. Trained Administrative and Management Personnel
-
= B. Organizational/Operational Support Systems Development
C. Ministry of Heal*h Planning Unit

D. Five Year Development Plan

Phase II:

A. Training Program

B. Trained Health Workers

R
o

Unless denoted by an asterisk(®) in the following tables, statementa of
goal, objectives, purposes and targetted outputs are taken directly from
the LRHD Project Paper, approved 9/26/1977, Asterisk {(*) denotes a finer
specification of outputs according to the Statement of Work, Phase I of
the Contract, 10/1/1980,

ROPS projections are made by the Contract Team, in consultation with the




B. TARGETTED OUTPUTS AND PROJECTED END-OF-PROJECT STATUS, (December, 19813)

Phase [: Targetted Outpute Phase 1I: End-of-Project Status

A. Trained Administrative and Management Personnel A. Trained Administrators and Management Perconnel Completed
13 Basotho trained (long or short-term) in health- o 11 Basotho traiaed (nine months course) in healtl
related administrative and maragement disciplines aministration at the Institute of Development MHanyje-
and assigned to both the central and district ment, by 1981.

levels of the Ministry (to insure effective imple-

istri 5 S epitals bat
S e trol of MOH program). o Five vorking as administrators in HSA hospita

not in approved posts. Two or three working as ad-
ministrators in COL specialty hospitalz. Unknown
status of remaining two or three.

: . Projected: 12 additional HSA administrators trained
g by 1984 and assigned to offically approved positions
commensurate in grade/pay scales to their traliming
and responsibilities.
"

B. Organizational/Operational Support Systems B. Organizational/Operational Support Systea Development
Develcopment
De opm nd « 2 zation plan= |
MOH adoption of organizational/operaticnal support :he ;;l, a:z:ﬂ:,,lai;z:::nml 2 1:::;qe;2:x-:- '?l-'" ]
! systems required to establish and maintain the iyt
e health services Jdelivery system, viz: ¥Projected:
- 3 wed by Cabinet.
e Development and approval of MOH reorganization o District level reorganization approved by Cabli
plans at central and “district levels completed e Completion of District Operations Manual by Februas
. during Phase I (including elaboration of opera- 1982 and Health Center Operations Manual by Sepiendar
tions).* 1982.
e Collaboration with PHAL Iin HSA implementation.* e Negotiated working agreemant on HSA isplementation
between the GOL and PHAL.
® Organization/implementation of national and district e Two District HSA Implesentation workshops by March,
level management seminars/workshops. Development 1982.
of a national capability to develop similar seminars/
RO O ‘ Projected:

o Three additional implementation workshops by Deces-
ber, 1982; 4 additional by December, 1981, for a totoal
of 9 of 10 completed district workshops. (Pomsibilitg
exists for cosmbining districts in a workshop, allow-
ing total completion:)




e Strengthen MOH management support capabilities,
emphasizing requirements for HCs and VHWs,* e.g.,
in:

-Drug Supplies,

-Financial Management

-General Stores/Supplies

-Communications

-Health Information

-Personnel

~Transportation System

-Maintenance of Health Facili‘ties/Equipment

Management Support Systems
e HSA Drug Supply - Health Center inventory control/

. ordering systems designed by August, 19581 and operating

in all but one (i.e., 15) nurse clinician staffed
health centers by 1981. Hospital inventory control/
ordering systems introduced in all hospitals in 551

e HSA Financial Management - HSA government hospital

accounting systems designed by May 1982 and operating
in the eight hospitals by end of Project.

® HSA General Stores and Supplies - Inventory control/
ordering system for PHC delivery system at district and
health center levels designed by May, 1982 and oporating
in 30 nurse clinician staffed centers and 19 hospitals
by 1983.

e HSA Communications - Installation of radio units
(funded by end of 1982), and an integrated communica-
tions system including trained perronnel to operata/
maintain the equipment (in-kind subsidies from the
Mission Aviation Fellowship) in each NSA.

e RSA Health Information - Timely compliance in report-
ing facility-based morbidity data by 1008 of centers
and 100% of hospitals.

e HSA Personnel - District, HSA and health center

team positions officially established and filled with at
least acting appointments in all districts/NSa=. Fevized
performance evaluation system adopted by MONl and In uze
in all ten districts, government ESAs and health centers.

e HSA Transportation System - Policles/procedures de-
veloped for provision of reliable transport (e.qg., shar-
ing vehicles at district levels, maintainiag bogues)

in all district /HSAs.

e HSA Maintenance of Health Facilities/Fguipment - L
priority. NCs are being trained to maintain and prevent
needs for maintaining important equipment (e.g., re-
frigerators, radios). District level coordination for
building maintenance is encouraged by the MOH.
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C. Ministry of Health Planning Unit
A creative and innovative planning unit staf-
fed by two Basotho (trained under the Project);
ViEs
;_Eudgetary and health services data systems (in-
cluding information from special pilot activities)
tequired for health planning and programming and
a set of procedures for analyzing and using such
data.*

e Operations and procedures for mapping epidemi-
ological information into the MOH planning/pro-
gramming system.*

e A system for monitoring HSA activities as they
relate to planning and programming.*

e Use of data for planning, particularly for man-
power and facilities planning.*

h |
e A system for performance budgetting.*

D. Five Year Development Plan
The MOH Planning Unit will be primarily responsible,
working with other COL ministries, for completing
the health sector portion of Lesotho's Third Five
Year Development Plan.

C. Ministry of Health Planning Unit

Projected:
e Health planning boards [foraed and beginning to fusnc-

tion in ten districts and all HSAs.

e Design and implementation of a system {or processing
morbidity data sulmitted by health centers and out-
patient departments and producing timely and appropriate
informt ion for MOl field staff.

e Design and implementation of a systes for controlling,
monitoriag and reporting the expenditures of donsor funds
and the implementation of projects.

e Establishment of an internal MOH planning procecs
undertake the following activities:

-Development of a health manpower plan:

-Periodic revieuv of proposed projects/new services:
~Assess the appropriateness of current wmes of rezocrces
according to disease patterns and the avallabilirny
resources;

-Identify and prioritize additional needed services

and develop programs to meet the needs.

Five Year Development Plan

e The MOH Planning Unit was primarily responsible fox
completing the health sector portion of Lesotho®s
Third Five Year Development Plan [Moveaber, 19%81).
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Phase II: Targetted Outputs
A. Training Program (Major Project Output)

e A training capacity to produce health per-
sonnel appropriate to Lesctho's needs and
resources will be institutionalized:

-a 12-month Nurse Clinician Training progra=m
based on modularized, problem-oriented cur-
riculum.

-a modular, problem-oriented curriculum to
train village health workers.

B. Trained Hea'th VWorkers

@ 55 trained nurse cliniclans
® 95 trained nurse assistants

e 104 trained village health workers

Phase II: End-of-Project Status
A. Training Program

@ Nurse Clinicans:

Projected: Training program to be institotiomalized
with the Faculty of Health Sciences,Matlocoal Univer-
sity of Lesotho by December, 1981,

Projected: 7 trained Basotho tutors of NCs, incled-
ing one in management, by December 1982, and fully in
charge of training the third class by Janucary, 1981,

12-month (plus three month prece, "orship) training
program-based on modular, problem-oriented curriculum
(including management) by September, 1980,

e Village Health Wockers:

Projected: Modular probles-oriented curriculum adapted
to Lesotho.

Trained Heaith Workers

e Nurge Clinicians
22 trained by December, 1981 (16 ted to
rural areas, 4 trained as tutors)

Projected: 19 trained by December, 1982
20 having completed 12-mcith training by December, 1581,
lacking the three-month preceptor. aip.

e Village Health Worke-s
300 (approximately) trained by April, 1982,
Projected: 700 trained. -




II, HEALTH PCLICY IN THE KINGDOM OF LESOTHO

The goals and objectives of the health sector set forth in Lesotho's
Third Five-Year Development Plan (1980/81 - 1984/85) are compatible with
those of the LRHD Project. Priority is given to: (1) ameliorating environ-
mental andcthe; preventable causes of disease and .llness; (2) health
sromotion and instilling in people a sense of responsibility for maintain-
ing their own health), and (3) the redistribution of Lesotho's health care
resources from urban to rural areas, untifrthe population's accessibility
to basic health services is equalized, However, when the stated priorities
of the health sector are compared with the budgetary allocations to various
hroqrama and activities, a contradiction is apparent. Over the five-year
pericd agreater proportion and more rapidly rising share of the health in-

vestment budget is allocated to urban-based curative care than to rural-

based PHC care (combining integrated and vertical programs).

Inconsistencies between policy and budgetary allocations appear to re-
flect a lack of consensus in the GOL about the direction.of development and
an 1nadpquate appreciation of the recurrent cost 1mp11c;;ions of major
capital investments in the health sector. This fallure to come to grips
with setting consistent policy and budgetary priorities causes confusion and
hesitancy among donors working in the health gectcr. Actions to resolve

this situation should be undertaken, and the resources available to the GOL

in the LRHD Project could be drawn on for these purposes,

In the opinion of the team, the MOH must begin to develop a atrategy
maghing ita health policies with itz budgetary allocaticna. At present, the
L

MOH does not appoar 5o have conaidered the coats, both in terms of financeg
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and numbers of personnel, and the amount of organization and time it

will take to carry out its various programs oVer the development period,

The coordination of planning and programming activities and their linking
to budget-making could establish a basis for judging the appropriateness

of the size pf ;he incremental increases going to rural PHC expansion as

opposed to those going to tertiary care, urban-based health services,

The design of a strategy to inform decision-making in the MOH about

-

the course of health sector development will require MOH commitment of time
and resources. Through study andﬁaiscussion. options must be developed and
positions taken on a variety of technical and policy issues, covering all
program areas. The team feels efforts so devoted in the present, and
particularly given the availability of resources in LRHD Project, will be

more than returned by future gains in achieving desired objectives. It

should be possible to complete the strategy by the end of the Project.
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III. THE SOUNDNESS OF THE LRHD PROJECT CONCEPT

. The objectives and purposes of the Project are considered to be
sound within the context of Lesotho's major health needs, availability of
national resources, its economic situation and prospects, government-wide

policies affgcking'rural areas and the social/cultural and professional

milieu,

-
The stress on prevention and health promotion is appropriate to

counter the major causes of illness-in the population:

", ..water-borne disease are a severe problem. Also hygienic
sewage disposal is available to very few and discases like
typhoid and gastro-enteritis are endemic. The most prevalent
diseases are these plus veneral diseases, measles, mumps,
whooping cough, and TB. Chronic malnutrition is wide-spread.
A special problem is that of migrant workers who suffer
diseases and injuries in the mines.

