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By Recoumendations

s requested for $250,000 of grant funding.,

Approval 1

{2} Description of broje

Tulke Tlace

1. What Wilj
this prodect i1s to demonstrate the effectlveness of

The purpose of

telecomnunications for asslsting the delivery of heelth services

Two-way audio communications will link

.
S.

in developing counbrie
eglonal medical conters with health assistants in remote rurel

The radic will be used by the health assistants for

clindics,
sulnanion with physicians and centinuing health education and

Tyt
AW REE Y

raining.,  The prodec funds will previde for establishment of
L man. o otent protocols, the purchase and installation of

training in the use of radio for health, and

radic oguipment,
mmunicatlons system will be integrated with

This 20

eyrjoation,
«atth system and upon completion of this project can

the exgpating b
be rnccrperated into uhe host country health system st minimal

. vho wWill Jrpanivc and Carry Out Project Activities
Thic o urojer! conslste of three Phases:  (4) Planning, (b) Implementation,
ari ‘meration {(for a period of one year).

A1 orraces will orocuire cooperstion of the AID contractor and host
vyohesth o ang edneation people,  This can best be appreciated
v rrary b Table oAy
R R T PR I
srwn o s e 0 T vegioa s brorean represcealatives rom
Gy oane G b hadiviniess o widl ohe fuimed after Lhe
e Pren St e memmiUtee wil Lo assiet TA/IHR and TA/H in
aite selection and the actual

B the Yo o f eritoria or g
e Tle process will onlminate in the signing of s
Yothe selec'sd country., The contract will

. , ) 5
: i R P
! LA W nh
‘ 1 PR QN
[ S I
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Table A
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3. How Successiul Acconplishient Will Achieve Forecast Qutcomes

Experience in ruval Australia and Alaska with a similar health/education
system hove been successful in spite of the fact that the populations
served. qeography of the regions and equipment used were radically dif-
ferent. Therefore, based on the accumulated experience of over 45
years, it is reasonably certain that the inputs provided by AID will
result in the satisfaction of oulcomes noted in the Logical Framework
of section 2(h). Specifically, steps are taken to ensure cooperation
between participants and AID, an essential ingredient to success. This
cooperation begins almost immediately with the arrival of the contrac-
tor in the host country. The coordination/decision/evaluation process
begins 10 the pianning phase and is continuous through the operational
phase.  Specifizally name the inputs relate to outputs (outcomes) is

.
3

summarized de Table B,

fomedor outiut of this contract i< expected to be a viable health/educa~
Cion neteors . the desired purposoe is that thoe host government takeover
oo the ATD contractor and continue the system after AID support is
withidrakn. By aceepiimg the project, the host country must establish the
Pnfrac e Lo reguieen feroa truiy operational system.  That is, all
the hee'lh acd cauwcat ion personnel required to work in the project are
tho sac oeople wha would be involved in the operational configuration.
Fuavther, theis functicns woula be the same as in the experimental opera-

1

tion [Otase T1Tp. tne additional investment required of the hest gov-
prpeont vould beoin continued maintenance and supplying spare parts

fov the racio eaaipeent provided by AID for the project. Total invest-
pont op Lhe part of the host cauntry for the 8-10 communities involved

world be undor 310,080 year,

e

St othe end of the cgerimencsl oporation year (Phase 111) it s ex-

Gootad the g sdgnifrcant deprovement in health services as Visted in
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. Table t:  RELATIOUGEIR OF PROJECT INPUTS TG QUTPUTS (OUTCOMES)

G ,
FProject Inputs #1 #2

IR N

i survey host country manpower & facilities for health exp. /
H
2.Survey For appropriate Courseware ' y
Survey
Coursevar,

Poaorkshops J/ /

froparalion -
! Workshep

CoaLbovelop heaith protocols Y
b bvaluation design 7 Y/
;
v 1]
H.oTradn din intoractive radio procedures Y
Proparation :
Training
Checilitics Bodification® : Y
Survey
Modificalion
Pooirocure, instally, checkout (c/o) equipment Y

Spectiacet
Poatpme b
DT inG
shapuont,
fantat oty

Choeokout o/oj”

ot rgrand Gy ratoon v v
oodande

Gheration

L T vy o

oo Turnclioning health network,
ichoa o viable continuing education mechanism,
cconmunications-mediated system vs

EXTHLING L
A Detersiin,g of el

Dvvenens of continuing education courses,
dhoKeconnen o Uions to policy makers,
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the Logical Framework (section B[2]) will have been validated. To
maintain the improved heaith system in operation in the trial com-
munities the follewing conditions must be achieved (EOPS) [1-5 under
LOPs of LogFrame].

D.  SUMMARY TIMDUGS K
Thé analyses set forth in detail in Parts 3 and 4 of this paper confirm
the readiness of this project for implementation in the developing world,
Not only is there a need as detailed in Parts 3 and 4 but there are
examples of the successful application of this technology to health
services and which have becen an integral part of these systems for
decades.  Specifically, the analyses presented in this Froject Paper

have shown the appropriateness and cost-effectiveness of this approach
and is summarized in the vollowing paragraphs.

1. Appropriateness

synerisis studies and evaluations by private and government organiza-
tions of the hoalth needs of developing countries continually pinpoint
rural aveas as being the most underserved. Teleconmunications offers
a practicel and cost-effective means for providing quality ﬁea1th ser-
vices ond guarantees that the rural populations are the direct benefi-
ciaries.  Experience has shown that telecommunications supported sys-
toms provide:
#

a. A divect means for reaching the rural poor;

b, A means for aileviating the problems crealed by the scarcity
of highly <%illed professionals to serve rural areas;

. A toel to extend effective management control of scarce physi-
cian recources Lo rural communities (up to 25-30 per physician);



b
d. A means to alleviate problems of cultural and language differ-
ences botween cosreonolitan health experts and rural populations;

¢. Mo threat of any kind to the envirvonment,

2. Budyel Analyces

Y

Two aspects of the financial picture were investigated before conclud-
ing that the project is feasible and desirable: (a) A cost-effectiveness

analysis; and (h), an analysis of the ability of the host country to
afford Lo sustain the health system after AID funds stop.