The population growth rate remains at 2.3 percent per annum
... family planning...acceptance rate is lcw,

(Chapter 13, Kingdom of Lesotho, Third Five Year Development Plan)

There is a natiqn—wide shortage of professional personnel across all
categories; the situation is acute in the medical profession. In Lesotlio,
therc are currently 28 practicing Basotho physicians, about 22 of whom are
in private practice in the urban area. Basotho are currently in medical
schools abroad (there is no national medical s~hool). The current physician:
population ration is1:14773, There is no obligation for physicians to serve
in the public sector after graduation, but the issue {s currently being

reviewed,
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GOL health facilities are almost completely staffed by expatriate
physicians, working on both totally and partially subsidized government
salaries. The rapid turnover of these physicians, coupled with their
diverse cultural and professional backgrounds and experiences, has de-
stabilizing effects on the health system and the MOH's attempts to reor~-

L]

ganize and reorient it. Given the current and projected Basotho physican
shortage ln.this context, the GOL chose to develop a new health worker
cadrg: the NC, to replace the bulk of the needs for physician services,
particularly in the rural areas where Basotho physicians are reluctant
to practice. In general, this choic; was a sound orie, since potentially
there are ample canéldates for the NC training program in Lesotho, and

nurses are more accustomed than physicians to working in the rural areas.

The focus of the NC training on prevention and health promotion and use
of simple health care technologies, sound management principles and cost=-
consciousness should also allow the rural health care system to operate
with much lower unit costs than secondary and tertiary care facilities--an
important featuregiven the MOH's attempt to equalize the population's access
to basit health services. The practice of charging fees for services, at
both public and private health facilities, contributes %o the financial
feasibility of the Project and the GOL's ability %o sustain the activities
after the Project ends. The commitment of GOL leaders (within the MOH and
elsewhere) will be as much if not more decisive in the instituticnalization
of the activitias begun under the LRHD Project than the capacity of the GOL

to support them financially.
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The targetting of Project resources towards the rural areas and the
emphasis on decentralizing their control, is compatible with GOL attempts
to stem the tide of urbanization and decentralize the provision and management
of government services in general. The MOH appears to be one of the first
ministries to bag{n_implementinq the decentralization policy and is doing
so mainly through the LRHD Project. Expectedly, a‘number of implementation
"bottlenecks" experienced in the Project are partly created by this lack of
precedent, e.g9., approval of the District gnd HSA health boards. Nonethe-
less, progress is being made to decentralize the general administration of
district level health operations th;;ugh the HSA structure, particularly fi-

nancial management and control, ordering and inventory control of drugs,

medical supplies and (eventually) general stores (see IV.C for more details).

Rural villagers exposed to NCs appear to be quickly learning to appre-
ciate the value of their skills, while atill differentiating NCs' skills
from those of physicians (reinforced by the referral system and differences
in fees charged for physician and NC services in scme private institutions).
One physician supervisor of an NC reported an increase in the severity but
a decrease in the number of his referrals from the health center after her
posting there., Another reqgistered a concern that the NC under his super-
vision may "burn out" as a result of her large daily patient load. When
asked directly about their acceptance by the communities they serve, all NCs

responded that they were confronting no major problems,
1t Y a | P

Gince NCz are performing well in the fleld and not directly cempeting

with physicians for patients (and it is unlikely that this situation could
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change in the near future), it {s understandable that no oppesition from
the medical community to their use has been raised, Neither do traditional
heaiers appear to be opposed to or threatened by NCs, The practice of
traditional medicine in Lesotho had already adapted to modern medicine

when the LRHD Project began; the two appear to be complementary for the
¢
most part.




2=

IV, PLANNING, OPERATIONAL AND INSTITUTIONAL DEVELOPMENT ISSUES AND
RECOMMENDATIONS

Av Project Planning

The objectives articulated in the Third Five Year Development Plan
have been translated into a framework for plannl%g in Phase II of the
LRHD Project. This framework sets forth an organizational structure
through which health planning can occur.« This planning structure is de-
signed to be compatible with the decentralized PHC delivery structure,
through which HSA hospitals, hea1£ﬁ centers and VHWs are linked by tiered
support and referral networks. Advisory boards/committees are to be
attached to each level of care to work with the health staff to solve
both individual and community based health problems; the problems which
are insolveable by the community at one level are "referred" to the next
higher level for solution. In response to the upward flow of information
on priority needs, a downward flow of technical guidance and support to
address the needs should occur., -

The district and HSA health boards are key elements of the health
planning structure; their composition and terms of reference have been
approved in principle but not officially by Cabinet., Once approved, the
board members must be selected, and oriented to their intended functions
and operating procedures and means to support them from the MCH established.
Likewise, many other elements of the health planning and delivery structure

must be developed and set {n place before planning can occur as intended. For

example, health center and HSA staff positions must be formally establiched,
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staff recruited and organized; development of the management support
gsystem, including their staffing, must be completed, funds allotted to

their operation and a central monitoring capability established.

While the Director of the HPSU has a general sense of the sequenc-
ing of activities needed to make the planning anh delivery structures
work as intended, no explicit strategy has been developed to achieve
this end., Experience with similar planning structures in other countries
(including the U,S.) suggests that while they are conceptually simple to
understand they are exceedingly d;}ticult to operate due to such factors

as the numbers of people involved, organizational requirements and

political considerations.,

Probably most important to the future viability of health planning
in the MOH, which has not yet occurred, is the establishment of a planning
process which {2 linked to programming and budgeting, i.e., a pericdic
review and assessment of existing programs and alternatives in light of
health needs, retources and sector priorities. .

The MOH reorganization, which began in Phase I, combined the planninjg
and statistics stuff and placed the new HPSU {n a strategic position to
direct planning information to the key MOH decision-makers: the Director
of Health Services and in turn the Permanent Secretary, In fact, the
Director of the HPSU has the necessary accessibility to these decision-
makers, i3 qualified to assume a leadership role in planning and has made
noticeable accomplishments in the area; e.g., writing the health gection

of the Third Five Year Development Plan and deslgning tho framework f{or

planning, MWowever, she has litele time to develop the analytic, Information
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and support systems needed for planning, and instead spends much of her
time liaising with donore and assisting in all phases of implementing

donor-funded health projects.

The invélvement of the HPSU Director with donors is not only un-
; '
avoidable; due to staff shortages in the MOH and her experience and
capabilities, but also desirable to a certain extent, since acceptance
of foreign assistance commits Lesotho's fesources and should therefore
be considered within the planning-Process. However, the amount of time

spent with donors is out-of-proportion to the other planning activities

she and the HPSU should be involved in.

For example, a critical area of planning which has received little
attention by the HPSU, largely due to time constraints, is in manpower.
The delay of the MOH i{n assessing present and future supplies and needs
for personnel to serve as staff in the evolving PHC system, and optimally
in the entire health sector, has probably contributed to delays in estab-
lishing formal positions for the NCs and other personnel categories

created through the LRHD Project.

There are several reasons why this situation persists--some of them
are not controllable by the MOH alcne, First, as menticned, there is a
shortage of qualified staff to whom thelHfSU Director could delegace por-
tiona of her work., In 198), a Masotho will have completed a two-Yyear

sourge in Health Planning and Economic Cevelopmont, funded by the LRHD




Project, presumably to assume duties in the HPSU, Another Masotho may
soon begin studies in biostacistics, also in preparation for assuming
a.full-time position in the HPSU, However, in both cases, it is unclear
if the desired placements will in fact occur due to the uncertainties
regarding (1) at least one of the trainees eligibility for placement,
and (2) the creation of the professional poaiticﬁs which are suited to
utilizing the trainees' newly-acquired skills,

-

Secondly, other organizational problems exist within the MOH which,
unless resolved, will hinder the ;Lilitiea of all professional staff in
the HPSU to function properly. That is, the MOH has not established
consistent internal procedures for reviewing donor propesals, prioritiz-
ing them, negotiating funding md implementation schedules with other
GOL units and assigning project monitoring responsibilities. As a
result, an excessive amount of scarce staff time i{s spent on each of
these activities, Given this situation, it is to the credit of the
MOH that they have been able to increase their portfolio of donor-funded
projects over the years which, for the most part, suppprt the development

of rural PHC delivery.

Third, the MCH must interact with the Central Planning Office, the
Ministry of Finance and Treasury in the course of developing and imple-
menting donor=-funded projects. It dces not appear that these other GOL
inits have a smoothly-running system for working with the MCH in thege

drea6.




judged by working through & plan for thelr implementation. Such a plan
would include the level and sequencing of effort required for each pro-
posed activity (i.,e., in staff, time, organization and finances), By
going through such an exercise, presumedly some activities now on the
planning agenda will drop out, as expectations for their achievement

become more realistic.

. In the team's judgement, the procesd of ordering priorities in
light of what i{s both important aqg feasible to accomplish would focus
first on planning to completely develop, operate and sustain activities
begun in the LRHD Project, i.e., the management support systems and the
training of the NCs for service in the rural areas. The linking of the
planning activites in the Project with the management and training
activities would involve the HPSU in urgent and tangible problem-solving
activities while laying a basis for later expanding its scope of planning

within the health sector.

The management specialist iz in the final stagesof designing the
var fous support systems and i3 beginning thelir implementation. Yet there
is no naticnal planning of the resources required nor the manner and
timing of their deployment for fully (mplementing and operating all the
systems VN 3 suscained basis at the district and central MOH levels.
Wwith regard %0 the NC program the various cpeions for selecting, tralning,
deploying, ccopensating and supervising sthem =ust be assesaed, in light of
PHC objectives and available rescources,and decided upen , Failure o addres

13 [ eis " ' B » y y BRE " " elr r A &
either aitoation threatens the future viapilisty of the LMD Pr gCt ANG




the PHC program,

Good opportunities exist at this juncture in the LRHD Project for
linking the planning activities with the management and NC training
activities due to the work being done on establishing decentralized Luud
getting, financial management and control sya:eés in the MOH (see 1V.C.
for details), In order to develop these avstemé, budgets for discrict
level operations will firsc have to be estimated, accountcing norms ahd

-

procedures established anag staff trained to manage and control the funds,
Discrict level (i.e.,, HSA hospital) budgets will ultimately account

for most of the current MOH program funds under the decentralized

system,

It is important that the HPSU (and other headquarter staff) partici=-
pate in these activities, for two major reasons. First, to assure that
central MOH budgets and information (including accounting) systems become
compatible with those at the district level, And second, to begin the
process of prioritizing and translating the LRHD Project and PHC program

objectives into financial resources.

Project Planning Recosmmendations:

l. The HPSU should develop an isplementation strategy for achieving the
planning objectives of the LRI'D Project. MNecessary actions should be
identified, prioritized and their level of effort and zequencing calcu-
lated, Particularly critical to the progpecta of inatizutionalizing the

activities degun n the LEND Prodec: I8 to eatablish a planning procesa
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which is linked to programming and budgetting in the MOH., This process
should begin by involving the HPSU in planning to completely develop,
oé?rate and sustain major activities begun in LRHD Project, i.e., the
management support systems and the training of '''s,

2. The use of existing staff time in the HPSU Qhould be improved (e.g.,
by establishing MOH procedures for dealing with donors more efficiently)
and arrangements made for securing the appointmentzs of the two additional

-

staff being trained for the HPSU.

T
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B, Training Supervision and Deployment of Nurse Clinician (NC) and
Village Health Workers (VHW)

NC Training. The Lesotho NC training program is fundamentally sound
from the standpoint of its conceptual approach, course design, curricu-

lum content, teaching staff, facilities, and current level of financ.ng,

and representﬁ an impressive attempt to prepare mid-level health wor<ers
for the rural areas of Lesotho,
-

The curriculum is competency-based, that is only essential know=
ledge necessary to understand and perform specific tasks is given to
trainees, The pace of learning can be adjusted to suit individual
capabilities since the material is in modular form, Students are given
ample opportunity to practice skills and apply knowledge that is learned
during their training. Sixty percent of the total training time is out~
side of ..e classrocm--in mountain rural health centers, communities, on
hospital wards and in hospital out-patient clinics. Students are period-
tcally evaluated by means of weekly and biweekly written and practical

.

exams 50 that corrective measures can be quickly taken when needed

to }mproxo their xnowledge and performance, They are also pre-tested

to find out their level of knowledge bafore atarting sach teaching mcdule,

The training is expected %o prepare NC3 %0 carry out =he following

broad functions in the flield:

- Provide curative medical and surgical services;

« Organize, supervise and help zartry out preventive and
promotive aosivities in he commuiity!

- Manage the healih center and serve as leader of zhe health
enter toam

rain and uporvize e,




The program has a l2-month teaching component followed by a 3=
month preceptorship., There are three phases to the overall program:

module learning, clinical rotations, and preceptorship, as shown:

Module Learning Clinical Rotation Preceptorship

Length: 7 months 5 months 3 months

Content: Learning knowledge Initiate practice and Field practice under
and skills using management experience supervision
competency~-based =

~ modules

Sites: NC Training Center in Rural communities " Rural health centers

Maseru where NCs will be
Queen Elizabeth II oBtad

District hospitals Hospital P

District hosnital wards
and outpatient clinics

Inicially, instruction was provided by two full-time LRHD Project
staff, 33 guest lecturers working in Lesotho and 17 clinical instructors,
After the first vear full-time instruction was supplemented by a trained
Mosotho NC lecturer; 26 guest lecturers and 24 clinical instructors are

also participating in the second class, .

Guest lecturers consist of physicians and other health specialists
in such areas as nutrition, leprosy, tuberculosis, family planning, mental
health, management, and dentistry. Clinical instructors are physicians
based in district hospitals who subsequently would sarve as supervisors

of NCs posted in in2ir HSAs,

The classroom where studonts are taught {s part of a prefabricated

building located next to the nurse dormitory across from Queen Ellzabath

11 Hospital {n Maseru, It was constructed with Duceh funds from Memisa
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and Medicus Mundi., Queen Elizabeth II and eleven district and mission

hospitals are also used for the training.

The LRHD Project provides all the funds for staff salaries, and
some funds for eguipment. transportation and salaries for PHAL NC ctrainees
(the MOH assumes the total costs of these salarfes for the third class),
The MOH provides salaries and per diem for public sector NC trainees and

some funds for transportation. P

-

-

The intensity of the NC :raining program is a potential concern.
Students cover 30 modules in a vear, ranging from diagnosis and treatment,
subspecialty training, and maternal child care to community health, work-
ing with support systems and health center management (see Appendix A ),
This wide range of topics, combined with the high frequency of exams, the
large time requirements and the overall rapid pace of the training schedule
rivals the intensity of some medical school programs,

In its monitoring of the progress of the training. program and the
students, it {s important that the MOH be conscious of its high intensity,
For example, students may require emotional support and more time to com=
plete their studies satisfactorally. It might also be helpful to consider
selectively trimming back the content of certain modules and raassessing the
material that {s covered based on evaluation and feedback from students,

NC graduates and facultvy.

Continuing education {s particularly {(mportant i{n this context. Maintain=

' Tl 1 ) . . i ' - 4 = & b T = 1
rofensional qgroweh and high level of porformance f #Ca Iin the fiold

ing the |}
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may require a combination of approaches, For example, NCs could be brought
together periodically from the field for réfresher courses; thev would
also benefit from the opportunities to discuss their experiences and

share informaction among themselves, Supervisory visits should also in-
clude training; some is occurring but more coulé be encouraged. The
existing NC newsletter is also a valuable means for communication among

NCs and between NCs and the faculty which should be continued.

-

-

By program regulaction, studenﬁs are selected from among nurse candi=-
dates who are doubly-qualified with three years of training as registered
nurses and one year as midwives and experienced in working in a rural
health center, For the first class, 22 were selected from 27 applicants;
for the second class, 19 were accepted from 30 applicants. The size of this
pool of qualified nurse-midwife candidates in unknown, but it is suspected that
it will be depleted quickly at nresent training levels (differences be=-
tween the first and second classes are already noticeable).

! .

There are other categories of nurses experienced in working in rural
areas and potentially capable of successfully completing the NC training
program, i.,e,, the registered and enrolled nurses. The former have higher
acadenic qualifications for admission to training and are trained longer =han the
latter., In atiition,reqiatered nraes Akethe Professional Nursing Qualifving
Examination of Botswana, Lesotho and Swaziland prior to practicing., The
only enrolled nuraes training program (conducted by a PHAL {nati{tution,
vorija Hospital) (s ending, but a large (and unknown) number of enrolled

nuraes work in the rural areas.




Recognizing that there are differences in professional opinion on
this matter, a change in auaission policies to the NC training proaram
may be needed if the demand for NCs continues as it has, The train-
ing course is designed to be competency~based and therefore able to be
paced to suit the.student's ability to aquire ne? knowledge and skills,
The extensive rural work experience of many enrolled and registered
nurses could well substitute for their deficiencies in academic prepara-
tion relative to the doubly-qualified nurises,

tey,

NC Supervision, At present, the District Medical Officer who is in

charge of supervision, visits each * nurse clinician no more than once
a month, This visit is often limited to delivering drugs and supplies
and attending to referrals from the NC., Perforce, supervisory and support
functions, such as providing continuing education, sharing informacion
aboutdistrict-wide health activities, and general bcosting morale ara
given lower priority,

The quality of NC supervision i{s greatly affected by the individual
medical officer's personal interest {n and commitment to promoting the
NC as the pivotal community~level health practitioner, But as the number
of NCs increases, the quality of supervision will deteriorate {f left
solaly the responsibility of even the best-intentioned medical officer.
The skills and background of other members of the districe level health
team could well be applied o assisting {n NC supervision. Furthersore,
{{ the training of NCa continues, the more experienced ones could sventu=

ally assume =major supervision responsibilitics over the others, particy=
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larly if NCs were posted (intermittently or permanently) in HSA

hospital outpatient clinics (as discussed in the following section),

NC Deployment, Nineteen NCs are presently working in health centers in

rural areas (two were selected to be NC tutors and one as the Principal
Nursing Officer and lecturer of the program). Twelve of these NCs are
wvorking for the MOH and the others for PHAL institutions. NC postings
were decided on thebases of communities'_needs for their services and

their places of employment prior to entering NC training (most graduate

NCs returned to their prior placea'ot employment) .

An important aspect of NC deployment which does not seem to be re-
ceiving adeguate acttention, is preparing other health staff to work with
the NCa and understand their respective roles and responsibilities in
health care delivery. (Apparently some misunderstanding on this matter
was created at the HSA Implementation Workshops.) Health care persconnel
in the field as well as students in various professional training proqrama6
could be introduced to and instructed in these areas ags a means to

accelerate implementation of the PHC program,

The use of NCs in HSA hospital outpatient clinics as well as in health
centera is becoming an issue, especially since hospitals began to make in-

quiries to the MOl about this possibility. These outpatient clinics handle

6 The Nurae Assistant training program was to have been modified to equip
thege personnel ¢ JOorR with 8C in the rural health centers. The LRID
Project training them, In turn, wan to have coordinated NC training with
the dified Nurse Asgistant proagram,. (See C iling, 1/36/40, moemo to the
fiien Al Jaluation, Phase I,.) However, no progress
ih withar aroa - LOuUrl *t nave o rrod,

-
-

-
-




43 conceived by the MOH; and second, that it risks drawing the NC back

into focusing on Curative, facility-based care,

VHW Training and Supervision. Current world-wide interest {n the VHW

concept stems, {n part, from the important role that village-based
Personnel can play {na providing Primary health care services to rural
communities, VHws in Lesotho are eéxpected ro bring simple pPreventive
and curatiye Services to villages through health education and motiva-
tion, treatment of minor health Problems and firge aid,

Lesotho has had the benefit of about 11 vHW training programs
during the past five years that have trained Approximately 100 of these
workers, All but ona PYORTam was carried out ac a PHAL-member facilicy,
It {4 duspected that these Programs vary {n qQualicy, length of training,
trainee suluctinn, curriculum content, supplies and audicn:!ana. Super-
vislon and continuing education, But, there has been no dtteapt to do-
Lcrminy the number of VHWs who are scill working, their perfomance in

their villages, nor their role vis a vis traditional Practictioners,
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Under the LRHD Project, NCs are being taught techniques for intro=-

ducing VHWs into the PHC delivery system, NCs learn how to:

- Set up a VHW training progran;
Train VHWs;

"Offer supervision and continuing education;

Motivate a community;

Help a community in preparing to choose a VHW,
-l
Serious work on the development of modular materials and illustra-
tions for training VIiWs began in May 1981 when a consultant for the LRHD
Project visited PHAL institutions that had ongoing VHW training programs,

In August 1981, a workshop of representatives from PHAL institutions and
other interested parties was held and VHW materials were completed and
reviewed, This workshop was the first coordinated attempt in Lesotho

to develop a VHW curriculum and training manual on a national basis,
These materials have been refined, reviewed andsubmitted to the MOH

for {ts input and reaction. Final modules and materials in Sesotho,
including (lluscracions, should be field-tested and rciﬁy for use and

distribution in August or September 1982 (see Appendix A ).