The health systen ic predicated on the fact that isolated paraprofessionals
can perform mere cficctively if (a) they have support in patient manage-
ment from a physician-consultant whenever necessary and (b) can assume
further duties by continuing theiv education while performing their

Job for the comenities they serve, Therefore, cost-effectiveness

analyses weece performed on the delivery and education aspect.

The delivery analvsis compared the telecommunications-mediated service
which provides consuiting services two hours per day to every community
plus the ability to reach a physician at any time for emergencies and
the services of a mobile physician visiting each village 2 days each
menth.  Although not really compavable, it represents a sufficiently
conservative approach, biased against telecommunications, that’ the
results are believable and dramatic. The measure of merit is:

wer capita/year (telecommunications)

L AL " L -
t

Cost g ear
i capita/yecar (mobile)

Cost
50,59
6,07

- -
Ut h

Cry, 0.6

thus the propos<ed approach costs 1/6 of the competitor system.

Continuing cducation via radio was predicated on “raining 15-25 para-

professionals, all in divferent communities against an intensive 2-week



-

coursé giVZn at an institution. Again these are not identical situa-
vions because in the latter situation the paraprofessionals are lost

their communities for this period. However, it does serve to
demonstrate the point. The measure of merit used is:

Cost/per_paraprofessional/course (telecommunications)
C0°L/Por parcprofessional/course (classroom)
- $154 \ ’
CEY = %)él to M2% 035 1o 0.32

e 4\\(

CE(‘ 5

The radio education aovproach is about three times as cost-effective.
should be pointed oub that this is not purely theoretical. Pre-

andd post-testing of iselated nurses showed an equivalent knowledge

gain to thot of their peers in a college classroom in a test conducted

by the University ol Maska,

The cosn 0f sustatmng operations after AID funding ceases was analyzed
in scction 3(L)7. Situaticns involving 15 and 25 sites (communities)
with 750 persons assumed per viltlage and bordering population clusters
were discussed.  Also, the cost of radio equipment was varied over a
range of 2.5:1 to allow for variation from country to country. The
rosults vangsd from 70g/persbn/yoar to a worst case of 94¢/person/year.

-

3.0 MDD Investment

The AID dnvestment is committed to people and proven equipment. The
funds requested oppear adequate to fund the job to be done. This is
spefled cut in dotail in secticn 3(b)2 where inputs were matched with
funds inosection 3(h; 0 where inputs were shown to support the outputs

of Lhe Logical bravowork,

* Tho dit forence crinen fron cerving 15 or ¢5 villages.
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Cocrdinaticon between ALD centractor{ o) and post country perszonnel is

in from o the very bepinning looensure all are sware of objectives
of the projec: =ud desired results, Decisions involving the use of

Lot conntrr personnel areomaede i cenjunction with appropriate officlals
(Table V1[). Feedback 1or decision making as Lo the effectiveness of
system perlormance 1s built into the experiment protocol. Adequate
evaluatios data s alse assured by the protocol to be developed. This

s spelled out in dotail dn Table VITI,
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2. PROJECT BACKGROUNTG AND DETATLED DESCRIPTION

\

2 {A)  BACKGROUND
¢

For the past 40 years various countries have been successfuliy applying
telecomuunications to aspects of health, education, and rural development.

A recent study sponsorced by the Agency for International Development* has
shown health delivery and continuing education to be most cost-effective
when applied in regions where the population is rural and/ar dispersed,

It 45 precisely these arcas where AID's interest 1ies--reaching the rural
underserved populations. Telecommunications provides a practical means

for delivering social services at substantially reduced cost and guarantees
that the rural populations are the direct beneficiaries. Telecomnunications-
mediated health and continuing education have

N Greatly increased the ability of scarce professional resources
to mandge a widcoly dispersed network of paraprofessionals;

° Made professional services available to rural areas without
taking the professionals away from their local practices;

e Raised the proficiency level of remote paraprofessionals by
providing constant contact with professionals and specialists;

¢ Cost-effectively provided continuing education for rural personnel
wwthou repoving them from their service areas;

° Reduced the degree of severity of disabilities thus returning
people Lo productive work more quickly;

© Fased probiems of cultural differences;

@ Trained local leaders for community se]f~improvement'projects.

In the speoific instance of the application of telecommunications to Alaska
paral Cillages the Yollewing results were achieved:

v Serving vural populations cost a Lenth that of conventional methods

Tor equal scrvice;

Single physician managed up to 25 health sites;
g

* tld]Ui!jﬂU of Two-Way Telecommunication Systems’ for Interaction Retween

profpssionals foc Jnl1,ua/ ot Social Sprv1co" to Rural Populations, PCT,
ATd contract sATD/obe-c=1377, October, 1975,
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° Baraprofessionals with 10 weeks formal training functioned-at
a level of registered nurse; '
[
° patient disability decreased in almost 60% of cases presented
to radio-physician;
¢ Average hospital stay was decreased by 10%;
[+

pemote nurses exhibited the eguivalent knowledge gain from radio
courses as peers in a college setting.

Turther factors which make telecommunications attractive are: (1) The PCI
Study* showed that the same country or region-specific variables determine
the appropriate commuriications medium for all social services--thus adding
services reouires little additional equipment funds; (2) Whereas the cost
of personal and supporting services has been steadily rising, the cost of
communications and associated equipment has been decreasing and is expected
to continue to do so; (3) Aids decentralization by providing the means
for keeping alil management levels informed in 2 timely manner.