Meanwhile, a few of the NCs currently {n the field are organizing
villagers, encouraging them to select VHW candidactes, and iniciating
training using the drafe YUY materials., In an effort to share knowledge
and promote the use of these teaching materials, the VHW modules will
be made freely-avallable to PHAL institutions and other interested parties

Who are carrying out Sraining activition,
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Under the LRHD Project, the NC will have chief responsibhility for
all training and supervision of ViiWs, Because of the magnitude of these
and the other accivities of the NCs, it will be important that other
professional health workers assist in the activities, especially as
the numbers of VHWs grow . Sources of help might include the public

'
health nurée. health assistant, nursing officer, healcth inspector and
members of the Communicty Health Education Unit, However, it is impor-
ant_that the role of the NC be preserved”as the person with these pri=

mary training and supervising responsibilities. These roles for the

NC should be reinforced by the LRHD Project team and the MOH.

Under current plans VHWs will not receive regular compensation {rom
the MOH for their services, but they will be offered free medical treat-

ment along with their families., It is unclear whether VHWs can be ex-

pected to serve for any period of time without compensation; the issue
of volunteerism as it relactes to VHWs should be looked at to see what
evolves {n Lesotho, The MOH should be prepared to discuss alternacives
to volunteer services by VHWs through such mechanisms ns modest payments

by villagers or individuals or a self-imposed community tax.

Evaluation of NCs and VHWs, All aspects of the NC and VHW proprams, the

selection of candidaces, their training, supervision, continuing education
and deployment, affect their performance {n the field and tho ultimate
impact they have upon the health of the communities they serve. It

{a Important to discinguish between evaluatineg (for examnle) the effect-

fvoness and afficiency of HCs and YilWa in providing certain vital services




s ————————
L}
-

=40~

population's health status, The former type of evaluation, as previous-
ly noted, is important in order to make timely corrections in current
activities and should be started as soon as possible., The latter type

of evaluation cannot yield valid information except over a very long-

term and only in a tightly controlled (experimental) sectting. Experience
from the Project confirms the general soundness Bf the NC and VHW programs
and the usefulness of these workers in the underserved rural areas of
Lesotho., In the near term, the MOH should not be concerned about evalua-

-

ting the impact of NCs and VHWs on health status, but rather on evaluating
the processes of the programs thu:'select. train, place, support and
sustain NCs and VHWs in the rural areas and ways to improve those pro-

cegses,
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Training, Supervision and Deployment of NCs and VHWs Recommendations:

1, The intensity of the NC training preogram (e,g., its pace, quancity and
range of materials covered) should be carefully monitored and adjusted

as necessary to match the learning capabilities of the trainees.

L]

2. A continuing education program for NCs should be developed soon to
offer a variety of opportunities for refreshing and expanding their
knawledge and skills, and increasing thelr motivation and enthusiasm

for rural PHC work.

3. The MOH should adopt a flexible policy towards setting academic
standards for admission to che NC program. If the demand for NCs out-
strips the supply of doubly-qualified nurse candidates, consideration
must be given to admitting other categories of nurses and adjusting the

intensity of the training program accordingly.

4. As the number of NCs in rural areas increases, the capabilities of
medical officers to adequately supervise them will be Qavurely taxed; other
modes of supervision should therefore be investigated to address this sit-

vation,

5. Greater attention shouldbe paid %o preparing other health staff %o work
with the NCs and undeczstand their respective roles and responsibilities in

health care delivery.
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6, Together with promoting the use of the VHW curriculum developad in
the Project, continuing experimentation with the content and length of
this training should be encouraged so that they are appropriately

adapted to local conditions.

.

7. The primary role of the NC in training and supervising VHWs should be
maintained, but other members of the PHC team should be encouraqed to
assist in both areas and particularly tf‘the numbers of VHWs increase

substantially.

8. The MOH should begin to design a framework and a means to evaluate the
NC and VHW programs (i.e., establish evaluation criteria and indicators

and a staff capability to monitor activities and collect, process, and
analyze the data). A primary purpose of evaluation should be to improve
the processes of the NC and VHW programs that select, train, place, support

and sustain these workers in the rural areas.




! =43=

C. Management Support Systems for PHC Delivery

Since the inception of the LRHD Project, the MOH hag .oen under:
going both a reorganization and decentraiization of its service de~
livery structure. The reorganization begar and was approved for the
central lqvellin Phase I; approval for district level reorganization
is pending Cabinet approval, Efforts have be;n ongoing at all levels
of the MOH in Phase II to make the reorganization functional, despite
the fact that several new positions still have not been officially

approved by Cabinet Personnel (see Appendices B and C foradescription of the

Health Program Delivery System and %he MOH Organizational Chart).

All position descriptions for the new MOH organization have been
written, but many are not filled, One particular vacancy, Deputy
Director of the HSA Hospital Services, is important to £ill in order
to maintain forvard momantun in implementing the decentralized PHC
delivery system, It appears that a qualified candidate has been
identified, but there iz a guestion regarding her ability to fill this
post due to procedural matters, .

Centrally, management training curriculum has been developed for
the NCa and {3 being %aught by the Management Specialist and a counter=
pait during the classroom portion of the training., Management skilla
are sested shrough on-the=job exercises in the pre-deployment pericd,
This component of the training program iz extremely impressive in that
it seoks to impart practical information %o NC3 on how %o manage PHC

delivery at the communisy level, given nrevalling condiziens in rural
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The bulk of tnhe management efforts in Phase 1! have been focused
on making the HSAs operational, i.e., organizing and conducting HSA -
workshops, designing and beginning to implement the management support
systems and writing district and health center operations manuals (the

first such manuals to describe how the MOH operates).

L
e

Workshops have been used frequently in the LRHD Project for achiev-
ing a variety of implementation milestpnes, e.g., adaption of train-

-

ing curricula for the NCs and VHWs. In the planning and management

areas, an ambitiocus schedule o£~diat:£c: level HSA Implementation Work=
shops 1s being followed, with plans to conduct one in each of nine of the
ten diatricts by the end of the Project (and perhaps cémbininq two so that
all ten can be completed by December, 1981), "Results" from the two

which have been held are mixed--one was much more positive than the

other, But in both cases, the results of the workshops appear to be

more a reflection of the pre-existing situation in the respective dis-
tricts than a consequence of the workshop activities, per se, The use

of worksheps in the planning and management areas appears to be more

effective to introduce, discuss and/or gain consensus on strategies and

objectives as cpposed to implementing planning and management systems,

Implementation L3 an ongoing process, not a one=time event. There
18 serious concern that the MOH beqins now to formulate a asrategy %0
follow=up the workshepa' recommendationa with the technical assistance,
information and support required to convince diatrict and comaunity=-

£ 1ta mnit=ent %0 the reorganization., Coordination of
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this strategy with the planning ard budget-making activities of the
MOH, through the HPSU, would assure an adequate commitment of financial
and staff resources to complete and maintain development of th<Z support
systems,

More involvement of Basotho staff in coé%loting the scheduled
HSA Workshops would begin to build a staff capability for carrying on
‘?tth HSA implementation., The specific need to develop a “national
capability to arrange similar HO:RShopa" after AID-funding ends is

not as important as addressing the more general need to follow-up the

workshops through any variety of appropriate measures,

Devel.pment and implementation of the management support aystems
needed to make the HSA concept operational, and specifically to aupport
the NCs in their new roles in the rural health centers, have met with

mixed success, as summarized below.

Drugs and Medicai Supplies., The Lesotho National Drug Stockpile

, Organization (LNDSO) has cooperated exceedingly well with the
LRHD Project management specialist to assist and Instruct hospitala
and health centers in the organization and maintenance of a drug
inventory and order asystem, Health centers with NCa3 are given
priority over others, but approximately 50\ of all centera have

geceived assistance tc date, (The LNDSO supporss thege activitied

_— ——

Manage=ont setlaliae Seope of Work, Tatk 5, Phage I3 Sontract with the
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the LRHD Project provides instruction to NCs on drug supply

systems management and control.)

Financial Management. A LRHD Project=-funded financial consultant

is working with the MOH to design a decentralized system for book-
kééping and financial accounting and :eé:rcing while this evalua-
tion is occuring. Preliminary impressions are positive that he
will recommend policies and procedures for decentralizing budget-
ing and financial management in the MOH, linking health planning to
budgetting and training Ba;otho in financial management. Pre=-
sumably, the decentralized budget and financial system to be de-

signed will interface with the planning and budgetting system to

be established in the HPSU.

The scheduling of this consultant was proposed early in
Phase II but was inexplicably delayed. Fortuitously, the timing
of the consultancy now coincides with the issuance of new GOL-wide
policy that ministries decentralize fiscal decision-making to
districts. While Permanent Secretaries retain responsibility for
the overall flow of funds, for the first time they can make explicit
allocations to their district operations so that these units kncw
the size of their annual operating budgets and can better control
thelr expenditures. Introducing such flscal diacipline on diatzice
lovel operations in health, i.e., to hospitals und pechaps eventually
to health centera, ia an extremely bold and positive atep for the

GOL to take. The onus on ministries %o equip district levol opera=-
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tions to account for their fiscal actions will be less heavy
on the MOH than elsewhere due to the LRHD Project-supported
activities in this area. Nonetheless, this upndertaking will
be a major and very important one for the MOH, and care
must,be';aken to anticipate and plan for the types and amount

[
of resources needed to develop and operate a financial system,

Communications, Installation of«an integrated radio system in

all HSAs is being sought. A UN agency has offered to purchase

the equipment, once a com;iete system is designed to install,
maintain, and operate it properly. Together with the Mission
Aviation Fellowship, the LRHD Project has plans to hire a trainer
to train Basotho technicians to install and in turn train hospital
and health center staff to use and maintain the radios. A train-
ing facility and the trainees have been chosen. The organizational
slot for communications under the Deputy Permanent Secretary for
Administration i3 not filled, but in order to expedite installaticn

of the communications system, the proposed trainer will fill the

slot for eight months and provide the field aupport required.

Personnel, There {a one over-riding personnel i(ssue to the future
viability of the HSA concept (discussed more fully In part D,
Institutionalization of she LRUD Project): officlal approval of
all district and HSA positions created through the LRHD Project,

particulariy the Nurse Clinicians and HEA Acdministrators, out

als the Districs Medical and Nurse Officers.




Two other important but far less urgent perscnnel issues are
the decentralization of recruitment and disciplinary action authority
and adoption of a revised performance evaluation system in the HOH,
These issues are complementary, 3Since the latter presumes that
supervisors have the latitude to effect employee behavior by changing
incentives. The NCs have been trained in thJ performance evaluation
system and its instruction GOL-wide is conducted by Lesotho Institute
ff Public Administration, To the extent that supervisors' interactions
vith employees can be a motivating force for improving job performanie,

such opportunities are being lost by delaying use of the new system,

General Stores and Supplies, Management of central operations and

links to health centers are weak, Shortly after this evaluation,
a LRHD Project~-funded consultant in supplies management will be
in Lesotho to develop guidelines for reorganizing these services
under the new PHC system and recommend inventory control and
ordering procedures for the MOH at central, district and health

center levels. .