Based on factors noted above, it is appropriate to consider projects which
use telocomnunications to integrate those aspects of health and education
which contribute to the goal of improved health status for rural populations.
The recommended approach will enhance the effectiveness of preventive and
curative health delivery by providing rural practitioners access to physi-
cians for consultation ocn a routine and emergency basis. Further, contin-
wine education of health providers will be conducted via radio to enhance
cheir ability to care for a wider range of diseases and chronif ilinesses.
fyery affort wilt be made to integrate this project with the existing system
and projects in ailiad areas.

Prior gﬁucazscs have hoen due to a large extent to strong and effective
management, and timely Teedback upon which to base decisions. .nese objec-
tives have been must consistently achieved where scarce expert resources are

made Lo intevact with on-site paraprofessionals in the rural areas.

Fffective management and feedback is achieved by:

* [bid.
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R . . .

@ Fstahlicning a protscol fer interaction between physicians and

ealth pevaprofessionals,

° Establishing a set time of day, every day, when medical consulta-
tion takes place and by insisting that all paraprofessionals be
present ducing consuitationy®

© Froviding means for reaching consuiting physicians during emer-
gencies cther then may cccur duryng ~chadu’od times;

N Seltie poricdic otainistr vive confeirenie. to ass ess comm anity
e L o Tidere cegoasts for supplies, explain dir-
Selivas ab oo poooe rures, ete:

- Seting proc2duces “or followup on patiente roleased from hospital
care énd/or with cnhronic problers.

A summary of resyite obtained in varir - - aeries and cost-effectivensss

analyses of procrams, overaticunat and oxperimental, is contained in the

gllochog Lx2CUiIve anmar s,

¥ A good el c? on-the-job training occurs during these sessions,



2B DETINED Of SCRIPTION

b}

The aesiga Loghrame plos network of activities -included here coupletely
define tne project.  The exact details await selection of the specific
coewntry to which this proje.t is to Le applied. Thercfore, the cost of

equipinent may be scaowhat high bul is in the range of reality basod on

o

stuties of systems presently in operation. Basic netlwork operations are

explained in Appendix 1 attached to this paper.

The project is conceived in three phases. The first phase (see network)
“tasts about 6 months and is required to do the survey work necessary
to particularize the project for the host country selacted. Once this
is accomplished, specific LogFrames and networks can be developed for
project management and control. The first phase ends with presentation
of a1 plarning documents to the host country and AID for apprdval.
There is onc exception, however. Since the procurement of equipment
will probably be the pacing item, approval to begin procurement action
is sought after the fifth month, two months earlier than for the other
plans, In addition, the network is constructed in such a way as to in-
sure that major decisions are made with key host country personnc!. This
e critical fo avercons a certain amount of fear on the part of poople

apout the use of tochnotogy in what has been traditionaliv a hands-on

<

The lnp.rnﬂn*xrimn Phase alse lasts about 6 months, It basically con-

sists of ciwple modification of “len facilities to accommodate the
radio caqur onty covocurerent, inst -lation and checkout of the eaquipmont;
training of porsennel in the dintoraction protocol via radio and Lo

mate them confertable with the system;  and establishing the maintenance
precedures to routinely check the equipment ond insure emergencies are

promptly cared tor. AL the end of this phase a trial operation to work

cot final operating detalis can begin,

The Operalionai Pheso contists of a one wonth  trial operation during

e P

which Tipe taning of the network is performed,  Hetwork operation should
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2 8/C of 'ele"\'.mniul{on:-me\.{o.ed srtul vs.

3a.Contractor study,

b.Survey of sa=ple pepuletisas
for selected villages, coem
unts wrade to parzprofession-
zonsulting physiciens:
[ In.erv1c~ w/altanding physi-
etanis), physictan's logs;
interview w/physiciang, auciel
recording of encounters;
e.Record: of pareprofessionals
comparisan winsa-racio cortro
cosswnities;
f.%upplites ogs, checx freguen—
¢y of uryent reguests for
ttems from price records w/
current anes, comparisen w/
non-radia comunizies;
g.intervicws w/raraprofesstonal
Interviews w/physiclaas.
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4a.Pre & post tests froa radis

group & contral group, instr-
uctor foterviews;

b.Survey of paraprofessicaels,
tatervtews wichysicisns, mec-
{cal iogs.

5.Fleal report to host country.
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beqin immediately thereafter and last for a year. During this entire .
period data collection and continuing evaluation should be conducted

to adapt the system to the peculiarities of thg host population. Eval-
uation will be in accordance with the Logical Framework "Magnitude of

Gutputs Necessary and Sufficient to Achieve Purpose.”

a



3. PROJECY ANALYSES

'
A (A) TECHNICAL ANALYSIS TNCLUDTNG ENVIRONMENTAL ASSESSMENT

1. APPROPRIATNESS

"Entirely aside from the personal misery and discomfort
suffered by the individual and his family, the loss of.
time from work s a very important factor in the cost
of 111 health, ot only does the worker's illness cut
down the family income, but a sizable part of productive
cepacity s Jos! to society.”

A Study of Health vervices in Quena, Damietta, and
Shubra Al Koma," GOVPPHHUHL of the Arab Rop”b11c of

Lgypl Mimistry of Healt

a.  Reacking the Pural Poor

Goth the LDC Governments' and USAID's goal is to improve the quality

of YTife Tor all citizens. The Foreign Assistance Act requires develop-
ment assictance and projects thal benefit the poorest segments of soc-
iety.  Traditiona) cconomic activity was premised on the assumption that
large-scale projects (such as road building, construction and similar
projects) would most effectively raise the standard of living of all
people by enlarging the economic pie, However, those projects which
support most rapid cconomic development are usually linked with already
productive arcss and thus emphasize value-added to already prosperous
enterprises.  The distribution of benefits to rural populations is at

)

best a "trickle-down” effect and in many developing nations, the poor
are nov worse off relatively and absolutely than a decade or two ago.*
because Lojecommunications provides point-to-point linkage, it provides
practical and cost-effoctive aiternative which can substantially re-
duce tne cosl of providing services to rural and isolated areas and

guavantoe that the rured populaticns are the direct beneficiaries.