Health Information Svstems, Development of this system has been

assigned to the planning advisor. Hospitals and clinica are

agked to report data on dizease frequencies, laboratory activities,
personnal and institutions regularly to the HPSU (but reporting

iz far from comnlete). NCa are taught %o use both health and non-
health data (e.g., literacy raten, occcupations, aize of family)

to develep coemunity prograzs, but it ls suspected that little

“"

aCtivity of this sort 13 actually occuring.
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The HPSU Director has spearheaded a proposal to the MOH
to improve the processing of reported data on disease frequencies
and shorten their transmittal time back to the field, thereby
encouraging their use for planning and management., The ugeful-
ness. of these data are circumscribed by the fact that they are
faéility rather than population-based lt;e latter are necded for
planning preventive and promotive services)., Neither has there
been an attempt made by the HPSU~<to assess the actitudes of the
staff of health centers and out-patient departments abcut the
usefulness of the data being collected or its proposed formatting
(the reporting forms have been frequently revised by consultants),
Notwithstanding these criticisms, the acquisition of a small com-
puter as a part of the proposal appears to have merits on the

general grounds of improving the capacity of the HPSU to develop

other information systems for planning and budgetting.

Transportation., A problem cited by MOH staff at every level of

operations {3 the lack of reliable transport. 'There is a general
shortage of vehicles in the system; adequate operating funds

and maintenance are ongoing problems, NCs are instructed not %o
expect or rely upon vehicular transport., (In many areas served by
NCs there is no road network.,) One hope for improving the situa-
tion in the shor%=run ia to cocrdinate sharing of Sransport among
various sinistries at the district level, In the long-run, fewv
options appear %o be available: one suggestion being studied is

for the MOH to devise 3 relisble syatem of horse transport and

paintenance from the heaith centers.,




HSA Maintenance of Health Facilities and Eguipment, While

included in the Six Month Report (8/31/1979) to the MCH from the
LRHD Project staff as an importan:lmanaqemen: support system

for PHC, these functions never officially became MOH responsi-
biliries. Since maintenance was a problem raised at the HSA
uoékuhopa. the Project team has conaide;ed ways to address it,
for example, by training equipment repair technicians and by
encouraging district level coordination with the Ministry of
Works (responsible for facilities maintenance), NCs are trained

to do their own simple repairs of refrigerators and radios and

to practice preventive maintenance of both equipment and facilities,

Management Support Systems for PHC Delivery Recommendaticns.
1. The MOH should provide ..aff leadership, and in turn, develop

a strategy to provide ongoing follow-up to HSA Implementation
Workshops to maintain momentum in developing the decentralized

PHC delivery system. The strategy should be coordinated with the
planning and budget-making activities of the MOH, through the
RPSU, so that adequate financial and staff resources are available

as needed,

2. Opportunities to coordinate implementation of a decentralized
financial management system with the planning and budgetting
systems scheduled for development in the HPSUshould be exploited

an much as possible.,




3. Immediate attention should be given to finalizing govern-
ment approval of all MOH district and HSA positions created
through the LRHD Project, particularly the HSA administrators,

the NCs and NC tutors.

4. The adoption of the revised performance evaluation system
for MOH Lersonnel (coupled with the necessary delegation of

supt rvisory ccncrol over emploves incentives) should be con-
sidered, as one important means for improving emplovees' jcb

-

performance.

5. All feasible options for improving transportation for NCs
from health centers should be identified, assessed and pursued

as much as possible,




D. Institucionalization of the LRHD Project

There are six issues associated with the institutionalization of

the LRHD Project activities. These are:

1. NC Training., While Nurse Clinician (NC) training is well ad-
advanced, .the institutionalization of their status in law and in
théoLesotho civil service has not yet be;n resolved. The legis~-
lation that would establish their professional status is scill
pending but is erxpected to clear <€abinet this session. But the
NCs who graduated in December, 1981 are serving in the field at
the same pay scales as before they cummenced training. Cabinet
Personnel, in consultation with the MOH,iz in the process of decid-
ing on an appropriate NC grade and pay level and the total number

of new positions needed to cover the NCs working in the field, in

training and those yet to be trained for the public sector.

The effort to establish the NC status has been underway for
more than two years, substantially before the present class entered
training. It is apparent that any further extended delay in re-
solving these issues will clearly damage the training effort. The
rorale of the present field staff will certainly fall, the proaspects
dim for cetaining them after their bonding pericd and for recruliting

the mest attractive candidates for future NC training programs.

It iz egsential to the future of NCa in the COL health sector
that the MCH, Minlstry of FPinance and Cabinet Perscnnel agree %0

integrats certain nuntere of future NC graduates into the givil




service at the appropriacte grade and pay level, If the Ministry
of Finance and Cabinet Personnel cannot provide the funds and
positions for the expected numbers of new NCs, then changes need
be made in the planned training schedule and/or the terms under

which. NC candidates are recruited,

The situation of the NC with respect to their civil service
grade and pay levels applies almoat equally to the NC tutors and
the HSA administrators, In the case of the latter, there is no
legislative issue. However, five administrators trained at the
Institute of Development Management in Botswana are now working in

HSA posts at pre-training salary scales and there are plans to train

and deploy 12 more (l.e., for a total of 17).

It is of great importance that the senior management of the
MOHl work persistently with the other concerned ministries to resolve
these issues. Failure to do so will, in the evaluation team's

judgement, scuttle the new rural health system,.

2, Training of Nurse Clinicians at the New Paculty of Health Sciences,

The MOH is collaborating with the National Univaersity of Lesotho to
entablish a PFaculty of Health Sclences (FHS) where NCs and other
health care persennel will de trained., The FHS intends to initially
train a range of health aupport personnel including pharmacy
assistants, medical laboratore technicians, dental assistanta and

envitenmental health officers, Graduates from the NC program wiill
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receive diplomas; the others will receive certificates,

FHS hopes to improve the quality of these training programs
through upgrading the teaching staff. FHS is also concerned with
health manpower planning, and would like to assure that the number
and categories of personnel being traineé at the Faculty will both
meet Lesotho's priority health care needs and be absorbed into the

public and/or private sector system when their programs are com=-

pleted.

The long=-term goal of the FHS is to establish a rurally-orient=-
ed medical school in Lesotho to increase the numbers of Basotho
physicians (there are 28 now in Lesotho) to diminish the GOL's

present reliance on expatriate medical personnel.

There seems to be general agreement that incorporating NC
training into the University curricula would be a substantial
step forward in institutionalizing it in Lesotho. At the same time,
experience in both developed and developing countries suggests that
moving this training to an academic (university) from an operational
(ministry) base and ralsing professicnal credentials can ercde the

practical nature of the program.

The team felt it would be quite unfortunate if the inatitution-
alization of NC =raining at the Univeraity (a) detached this training
from i{ts present very practical and operaticnal goals, (b) refused

applicants with succesaful field experience but without some formal
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credentials, and (d) preduced a graduate with a perspective that

was not committed to serving the health care needs in the rural

areas,

3. Retention of Field Staff, The success of the LRHD Project will
depend heavily won the capacity of the healt'h care system to hold at

a high state of technical preparation and morale the key staff that
serves the rural areas. In Lesotbo, the key staff person that

must be retained is the NC., The training program should produce a
health care professional t;;t is technically and psychologically
prepared to undertake this rural PHC work, The NC employer, either

the government or a private institution, is responsible for creating

a work environment that will retain that trained staff.

The factors that determine staff retention are a combination
of inceatives, such as compensation, management and professional
;catt support and personal encouragement. There must be an
attractive economic package of pay and allowances that are specif-

* ically available for service in remote and isolated rural areas

(and are lost {f the individual leaves). Mdequate management support
includes, for example, maintaining sufficient drug and medical sup-
plies, reliable transport and communications, all factors that per=
mit the NCs to carry out their functions as they have been trained

and with ainisum frustration,

This fleld vorker also needa a regqulacr souice of conatruction super=

viglon,cpportunities %o axchange perspectives with colléeagues and contin=




uing education to upgrade and expand skills, On the more personal
side, the NC needs reasonably attractive housing, regular maintenance
and supplies of fuel for cooking and heating., Where possible, the
NCs should have a voice in determining the location of their
adiiqnments. Beyond these, the NC needa‘the psychological support,
personal satisfaction and espirit that is derived from knowing that
the work performed is both impor¥ant and recognized. The depth

of this satisfaction could carry the individual through the in=-

evitable personal crises, job frustrations and breakdowns in the

support systems.

The LRHD Project is already addressing many of the economic
and management support issues associated with the retention of the
NCs. However, the Project does not seem to have addressed all of
the personal and psychological factors that relate to holding
these trained staff in the field. Since holding field staff is both
crucial to the success of the Project and a problem that can be
confidently anticipated, an in-depth examination of the raetention
issues, especially in the isolated rural areas, merits priority

cons ideration by the MOH,

4. Assignment of MNational Counterparta for LRHD Prodect Expatriate

Personnel. Institutionalizing the LRHD Project will require
assigning and training Dasotho profesaicnals to replace the fol-

lowing expatriate personnel)




o Health planner
o Management systems specialist
f o NC trainer

o Physician trainer

“ There are very satisfactory counterp;rt relationships for

two of these personnel: the health planner and NC trainer. However,
there is no counterpart for eithes the physician trainer or the
management systems specialist, In the latter case, a qualified
candidate now concluding p:;:icipant training in administration in
the U.S. may be available for this asaignment when she returns to

Lesotho in May, 1982, However, no candidate for the physician

trainer post has been identified.

Both the physician trainer and the management systems specialist
perform functions that are vital to the successful operation of the
LRHD Project and the rural health system., Yet both are working in
the MOH without permanently designated counterparts. As matters
now stand, the management systema specialist will leave in August,
19682 and the physician traine¢ in September, 1983. It is urgent
that Basotho counterparts be found for both of these two expatriate

gpecialiats.

5., Participant Training., Despite a rather late start in planning

for the use of participant training funds, the project has now pro-

grammed $290,4)8 for training of Miniatry of Health pecaonnel
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through the end of the Project, $119,850 of this total is com=-
mitted for training that is already underway and for training

for which firm commitments have already been made. The remaining
§170,588 is programmed for training which will commence later in

1982 or early in 1983,

Earlier problems with identifying appropriate candidates for
training have been reduced by selecting candidates already employed
at the MOH rather than recruiting recent university graduates and
others from ocutside it, Ai;o. this approach should better assure

that personnel returning from Project-sponsored training will be

placed in appropriate positions within the MCH.