B FooAaedoan and G Hovris, "Ceononie Growth & Social Tquity in

Deve lopiey Counto e " Stanford Procs, page 183, 1973,
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b. Ajlovﬁatinqmproblems of the Scarcity of Highly Skilled Professionais

A major stumbling block to the provision of adequate health services

in all developing countries is the lack of highly skilled health prof-
essionals on-site in the rural communities. In the majority of develop-
ing nations this situation is agyrevated by a true shortage and maldis-
tribution ot these scarce resources. Therefere, a substitute must be
provided which fulfilis theee oriteria:

© Substitutes for the physical presence of the physician or
ather Bioaly skilled professional in a timely and consistent
manner,

“ FEatends the health management capabilities of these relatively
sCcarce resvmces Into the rural areas;

Pravides a means for uncrading the capebilities of the para-
professionals whe are providing preventive and primary care

3
in rural commnnibiec,®

Thore o5 adeguate evidence that telecommunications can meet these cri-

teria amd inoa more cost-effective manner than conventional means.

¢.  hdegnate Menaceoent and Feedback

Many woeil-conceived projects have failed because of poor management or

faiied (o ach full poetential because management skills of the host

country were not o pp to the job after technical assistance ended. A1l
tetocosumcations-nediated socidl services include a management proto-
ot bocause of the distance Letween providers and users. This protocol

has yosuy

Cedoan bettor vesovd keeping, improved inventory control, better

r

fodiovaip un pabicnts apa improyed working habits on the part of the

* Tho sbiticy Lo wppode saraprofessionals through adequate radio
Lradnicg amplies theor ababhity to accept more responsibilities.,
Thiz cnuld oovsninioed Lo ovpand their role and effectiveness
in Lhe fuont (oo cann coranicanle diseases, for example, thus
ehirvcnating 1o ar-0 extent the expense of mobile teams and on-
sures that comeene bs an-saate and continually available,



s
paraprofessionals. This occurs basically because all these aspecls come

up in the normal course of patient care and the fact that the remote
practitioners are in daily contact with the supervising physician. This
ability to manager from afar is one of the most attractive features of

the proposed health system. .
d. Alleviating Problems of Cultural and Lanquaqe Differences

Many countries in the developing world are inhabited by numerous cul-
tures each with their cwn set of superstitions and taboos. Invariably
the highly skilled profcssional represents a move "urban" culture and
usually does not speak the language adequately. This combination, in
many instances, has made it difficult, if not impossible, to reach a
iarge portion of the local citizenry, Rural development forums (radio
fovums) and Lhe Alaska Raedio Medical Netwsrk have shown how the use of
ocal natives, or poopic wie have Tived and were accepted by the local
|

populaelions, couid etfectivety work with their comnunities while acting

3

as the Intortace belwecn the distant expert and the village. This ar-
vengenent Jdoes away wilh Tanguage problems and potentially tricky cul-
tural problems.  Jne effect noted was the ego-ennancement of the village
nopyiation engesdered by the fact that one of their people was perform-

ing in a vole traditionally rescrved for cutsiders,

¢ Consideratices of Technology and Maintenance

fo dntevesting to nete that most countries in the world provide at
vast radio coverage Tor their populations. 1t is also interesting to
note that trunsisioriced radios can be found almost anywhere and that TV
sobs and cudie vecorders are not unknown in some of the most rural and
twolated places of the world.  The two regions which pioneered in the
uses of radio for health <orvicoes (Ataska and Australia) have exnerienced
Tittle difficuley Sn this vevard,  The equipment used s commercial, solid-

£

ctate, and has had vears of field trial. The experience in Alaska using
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Motorola Laxi radios showed that on the average one visit per village

per year was roquired for maintenance purposes.  There is less trouble
than expericnced with TV sets. The sporadic use which the radios areo
qiven makes an assumed 10 vear 1ife conservative. Maintenance can be
oorformed routingly by a technician who travels from site to site,
covering each one 2-3 times per year, and of course when an emergency
arises. Maintenarce should not be performed or required of the health
personnel.  Radio procedures have been little more than that required

to turn on and tune in on a broadcast station. Microphones are of a
push-to-talk variety, usually, which means that when the paraprofessional
wishes to speak he presses a lever on the microphone and holds it until
he is finished. Releasing the switch automatically opens up the receiver
for roturn messaqes.

2. ENVIRONMEHTAL TMPLICATIONS

(none )

3(b) :lf_I{j{.f“‘..':{'CL/_ﬁ'ﬂ; fuitlysl /\n‘?\/ PL /\N

1. Financial Rate of Return/Yiability

(not applicabice)

2. Rupuyjpnﬁmﬂgjgo{ﬂﬁg@j1§i§wpfmlmp1ementinqﬁAgencx(ies)

A nuoiber of anaiyses must be performed to gain a picture of costs and
boncfits gained  This project is being submitted bq TAB/ENR and there
T no deatifiod host o country at this Lime--the project is applicable

Lo many L0Cs.  The wotned of anaiysis, thercfore, is Lo calculate
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5,

budgetary dost on the basis o7 a rangs of ¢osts covering the best and
worst situations vhich could Le enceaniorved,  These costs are then
compared with the traditional wethod o3 providing an equivalent or al-
most equivelent service. The dinitial or capital cost and sustaining
costs for the host country are also colouvlated to show the reasonable-
ness of buitding upon and maintaining the system, The system 1s such
that conmunities wuy be sdded dndivicuzily or in groups depending on

the dpvestoenl patice n of the host country.