The exception to this solution is training of HSA administra-
tors. Because of the relatively large number of trzinees required
for this position, and because no such position, or even similar
position currently exists, it has been difficult to identify appro-
priate candidates., Preliminary attempts to recruit from clerical
levels ylelded underqualified personnel who experienced difficulties
both during training and in the field, Nurses have proved success-
ful during training and also in the fileld, but the MOH is rightly
quite hesitant to deplete the current supply of nurses to fill

administrative positions.

A previcusly=advecated solution %o the problem is %o 3dd
HEA administrator posta for each of the H2As in the establishment

1i8L, at a grade and pay level which accurately reflects the con=
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siderable responsibilities in finance, purchasing, supervision,
community organizations, planning, and intersectoral liaison which
these individuals are expected to assume, In so doing, candidates
could be recruited from outside the MOH and assured positions

after, their training.

Since successful implementation of HSA structures and de-
centralization objectives depend g0 heavily upon the availability of
these administrators in the field, it is of the utmost importarce

that the MOH work to add these posts to the establishment lisc

at the earliest possible date.

In summary, the participant training plan includes the following:

1. o Long=-term (degrea) training (318 of funds):

Health planning and economic development (2 year Masters)**
Bloatatistics and planning (2 year Masters)***
Nuraing education (2 yea~ Baccalaureate)***

o Short-term (non-deqree) training (61% of funds):

Tutor training for PHC (six students for three months)**

HSA administration (eight students for nine montha)***

Planning and management systems (three students for six weeks)***
Development planning (one student for one month )***

Nursing administration (four students for nine months)***
Pundamentals of statistics (two students for eleven days)***
Management (12 students for nine months)**

0 Workshors (8 § of funde):

Financial management at the JHIA level®se

Orientaticn of newly=arrived physicians to the H3A ayatemee*
Preventive =aintenance of venicles***

HEA implementation wvorkahops in ten districes *°
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6. Donor Project Financing. The Project has supported modest

amounts of in-country and overseas training and MOH participation

in international development conferences on PHC, Some in-country

and overseas training will continue to be required when the present
Project, is completed. The total amount of funds required for this
tralning is not large but it is in line 1t;; categories that are
difficult to secure (e.g., international travel and per diem).

While international assistance can reasonably be expected to support
some of the overseas training, funding for in-country orientation and

training conferences will be short unless adequate provision is made

for them in future health budgets.

Institutionalizing the LRHD Project Recommendations:

1. The MOH must move urgently to establish the positions for the
graduate NCs and the NC class in training, the NC tutors and the

HSA administrators., The MOH must make adequate staffing and budget
provisions for future NCs and the HSA administrative astaff in order
to asasure the future viability of {(ts PHC program.

2, If responrmibility for NC training passes to the FHS, the MOMH
needs to sustain a strong professional input into (and perhapa a veto

over) the proposed changes in the present program. The MOH should

be particularly concerned about course Jesign, selection of inatructors,

and the stanuards for acceptance into the program and graduation from

at.
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3, The MOH should systematically examine the determinants of
health staff retention in the rural areas, with a specific view to

providing an coptimal work environment for NCs assigned there.

4, The MOH needs to recruit and assign Basotho counterpart profession-
L]

als to assume the responsibilities now being carried out by the ex-

patriate management systems specialist and physician trainer.

o

-

5, The incumbent manaqement_uyn:ems specialist should be requested
to extend his stay beyond the completion of his present contract (in
August 1982) for a period of up to twelve additional months. Because
of the time required to become effective in a new setting, the team
questions the utility of recruiting another long~term expatriate

specialist for this position should the incumbent decline to extend.

6, The Iincumbent physician trainer should be requested to extend '
his stay beyond the completion of his present contract (in September,
198]) for a period of up %0 six months (until the Second class of

NCa complete their three-month preceptorship) provided that the

search for a Masotho counterpart ceontinues uncelentingly.

7. The MOH should consider covering in their budget the costs of the
modest in-country training program and MOH pacticipation at internaticnal

PIC conferences that are now supporsed from Project funds,




v, SPECIAL ISSUES:

RELATIONSHIPS WITH THE PRIVATE HEALTH ASSOCIATION OF LESQTHO (PHAL)

PHAL was formed in 1974 to represent the interests of private volun=-
tary groups 1nyolved in health care programs in Lesotho to the GOL. The
organizations attilia:ed with PHAL are diverse; mostly sponsored by
churches (charter members were the Anglican, Evangelical, Seventh-Day Ad-
ventist and Roman Catholic Churches) or regiqious congregations, but also
Incldae private voluntary agencies, such as CARE., External assistance
from donors, patient fees and cha:q;; are also important sources of sup-

port for covering the operating costs of these organizations.

A large amount of health services in Lesotho are delivered by PHAL

members. Nine of the 20 hospitals are owned and operated by PHAL members

and about three-quarters of the healtl clinics and centers: Two of the

three doubly~qualified nurse training programs are in PHAL insitutions;

39% of nurses and 49 \ of physicians vork for PHAL-member 1ns:i:utlona.9

The evaluation team was not able to assess the overall quality of
health care delivery in PHAL {nstitutions as compared to GOL institutions.
The impression is that it varies both within the public and private sectors.
Nonetheless private health centers and hospitals play an important role in
providing health care in Lesotho, especially in the rural areas and their

sooperation is needed to implement Lesotho'a PHC delivery ayatem,

— — r————

§,7,10 PHAL member institutions represent 45 of 91 health centers (T1%):
B of the 17 M3A hospitals (47%), which Jccount for 768 of all out-
patient visita; and erploy 134 of J4) nurses (39%) and 4) of 348
physicians (494). HPSUNCH data 1901,




In general, PHAL member institutions are enthusiastic both about
employing NCs and the HSA concept of rural health delivery introduced by
the LRHD Project. Some private institutions began to implement the lBA structure
as soon as initial guidelines were issued by the MOH; a true test of the
practicality of HSAs in Lesotho. (A concept similar to the HSA was being
tried on a pilot basis in a private institution p;ior to the LRHD Project,)
However, there are several areas of disagreement between the MCH and PHAL
institutions regardingtheir respective roles and responsibilities in the

-

evolving PHC system., The most importanc issue concerns the terms of employ-

-

ment and compensation of the NCs in private institutions,

In order %o control NC placement and retention, the MOH favors employ-
ing all NCs in the government at a uniform level of pay and grade, regardless
of whether they work in a public or private health facility. PHAL, on be~
half of its members, is opposed %o this arrangement on these same grounds,
{.e., it would loose control over NC selection and retention. (In addition,
the proposed government salary level {s out of line with the wage and
salary atructures of private facilities and thus seen as a source of poten-

tial fricticn between the NC and other staff.)

PHAL agrees with the MOH that compensation levels between the public
and private sectors ought %o be comparable for NCs but that its institutiona
cannot afford %0 pay the proposed governmentsalaries for NCa, PHAL favors
a (lump sum) subsidy from the MOH to facilities employing NCs (or optimally,
to all its mesbor inastitutions). The private facilities feel confident that

they could yse these funds o offer the NCa 3 gufficlient lavel of compensation
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to attract them to their employ. (Several NCs interviewed confirmed the
importance of both monetary and non-monetary compengsation to their job
satisfaction,) In addition, PHAL is sensitive to the fact that their fee
schedule is as much as twice the level of MCH fees, and in their opinion,
as high as most rural people can afford without tofegoing necessary ser-
vice use, PﬁAL members would thus use a MOH subsidy to hold down cost

increases which might otherwise raise fees,

-

-

The MCH recognizes the need toElaubaid1=Xng the private sector's de-
livery of services, in order to avoid either a further widening of their
fee schedule'or a reduction or elimination of services. A MOH request
for a budgetary allocation to support private sector health delivery
appears to have been granted for the 1982/8) fiscal year, but whether this
subsidy will be used to pay NC salaries or for more general support has

not yet been decided,

PHAL and the MOH have reached agreement on the basic features of PHC
delivery, i.e., the integration of their activities within the HSA organi-
:ation and delivery of a common mix of health services to the rural popula-
tion at affordable prices. Given these common cbjectives and the private
facilities' fine general track record for operating efficiently, it makes
mote sense to link the MOH subsidy to the delivery of a set of services, or
‘outputs®, rather than specifically to the NC, an *input®, PHAL and the MOH
could agree on ainimum quality standards for services, NC placement and
employment rights and other lesues through contractual agroements, This

afrangerent vould De easler f[or the MO to asdainlzter than the alternative,
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Over the longer run, the team feels it 1s important for the MOH
and PHAL to continue to develop their working relationships in planning
and implementing the PHC delivery system., For example, many PHAL insti-
tutions have developed effective budgetting and financial management
systems; the MDH qhouid be sure that the systems they develop, both cen=
trally and at the district level, interface with the PHAL systems to the
extent possible., The private sector could also directly assist MOH

planning and budgetting activities by sharing information on their costs

of delivering services,




APPENDIX A

CURRICULUM MCDULES FOR NURSE CLINICIANS

Assessment Skills and Core Material

1. Primary Health Care

2. Anatomy and Physiology

3. Medical History

4. Physical Examination '
5. Causes of Diseases

6., Formulary Use

General Clinical Training

7. Common Skin Problems

8, Ear, Nose and Throat Problems
9. Respiratory System and Heart
10, Gastro-Incestinal Problems
11, Genito-Urinary Problems

12, Common Medical Conditions

13, Common Communicable Diseases
14. Mental Health

15, Dental Problems

Trauma and Emergency Care

16, Trauma and Emergency

Maternal

and Child Care

17,
18,
19.
:nl
21.
22,

Child Care

Family Planning .
Disecases of Infants and Children

Prenatal and Postnatal Care

Labor and Delivery

Problems of Women

Community MHealth
23, Environsental Health
4. Communisy Family Planning
25, Community Nutrition

- b be

Community

Manane=ont
a6,

47, WOINLINGg wWith




Reference Materials

28, Lesotho National Formulary

29, Clinical Reference Manual Containing Patient Management
and Diagnostic Protocols

30. Administrative and Overall Management Protocols

CURPICULUM: MODULES FOR VILLAGE HEALTH WORKERS
[}

31. Healeth and the VYillage Health Worker '
32, Child Care and Nutrition
33, Prevention and Care of Diarrhea
34, Clean Water and Clean Village
35. Safe Pregnancy, Normal Delivery, and Child Spacing
36, Pirst Aid and Common [llnesses
~37. Tuberculosis, Leprosy, Mental Health and Venereal Disease

.
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APPENDIX B

DESCRIP'PION OF HEALTH DPROGRAMMIE DELIVERY SYS'TEM

A, MOl Orcganizational Structurao

Much concern and effort has gone into developing an
organizational structure which will promote the develop-
ment of an integrated primary hcalth care system

designed to serve all the citizens of Lesotho, This is
the result cf several years of organizational development
carried out by key public and private officials. Thesc
people had an interast not only for meeting the WHO
objectives (of "Health fer all by the year 2000")but

of strengtheninyg the systems serving the rural cemmuni-
ties of the country,

Note that on the organizaticnal chart which follows,

all district health services are co-crdinated under

the leadership of a2 Director of llealth Sarvices (DHS).
This official reports directly to the Permenent Sacretary
for Health and Social Welfare. The DHE has respensibility
for the national co-crdination of all district health
services, including implementaticn of the plans for
primary health care systems involving the Health Scrvice
Area hospitals, the Lesotho Flying Doctcr Scrvice, and
their health centres.

B, Primary llealth Care

A Primary Health Carc Programme is the Government commit=-
ment to provide essential nhealth services fairly to all
people by the active participaticn cf tha people in

the planning and delivery of these services., Primary
Health Care Programme includes promative, preventive

and essential curative scrvices with easy access to all
the poople throueh gseveral levels of percennael, for
exarple, through Dectors, Nurse Clinficiang and Village
Health Werkers, and initially the family itself,

Primery llealth Care has becn dofined as the maintenance
of health, preventicn of fllneccs, and tha troacmant

of 1llness when Lt deoos occur, Such care Lo provicded
at all levels but 13 primarily given by the person vwho
$irat provides health caro for thoe client or is ros-
pensivle for the well-boing of another peroon,

For limsotho, the framcwork for PMrimary ilealth Carc
Prosyanses cau Gc diggrasved as follows:

1. Family = tho family i3 the fipsat unit within which
t!”--‘ :u:'-.- 1‘—”-"': “f CJdl' Q ::.l i“:‘u'.'l.-‘.czl-
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2. VHW = the provider of PHC at the village level
and who provides the link between the village
and the hcalth care system,

3. (Rural) Health Centre (unit) = Government or
private.

4, ,HSA Hospital (Government or private),

-ST' Central Referral Hospital (0daen Elizaboth II).

Patient is first carcd for ﬁf the family
Village Health Werker

Clinic or Health Centre

—>» HSA Hospital

Central Hospital (QE II)

C, District Health Team (also cee Appendix a)

The kay membors of the District Health Tcam are the
District Healch Officer; the Discrict Nursing Officcr,

the District Public Health Nurse, the District lealth
Inspector and tha administrative staff. Thoy are
responsible for planning, co-ordinating &nd cvaluating

the health programmes and operaticns of all services within
the district., The District Medical Officer cf llealth will
réport diractly to the MCH Direccor of licalch Servicas,
The Nursing Officer, Public Health Nurse and Hecalth
Inspocteor will be administrativaly responaibla €0 tha
District Health Officor but will receivas tacinical
cupervisicn from thelir related professicnal countur=
parts at Central Headquarters,

Dintric= Health ﬂonrq

Whan established, the Diatrict ilealth Doard will meet
at least twice annually to pravide planning receiyeon=
dations for discsrict health sorvices, Specifically,

{ e
tho Doard will ba askcd to:




(3) provide pivotal linkage between the central level
of the MOl and the peripheral level

(4) act as an advisory board to the district

(5) submit recommendations for health policy to the
National Health Council

(6) review and make recommendations for implementing
national guidelines at the district level,

The DistrictMedical Officer of lcalth,in his role of
Secretary to the District Health Doard, will have

. "added respensibilities for preparing agendas, making
meeting arrangements, preparing reperts and minutes
for the Board meetings. The proposcd composition of
the District Health Board i3 as follows:

District Co-crdinator,Chairman

District Health Officer, Secretary

local Administrative Officer

Principal Chiefs

Medical Director of each HSA in district

District Senior Nursing Officer

District Senior Nurcing Officer = Mental Health
District Health Inspecter/Health Azsistant
District Public licalth Nurse

District Nursing Officer

District Social Werker

Nurse Clinician(s)

Representatives from HSA Advisory Boards
Representative selected by PHAY

District Representatives frim Ministrics of
Agriculture, Education, Rural Development and
Interior

Reprosentatives from Distr.ct Deovelopment Committoe
Representatives of Privato Practiticners

Sclected representatives of the public (including
eraditionsl healers, when posaible) from each HEA
Representatives from ameng Principal Chiels

D. llealth Service Arasas Operations

Within a districe, each hospital will have a defincd
health service arsa within whieh all health services
(1.0, inpaticnt and out 8, clinice,
hoalth centron, haalth programses, and iwalth=raolated
ACLivViiies i1 B8 cororginarcd By LtHa fan digcal
Lot N Ather menbors of thio a0 EAanngemant SoaAnm,

K. T ™= » - ' T
aziont gurvice
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The 1ISA Medical Director will be respensible feor the
curative and preventive services and other health
related activities and statff within the IISA.  The

Medical Director will report di

rectly to the District

Health Officer.

Ha/che will also scrve as secretary

for the HSA llealth Board,
agendas, minutes, reperts,
support ‘services necessary

and should cxpect to provide
arrangements and other
for the efficient functioning

of the Board,

when established the HSA Health Board

will meet at least

twice annually and more often if

requested by the HSA Medical Dircctor,

Its responsibi~-

lities include the follcwing:

- (a) Identify the nceds and”define programmes for

comnunities within the HSA,

(b) Recommend priorities for programmes,

(c) Support programme implementaticn within the HSA,

(d) Mobilize communities (for action),

(e) Mobilize resources within the HSA,

(f) Advisc the HSA Medical Team,

L

(g) Provide the link between the 1ISA, the District
Health Board and the Health Centre Advisory
Committee,

(h) Assist the llealth team with monitoring and
evaluation of programmes,

({) Familiarize themselves with National Health

- Policy.

HSA llealth Doard composition has no 2 (! <P
include: E t beon decided, but may

! person selected by Churches,

1 person selaected by Chieltainships,

2 persons sclected by proprietors of HEA hoapitais,

2 persons salecsed by Govornment of lLosotho (GOL) ,

1 person velected by a@ach clinic aqviaoly ComnLLTCD,

such perscn 4o not to he from the previous categoracs,

atie 11GA llealth Dourd Chaleman would Lo aelectad by -t3
oxn mezbers. JoLn wrament ond non=governient HEA'S
would be onpected | avabliah such an adviaory hoard,

‘l‘l.!! Tl bl {"f\p.‘x..' tLOn
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and curative functions through the health centres,
She will supervise any other staff members assigned to
"the health centre and will train and supervise the
village health werkers within the health centre area,
She will also develeop and work cleosely with a Health
Centre Advisory Committee, Until sufficient Nurse
Clinicians are trainod, patient care 1ll conrinue

to be provided by ataff nurses aided by reqularly
schodulaod visits by HSA Medical Offichrs. In the
absonce of a Nurse Clinician, a nurse will be in
charge of co-ordinating health centre operations and
will assess and refer pat.ents.

The HSA Medical Director will ﬁ?ovide general professional
supervision for health centres within his/her area,
regardless of whether they are public or private in-
stitutions.,

F. Village Hecalth Scrvices Overations

The Village Health Worker will be the key link between
the health delivery system and the villages., The VHW
is chosen by the villagers in consultation with hecalth
professicnals and will provide premotive/praventive
and some curative functions., She will motivate all
persons n~2ding medical care to the Health Centrec and
will follow up cn assistance neaded by patients alfter
they leave the centre.

Bventually the Nurase Clinician at each Hecalth Centre

will supervise the VHW, but until thero are encugh :
Nurse Clinicians, the nurse that i3 in charge will .
provide VHW supervision. Most villages will also

have a health or davelopment ccmmittee to help guide '
the VHW activities.
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The llealth Centre Advisory Committea will likely have
the following membership: \

villdge Health Workers grom cach village. \hera

no VHW exiats, a reprasentative of the village
development committes would be invited to participate.

Representative of Chiefs. '

~ Representative of traders. “
Representative of teachers.
gr?znsontnti?e_ot churches.
Rnﬁ:oséntativo of traditional healers.,

Reprasentatives of extension, agriculture, rurai
development (nutritional) wheze they exist.

Any éocal representatives who are on the HSA Advisory
Board.

Local community rapregentatives selccted'at pitsoc,
Phﬁ and health inspactor (ex officlo). '
Nurse clinician (as secretary to the Committee).
rhe Commltteo would alect its own chairman and would mect

three or four times a yoar and as ncedod., It3 dutics
would includs tho following:=

a. Identify and dafine health noeds 4in the communitioes.
b. Advise on health programne priorities.

a: Idontify and ==shiliza health care rogources in the
seyvico arad.

d. Interpret and SuUpport primary health caie progranmes
{n the comuunitiva,.

a. AMasint haaith centre seaff with avaluation of
gorvicea.
¢, DNescrmo AnM ledeable abeout N tioann)l henlith nolicaod

and procPiunos !
LA ;! * A L
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APPENDIX D

Persons Interviewed bv the Evaluation Team

*au Adu-Boahene

Mrs, M. Africa

Mr. B, Bahl

Mr. Bereno'J, Bakker
Mr. Dean Bernius
Miss Maud Boikanyo
Mrs. N.T. Borotho
Mc. Rick Carbon@
Mr. Joe Carney

Mr. C. Clewlow

Mr. Frank Correl

Mr. Charles Debose
Rosemary Desanna

Mr. K. Eilbert

Mr. Theo Ferguson
Mr. Kess Hottle

Mr. Phil Howard

Mr. Kotsokoane

Mr. R.P. Kuoce

Dr. J. uﬁou

Miss Macy Liefo

Ms Nthabiseng Mabitle
Sister Agnes Makhele
Mr. M.A. Makhetha
Dr. A.P. Maruping
Mc. Maret)

Mr. Matamane
Mr. Fanana
Dr. CJ‘. Moijl
b‘:".
Mra. Mojl
Dr. P. Ngakane
Me, Whilape Yhlisp
MIs. 'l‘-.r!.-- ) "d(i .