For purposes of this paper, two situntions are analyzed; the first
involving some 15 communitics including their bordering population
clusters and the second involving 25 comaunities., In each instance,

the average comaunity or village size is assumed to be 750 people and

is serviced by a health center or post manned by 1 or several health
paraprofessionals.  The range of 15-25 communities was chosen as a
reasonable size that experience has shown could be handled by a physi-
cian using the radio retwork approximately 2 hours per day. Emergency
call-up al any other time is also included. Table I presents the situa-
tion where equipment and assnoiated maintenance spares vary over a range
of 2 1/2 - 1. As noted, this is done to cover the range of anticipated
cosls in any nunber of potential host countries. The site costs are

cileatoted per o commntty wheress the consultant institution (hospital

or wmodica’ ceater) puet be allocated acrese the number of villagers
sovvod, AT other droovvant essumptions effecting the cost calculations
are Covarch i Lhe foolnetes atlached to Lhe table. ‘

Apegatoed conte yepreoant Lhe cest oof the hest country of sustaining

iho coyyvoe once inctatbies gs il be the sitvation with the villages

AU cponmora st thie oeaiect, The costs are vory nominal, raiging
froo /00 poy aeraen or veer Dnintoum cost) where 25 villages and low

cuipment cocto gre dnadvea o 094 per person per year (maximum cost)
with 10 vailiages and Hich seniprenl coste.  Initial capitalization for
pew viltooon witl cosl the hoat ceuntry belween $625 and $132% (total

site costn tor high and Tow casen) per village depending on equipment



TABLE 1.

P RSV

CASE 1° CASE I
HEALTH SERVICUS [ — . o]
[,m rent «xmtﬂ Annualired! | Current | Capital | Annvalized!

oo rmrae e PP wacrmiss iararomsmre .

B

Trensceiver < '
5 Coast 400 75 900 140

fransportation 109 300
.rc staitation 25
tocal Transpovtation 50

o LTS S PN P, v aed

575 86 ' . 1275 19

1wl

[
ol S

fand

o

Maintenancs
: Materlaly HQ 50 130 . 120
| Persennel’ 208 208 208 208
} irenspurialion Y 100 160 100

358 : 428

{ Encrgy

! battery 20 . 20 20 20
i Charger 50 8 50 8
i

o [P U P S A,

st R VNI P 5 €A S R G ST DY REET S AT b 1A & s T Ry e - s

Tyranscever 500 75 1200 180
Inssaliarion 300 45 300, 45
PoAudio Focorder ) 300 15 300 a5
boCosuettes 750 750 50 . 750
§ kocal hdm ortati 100 15 100 15

B L - B T T IRy RpENRU S ISER I S o ——— < -

1200 910 1800 1035

t \L( vizin 50 50 120 120
Poersoaned 200 200 200 200
j Trannper Lt | 'l()r) ' 100 160 100

TSP URUS RS SIS SV o
, 350 : 420
Lo nery n 0 0 0 0 0
SRS S S SR
0 0
VU UROY SUDY: SO I, J -

LAl COEy oA 0 oY

Por S1te/Year (]X cilot )i 557 744
Per Capita/Year {70 sites) 0.74 ’ 0.99

EoPer Sitesvear (25 sites) 623 705

CoPer Capital/ifcar (2h sites) 6.70 0.94

U SR ST NP

TABLE 31 FODITLS

P lapital costn are mmmw]wni on a ten ~year ynp]a(cmcnt. basis assuming
a divcouni rate of §9 yrarly,

N

Acsumed the setiore initially ceyves 15 communities including bordering
popatation clairers. Therefore, total population served is assumed to be
11,050 peaple qovervane of 750 people/cosmunity),

TN v tectaroien ds assused. With overhead his yearly cost is
Eoine oveyly conservevive assume 3 routine visits/village/year
Pl e e bvoaa b Lo Ter encreency purposcs.  This is equivalent to
VA eche i ceer e S50 The cost per village is therefors 3208,




costs. !1;re sre no new Hospitai/Center costs until another regien s
established. At such tine, even serving a single village will require
ine additional capital expenditure for the Hospital/Center of between
$1200 and $190G.

Upsrading of commanity-hased paraprofessionals to remain current or

0N
v

=3

orsuant of Ltherr accepting additional responsibilities in the villages
they ccorve, veguives inttielion of a radic correspondence school. The
hospital or Hedical Cenler can act as the focus again, .using courses
doveloped 1n tts own conlinuing, nurses, or medical education training
prograns.  The same telecommunications equipment is used after the nor-
mal working hours. Zourse material mailed to participating paraprofes-
stonals al least a week ahead of the radio c¢lass is studied. The 1-2
howr radio cession each week consists of a review of the highlights by

& Tacuity moember and the remaining time is spent in discussions between
the instructor and tudent--health personncel in the communities as well
as between health porsonned in the villages. The add-on costs of this
service are found in Table 11, In this instance it is assumed that 1
paraprofessional per village "attends" each of the 3 courses presented

in 4 yoar {(tri-secesteor), Since effective classes have been held with
more than 45 participating sites, the only costs which increase with
participation are those concerning instructional materials distributed.
For the same cases of 15 and 75 communities, the costs range from $154

Lo 3170 v oparaprefessional, a very nominal amount. Equivalent learning
might iaka place i1 cach of the paraprofessionals were broughteto the
medical center for o Z-weck antensive course.  However, their services
woule Le 103t to the comrunilics for that period. This could be intoler-
able n situstions where the wtaff only consists of 1 or 2 paraprofession-
ale.  Thiz {4 not o facthe <here radio is used. A correspondence course
involyvine rotred materaats Lo oand from the remote paraprofessionals would