"‘n L."'i:lt Mashcoshoe

Financial Consultant to LRHD Project
Director, Statistics Unit, MOH

Assistant Director, USAID

LDA Production Manager

Project Coordinator, USAID

Manager, NDSO

Chief Planning Officer, MCH

Catholic Relief Service

Manpower Office, USAID

Hanpoue; Advisor, Cabinet Personnel
Director, USAID

USAID Scuthern Africa Regional Health Advisor
HMDS Project Coordinator for Lesatho
Assiscant Program Officer, UNICEF
Ex-Manager, NDSO

Management Specialiat, LRHD Project

Program Office, Rural Work and Sanitation Project
Senior Permanent Secretary

Chief Nursing Of, icer, MOH

Physician Trainer, LRHD Project

Nurse Clinician, Seshote :

Tutor, Nurse Clinician Training Program
Nurse Clinician, St. Rodriques Heal:h Centre
Health Inspector

Director of Health Services, MOH

Div. Environmental Ranitation, MOH

Personnel Officer, 4oH

Central Planning Office, Desk Officer to Moil
L

Medical Superintendent, Queen Blizabeth I! Hospital
Deputy P.8., Central Planning Office

Director, Faculty of Health Sclences

Chief Fleld Operaticas Officer, EPI

Prograsme Manager, bRl

Chief Health Inspector




Dr, H, Notter

Mr, Cliff Olson
Dr, H,L, Palsenberg
Mrc. M Petlane

‘Mrs  A.M. Rakhetla
Miss N. Rankhethoa

Hr?‘ggfako

Ms Monica N, Sekhopha
Ma Sandy Tebben

Dt. D, Tembo

Mr. M.T. Thabane

Mrs. C.M. Thakhisi

Dr. R. Verhage
Mr. D,L, Wadsworth
Mr, C, Webster

Sister Yvonne

Director of Primary Health Care, St. Joseph
Hospital, HSA

Chief of Party, LRHD Project

District Health Officer, Mohotlong

Chief Health Educator, MCH

Principal Nursing Officer for Nursing Education

Principal Nursing Officer for Nurses Clinicians,
MOCH [ v - - amnpd b

Director, Cabinet Personnel

Nurse Clinician, Nazareth Health Centre
Nurse Clinicign Trainer, LRHD Project
Regional Director, WHO

Permanent Secrectary for Health

Principal Nursing Officer for Public Health
Nurser, MOH

PHC Director, Scott Hospital
Chief of Party, Rural Water and Sanitation Project

Director, EPI Programme, and WHO Technical Officer
Family Nurse Practiticner, St. Ann's Health Centre
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ATTACIDIENT A: ' STATDMENT OF WORK

A. Ovérall Evaluation Scone of Work

The technical assistance idedcified in Block 14 of chis ?210/T
is required to undartake an evaluation of the Rural Health Develop-
ment Project (632-0052)., This evaluacion, which will occur after
three years of project inpieacnuacion. was envisicned in the Pro-
ject Paper (Scction Iv.C. = Evaluation ?lan) in PraAg 77-L-13 and
PIO/T 632-0058-3-90671 which iniciaced the cummencenenc of Fhase II
of the Project. The evaluation shall doterming L{f cthe Projacs nb-
jectives are being met, insure that uaca is bhulay collecied oo
perait measure=ent of progress and maka recommendacions to fursher
assure that che Project irputs are realistic and can be achiaved,
The evaluation will alsio recosmend, as necessarv and appropriacs,
modifications or altezacions in che Project's desian and/or iople-
mencacion which will sszure attainmenc of cthe Projacs nblectives,
The necessary background information on the Project is Includud (n
jten D of this attachzent (Attach=ant A). In conducting tha avalu-
ation, the services of chree ctechnical specialiscs will be raguired,
The contractor, whoge services as Nursc Clinicizn Training Spsziatizt
are described in detail in this P10/T, shall perzform as onc uemdar
of the team.

A draft report of the evaluation will ba prepared by rhe avaluz-
tion team for discussion with appropriace Ministry of Health (2045,
project, USALD/Lesotho and Universicy of Havail backstop personnal.
This drafc report shall include Zindings of zho evaluaticn Caza and
recommendacions for Project modificaticns or alteraziona, 4if necas=-
sary. This drafc report shall be submitted for discumsicn with all
concarned parties at least tvo days beforo the tean's deparsurs
from Lesotho, This will allow adaquate tiue for the Soan 20 4

o4

porate the nocessary corractions or changes in the dyafc ¥
tien da passed to USAID/Lesotho srzior to the toan's departu
final typing and discrituzion,

In dotermining 4{f cha ohfactives of this profect ara heing
achieved, the avaluastisn shall addrass and exazing she {aiigwing
subjects (not in order 2f prioricy):

J. asscss the evolving roles of tha Murze Clinlsians

. (NC'e and Viilize Faaleh Yaorkare ('a) & ne

conpldaration of eenrinuins edudatinn noost cyAin-
iz, gu) R gt} -
role of NC'a (n outerriiong dopari =2*nga ¢ Leral
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2,

3.

assess whother the individual activities and accom=- .
plishments in training, Sanagement and planning, do
contribuce, in fact, significantly to the inscitu~
tionalization of a primary health care systea in
Lesotho;

>
evaluate the viability of those processes through
which the role f expactriates will be diminizched
and the role of MOH counterparcs will expand as :he
Project approaches the project complecion date of
December 31, 1983, (This will include counterpar: .
relationships, NC training responsibilicics and othar
contributing mechanisms).

assess tho number of NC's graduating from the

training prograa in relacionship zo tha projected

needs of Losotho's primary health care system, Con-

sider the addicional rasources required and tha

potential disruptions created by expanding the . :
nuasber of students versus the importance of y
meeting existing needs morae quickly; .

evaluate the managesent specifalisz services that
may be required beyond the planned terainacion of
that position, {.e., Augusc 1932, and consider the
possibility of rocommaending the continuacion of
that position through the end of the Project;

exanine the existing daca collection proceszaes:
the manner of daca collection and comnilation,
data relevance and accuracy, and importance to

the Projoct objectlives;

to the extant possible, prodice which Project ob-
Jectives vill not have been achiaved a2t the compla=-
tion of tha Project, Reccr=mond strategivs for the
accomplisiiment of these objectives;

, oxanine tho offectivencss of coordinatisn batuaen
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18 9. suggest mothodclugies for assessing the paerformance
. to date of nurso clinicians in the ficld, These
methodologies should be appropriacte to the time and
resources available; and
10, assess progress in developing joint public/privata

scctor dnlivery sya:ens‘ui:h attention to management
systen:

Recommendations on project modificaction, as approprinté'and
necessary, should result from the above analysis,

The evaluation will recuire J complete weeks of service for 2
technicians. Tha ocher nembers of tha evaluation team shall in-
clude a lealth Plannev/iHinagement Specialist and a Public Health
Advisor from tha AID/Washingtun Southern Africa Division of Health
aad Mutriction who will zct a9 Team Liadar,

B. Specific Dutiss/Masnonsibilicies of the MNurse Clinician
(Practitioner) Training Specislist (idencificd i Lious Ls
Qualifications = Masters Degree in Nurcing with Family llurse

Practicioner (FNP) cersification or medical doctor with training :

and exporicnca with nurse praccitioner craining progzrams, Eupavi-

, enco should includa teaching and curriculum daveloprent in & TP
progran and experignce in devaloping councrics., The Speciallisc

vill evaluate tha folloing components of the Projectt

. 1. the MOIl capacity to train and field addizional categorias

of health vorkers;

2+ MNurse Clinician training:

= proposed role 3g ralated co training plans and
future sdminlatrative strucsure of the MHOH;
= gcontinuing scucation needa; ctrainine, svp vrision

and supgors;

= pupport svetems: Aty tha sraduacing Nursa Cliniciang
. being adagrately sunparzed in torns of utieca,
L]
gupervision, ete.; and
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= quancity and quality of training, re-
24 Jdationship of training to national

health delivery system, etc,;
-

* = assignments after complation of training
and performance in same;
> )

3. Nurse Assiscant training: role propored in Projsct

Paper, current role and future possibilcias;
4, Village Health Worker training: -

- gtatus of VEW in MON;

= training plans for VAW curricula; aad .

= plans for utilization of non-guvernmant

VEW's in the Projecc; and
5. relationship of training programs (NG, NA, VHY) to the
~ major health problems of Lesotho. ; 3
- - = Y W - v, == _—— e, .

b =i
the Raalsh Planner/Managezsns

Qualifications = H.D, ov Macters Degrae in

Public Hezlth Aduinigirge
tion or Health Planning. The Srecialisc should have sz Least Zen
years expariance Iin health planning or adzimiscrztisn ¢n 2 =atioral
oF state lavel with 3 minilous of four years awpariance in 2 devallse
ing touniTy in 3 haalih plinaing or manasze=3ss TEPE3LtY, o bo &
physizian with comparille axperience and sralsiny iz Realih plannin:z
anc managemant. Id2ally, the candidate would Be Za=iliar with AlD
prograzming and evaluatiarn nethods.
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3,

- the capacity of the MOH torsuppors ihe expanded national
rural health sysces;

deteraine the exteént 20 which implezsnzation plans
are being developed for screngthaning of M0H's healt
support systens (communicacions, lopistics, drugs and
supplies, stactistica, personnnael and finance);

assess the leval of infrastructurzl iavelvement
directly related to the health nlzaning and manage-
pent component of the Project includins:

- adaqu;cy of counterparts for coasultants;

= adequacy of plamaing and progra=ming for
heallh services;

= appropriatensss of husan and physizal re-
sources proceduras;

= pdeguacy of the organizational davel
and training for structuring tha 3%
health care delivery systems] and

= azpropriatenass of budgetins
audit systens development pr

v
Airess the suceess in '-wlc- ntins Zazizh Servicas
Arzas (NEA) sysce *ns ien srisesy

Sasii oo an ovarall ssscesmen: of the haalih maasges
mER: FUSLEn A3 rRLLted 32 the Traleli’s llinasament
specinlise pasition, =30 3 regonreadition on, Vviather of
net, the Managrsenl Spacialisg pasitien snould e onsenLst
{ve an additional vear;

{denrify and assesy the alements o) the health asipever
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Team Lendor/Public Health Advisor

Duration = 1 weeks

Qualifications - Masters Degrece in Public Health with at least 5 years of
experience with rural health development projects in developing cuuntzies.
The individual will carzy out the following activicies:

a. as Tezn Leader:

1, work with appropriate MOH, Project and USAID/Lasotho person=
nel in arranging all necessary ceetings and field trips;

2. assign individual tcam members tasks and responsibilities and
coordinate their respective inpucs;

3. act as editor-in-chief for draft and final evaluation which is
- to be typed by USAID/Lesoctho; and

&, act as zpokesparson for evaluation team when engaged in meetings
and presentations of evaluation {indings to all involved parties;
and

b. as Public Health Advisor:

1. 4in conjunction with the other team =c=bers analyze the spaciiic
support demands placed upon the Health Service nreas (#5A) by the
establishment of the Nurse Clinician aund Village Aealth Uorker
cadras;

2, analyze tha specific {=pact thae Proj2ct will hzve upon the inscisu-
tionalization of a national primary health carec syatan;

3. project likelihocod of attaining Project objactives by PACD, Recoz-
mend any necessary changes in order to accomplish a greatar per=
centage of those objectives.