F e e
FOACLT 0L Ls i

too b radio courses but suffer from the inability of

the parapretessienc ™ fo anteract with the instructor and with their
peers. 1L obs anlaccested Uiat TAD/ZENR funds will cover all costs of im-
plementetion ond pramring anid ovaluation s noted in Section 2(B).
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TAGLL

i
{LDIATED F”N LTHUING El EDULCATION

e e, S
S . 15 Sites) | (25 Sites)
CONT {NUTHG [DV”WT WW surrent sapilka ( .
SRR R Current | Capital Annuul1z d Annualized
Instructor? 125 125 75
nstructional Materiale? 180 160 180
Supervision/Cierical? 208 203 208

513 463

e e e e e e e e -

CONTINUGING EDUCATION Cust
Por Site/Year (15 sites) 513
Pov Paraprofessional/
Course (15 sites) 171
Per Site/Year (25 sites) 463
é For raprofessional/
uouth- (25 sites) 154

Assuriing an instructor
15,000/ year.  Assuming
the nurse's Lime approe.
6 oine prp;Arut
hoer Lime

(75),

< Rssuming

N~

O,

is doevoted to

pavaprofe

aind cle
Pndividaod

ive
Y

Administral
an equivaio

$e08.

paper

nurse earns $6000/yecar,

3 courses/vear or |
imately ¢ hours/veek

corvection Lime, otce,

radio school--$125/village (15

Poearning $5000/7 year.

pe

Tor radio time,

her burdened worth is

r semester, this involves
To cover
it is assumed that 1/8

) or $75/village

¢

soional/site/course and $60/course in materials

rical support assumed to vequire 1/4 time of

~

Cust per conmunity is




-25.

4

3. Financial Plan/Budget Tables

The project is a total TAB/EHR supported one (Table II1). It is not
anticipated thal additional funds wilt be needed. However, the host
country must provide the health personnel required to function within

the system. These will be personnel already on the job. There is no

need for special or additiconal personnel. It is anticipated that 8-10
health conters/posts and a University Hospital or Medical Center will
constitute the facilities involved. Therefore, during the Phase I11
Operational, the equivalent of 8-10 paraprofessionals (one per health
center/post) will interact for approximately % hours/day, preferably

6 days/weeik. These hours will occur during the normal working schedule
and will be in line with their regular duties. If the continuing ed-
ucation program is uindertaken, the paraprofessionals will be enrolled
in classes (0 course per semester for 3 semesters). This will entail
1-2 haurs of radio inleraction per week with a member of the faculty of
the fnstilution presenting the courses. Tt is anticipated that the
coursework witl be from the already existing curriculum at the parti-
cipating institution. It will require that an instructor be assigned
to this course. Since this is additional training, radio interaction
will normally be conducted after the normal paraprofessional's working
hours, This discussion pertains to item 10 or Table 11 (as required).

Guring the ourse of conducting the survey of item 1, Table "I1I, the
contiactmr shoutd have access and cooperation from health offieials,
physicians of the hospitals/medical center plus sometime with paraprof-
esaionals.  This chould not exceed the equivalent of 2 manweeks of their
time oyer a pociod of about 3 months. Similarly, in the survey to
deternine «hal saubjects can most profitably be taught to paraprofessionals
Lo upgrade thenr capsbitities (item 2), cooperation from faculty will

bo dosirabie Lo chooos subijects and specific courcoware.

Ttem 3, worwsiop, dc toe dnitial introduction of participating health

profescinonal to the radbe-ncdiated health syster, It is a period of
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familiarization, determination of specific aoals and cutcomes desired.

[t is a period when all questions are resolved and the people meet those
with whom they will be working for at Teast a year. The 12 manweeks
noted constitute paraprefessionals, physicians and administrators meeting

for a maximum of 1 weock. '

One of the virtues of a radio-mediated health systea is the management
control which can be exercised by the physician-manager over his remote
pmraprofassionals. This is reinforced in the daily interaction. Es-
tablishing the a1tk and management protocols (itew 1) will require the

cooperation of Lhe physicianis) who will be managing the interaction.

Ttom 5 will actually invelve simulation of radio interaction between
the paraprofe.sionals and the consulting physician(s). Procedures will

he worked out and modi{icetions in reporting finalized.

Upon selection of the health centors/posts, o survey will be made to
dotaraine whiot andifiosliens will be necescary to house the radio equip-
woent Cioom Go. 1t ds anticipated that this will be minor in all in-
stances oxcont e hosatai/Sredizal center where the radio-room may be

Tocated in the buidtdiye owey from dirvect arcess to the outside. A

Tocal contvactor cnogld be emploved to de the actual modifications.

Under item 7, instailaticn of the radio equipment will probably be per-
formed by a lecal contracior. Maintenance will also be perfor&ed by a
Tocal full-tive technician (item ). Although in an operational confi-
quration, a full-time techpician would not be necessary. for this project

ot
1t 1% best to be overiy conservative,

Fvalustion (itom 9) i one of the most impertant tasks of this project.
Evaluation will Lo porformed continuously from the start of the trial
ovoration,  Vhe fendhack Lhus cbtained will be used to modify procedures
in order Lo tatior the cysten for the specific host country.  During

Paacc P, pnaonvaaboan shouh

aathered by pariprofessionals and
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Yas well as contractor personnel. It is estimated that the

physicians
equivalent of 1 manweck over the course of the operational year will be °
spent by cach participant in collecting data, answering surveys and

questionnaires, etc.

Table 1V velates inputs of ALY and the host country to the five outputs
stated in the Logical Framowork. The majority of funds support implemen-
tation of the health nelwork, the backbone of the project, Host

country manpower iy oniy detailed for Phases I and Il and the evaluation
iten of Phase TTU because Lhis time will be over and above normal duties
perforinzd by the heaith and teaching personnel. Although the total is

Pisthed as 40 manwelks, ne one individual will contribute more than 3
veeks including che © oweeks consumed in workshops and training,

. Sumary Option
Pased on {he analysis of section 2, TAB/EHR is confident that the
cLticates prosenied are realistic. In the Tight of the benefits to

be achieyved compared with conventional methods of providing the same
services, it is apprepriate to preceed with this project. The cost of
sustaining operation after the completion of AID support as well as

the cost of initin] capitalization for expansion should make the

system very atiractive to interested host countries (Table I and section
3(5)2).

L4

{c)  SOLTAL ANALYGTS

(hot appropriate)
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(d) ECONOMIC ANALYSTS

The outputs of this project are not marketable items. It is not pos-
<ible to vatue the bensfits an monetary terms since the specific coun-
try of appiication nas not yet been specified. Therefore, this sec-
tion addresses the cost-oifectiveness of the proposed telecommunications

-

approach.
In-coction ()2 an analysis of the cost of a telecommunications-
modiated hecalth systen was vresented.  The result for the example as-
sumed showed that the per capita cost/year varied from 70¢ to 99¢
depending on the number of communities involved in the system. To
provide equivalent services by non-telecommunications means would
entail frequent visits by physicians to cach of the health centers
and/or posts.  This comes about because in the radio network the
physicion 14 available ior consultation two hours per day, everyday,
i.e., 12 hours per week or 48-50 hours/month, plus he is available for
ernerqencies any time day or night. Exactly comparable service is
impossible e.cept to have a physician on-site at all times. This

is not practical and would he exorbitant even if possible. It is
necessary tu consider some form of mobile physician who periodically
vizits each community for several days. To be conservative, and bias
the results against telecommunications, it is assumed that the radio
service can be duplicated by a physician visit of 2 days/month to each
village served. The economies of such a system results in the” tabu-

Tation shown in Table V.,

It will Lo noted that physician salary is included here where it was
not in calonlating Tabie T, The reason is that in the radio case con-
suleation could be hanaled by a team of physicians, each handling a
roiel of 2 hours/day.  These physicians are available to their normal
constituency 4! all tires.  The mobile physician must be a new individ-

oY whose only Jeb e that of working in the villages. No such pos-

vl

Thionls ) exints at his Uime and su must be considered a cost of the
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Table V

— { I

CROVIDED, BY_MORILE DOCTOR(S),

furrent

(15 sites)

LA)1L 1 Annualized

IO 50,000 50,000
TERY: 6,000 900

400
600
viyer{a)d ’ 5,000

400
600

5,000

Current

(25 sites)
Capital

o~ ey

Annua]izeq

R e

100,000

800
1,200

10,000

12,000

100,000
1,800
800
1,200
10,000

i [\\"Z i

For oailve/Year

Per Capita/Year

56,3900
37.67
5.02

113,800
45,52
6.07

s s e

plivsroiaens are reguired Lo
Ansune vohicles

st S0 ﬂUO and
corcanications o )

9

. f e
Sofnaume a driver mebes 82,60
Lot

[VRe]

are vequired with the

P‘»H’ln\, G ’((,': ).g'_',

25 vitlages.

a physician salary of 520,000/year and burdened equals $50,000/year.
cover

Two

are annualized under the same rules as the tele-

and

e case.

burdened costs $5,000/ycar.,

Two drivers



N Yo

2
mobile system. 1t should also be noted that emergency services are

not e feature of this more conventional approach.

The effectivity ratio of the telecommunications-mediated health system

can now be calculated:

Cost of Telocommunications System . 0.99 . 446
Cost of Mobile Sy<tem 6.07 )
This the teleconmenications approach is approximately 1/6 the cost of

ils competitor systom,

rrovidieg continuing educacion for the paraprofessionals other than via
radio would entail bringing them to a central location for about 6
woeks/vear (3 courses).  Assuming they would be integrated in with
others tabing these courses, we can dispense with the instructor and
supervision/clorical costs noted in Table I1. Instructional mater-
tals costs would sti11 be valid. The economies of this situation

would appear as presentod in Table VI below:

TABLE VI
CONTIIIES EPUCATION COSTS (TH CLASSROOM)

Current { Capital | Annualized

é Daeaprofc oional! 400 400
57rﬁV“3 72h 25

H

P Per Bien” 0 0
LInsruet ana ] Baterind e 60 60
R o -
[ OST PEE CROE TN 485

{ . - T e T e e T ——— - L1 by S oyt G e s A Ak 4 4D A

Ascume ho narprovessions1'e basic salary is $4000/year & he or she
ONly Lines Locourse ds opposed te the 3 assumed for Table .

YN . . . . . T N ETSY
Cfsname oo charge for por odiem,

3 Same as o an Jable L.
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The salary of the paraprofessional must be a consideration in this in-
stonce becouse he or she is no longer available to serve the communicy.
There is a cost associated either with replacement or loss of these
services.

Under these very simplistic assumptions, the effectivity ratio of the

telecomunications-mediated continuing education system is:

Cost of Velecommunications System 171

oy S s 0.35
Classreonm Teaching 485

Sl e
Lost o

The cost/paraprofessional is independent of the number of communitics
covered an the classveoom system, Note, however, that the telecommnun-
Tcations-madialed system i¢ insensitive to number of villages servéd.
Therefore, 0,30 is a minimum effectivity ratio--it can only get beiter

-

with increased service.

The analysiz makes it cbvious that when dealing with dispersed populo-

tion groups, telecommunications provides more cost-effective service

than any olher means.

4. IMRLIMENTATION ARRANGEMINTS

(a) ABALYSIS OF THE RECIPIENT'S & ATD'S ADMINISTRATIVE ARRANGEMENTS

V. Recipient

this seation conent be completed at this time since the host country

A Ty o N
1S nobL o aetoysaned,

Al

L o
Lnot apnraperaie)



(b)

=~

IMPLEMENTATION PLAN

A detailed network of events was prepared and presented in sec-
tion 2(b) "Detailed Description” and is reproduced and included
here. This nelwork contains many milestones of interest to on-
site manscenent and net recessarily to AID mavagers.  Therefore
a Project Perforuance Network is presented. It contains miie-
stone cvents represepting the summation of site milestones and
which can be used by AID management to measure progress and ex-
ponditure.  Along with the simplified network are a listing of
the Critical Pevfovmance Indicators (CPIs). For a more in-depth
understanding of the relationship of the CPls to the overall
project, comnare dates on the Project Performance Network against
those cn the detailed network., Dollar amounts may be better
understood by reiserring Lo Table IV "Costing of Project Outputs/

Inputs” in conjunction with the detailed netwerk.

Logistic support entails the delivery of medical supplies to
health centors/health posts, transpertation of patients from rural
communitics to the hospital and the delivery of educational mater-
ials to the paraprofessionals participating in the continuing ed-
ucation program. ixcept for the last item, all others will use
the existing structure. The benefits expected from the super-
position of tho telecommunication system on the existing one is
belter controi of inventory and more timely arrival of medical
supplies so that inventories are maintained at adequate pre-
detemmined levels.  Continuing cducation material will be deliver-
gﬂ by mail sufficiontiy in advance to allow for the local mail

situating,

Matalonance wparoc Tev the yvear of operational experimentation
(Phene Ty will be achased and are inciuaed in the funds re-
guestea, 4 technician will e hirved by the system contractor and

his Leaved Lo the villaces psid for from contractual funds.
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:
Tt s planned to let one or possible two prime contracts. These

are:  {a) a system contractor rvesponsible for implementation and

management of the health system. ond (b) an evaluation contractor.

FUnDIRG AGLEHT BID TYPL CONTRACTOR

AL Competitive Health system con-
tractor (HSC)

At Competitive Evaluation

fisC Competitive Equipment

TR Hon-competitive Facilities modifica-
tion (local)

HSC Non-competitive Maintenance (local)

It is possibic that a single contract wiil be let should the con-
tractor have expevience in design, development, and management of
radio-modiated systams as well as proven expeiience in evaluation
mothodology.  Under the system contract it is anticipated that
soveral subcontracts will be let: (a) equipment, (b) survey and
modi fication of health facilities {where necessary) to accept

the radio oquipment, {(¢) maintenance. It is expected that the
Tant two contracts will be let with local contractors. In sum-

Mnary

Particular care is taken to ensure that the participants from

the host country arve fully aware and take part in major decisions.
The following table {(Table VII) Tists the points at which health
profeccionals ond hoot country officials are informed and/or con-
§u1iod to help din the docision precess.  In addition, written re-

ports will be osubmitted yusvterly,

A big plus for the telecorsunications system is that the management
and feedback rochanisms are incorporated into the operating proto-
cols,  In other words, the nanaging physician being in daily con-

tack wilh the vesote paranvofessionals routinely receives feedback



' EVENTS 0TI g::f,\o.'zm NATTON FOR
DLEISION FAV LG & ILFORMATIOH SHARING

- - a - L c et Rt mabS mvweam e .
HITH 0L LodiiRY PART é@ 1 NN s
VINT Time After
T Arrzva] On Jwi

L ocountry officials
2. 5clection of physieian(s) and hospital for health system
menegement coordinated

iHealih centers/posts chosen Lo participate coordinated
with managing physician(s)

i.50lection of continuing education faculty members and
pacticipating institutions ceordinated

Sointroductory worksnop for all participants

o.Continuing education softwire selected with faculty
member and managing physician(s)

.

Foedio health protocol developed with managing physician(s)
BoA0Y plans for boadth/cducation systom submiticd to host
rountyy for review and approval

iraining plan
Lh.l calion b
cuipment aoanien

M 0(13,(2"-.”7",;,' [T

ot el openth Ueia o cnevation of actvork reviewed and

COVYYSYONS aan

[FEWEN

health/

Couaarterly royies of oavseryuental ooeration of

Tiobcaluction voport sabmitvted and veviewed

lweek-Tnonth
2-3month
3.5month

3.5month

dmonth

4.5mbnth

6month

-7month

i2-13month

d

15, 18, 21, 24
month

26~27 month
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t
on paraprofessional performance, patients, inventory levels,
ete. He is continuallv evaluating performance and taking cor-
rective action. This, of course, points up the second virtue
of such a svstem--the host country personnel are the management.
A11 particivants are learning and correcting on a daily basis.
The contraclor is overseeing and recommending (more of a staff
function) ralher Lhan being a line manager. At the end of the
operational period, the entire staff of participants is trained

nd can manage without the help of consultants.

(¢} LYALLATION ARRTGUMERTS

his seciion cannot be explicitly defined at this time because the
hoot counley 35 pot identified.  However, one point is worth men-
Cionicg cnor aorin--the feedback required for evaluation is to a targe
exblonl Dt into the newwork protocol.  The present concept is to
ovaluct . wvater pecformance, in health delivery for example, by using
conlred viiiagqes ot weil as participating communities.  Thus, if base-
Tine date 1% available about the participating communities prior to
spelaliation of the vadio sysiom, it will be compared with the situa-
Sien su cocdinn instollation.  Laperience has shown, however, that the
nrior inforpation i ususlly lacking or at least lacking in certain

spocific cvaiuation areas, herefore, maximum reliance for evaluation

r]
puroo.os Witl be on deta gathered from the control and participating

ERREYITE
AN SR SN AR

Yo VT a e how L nanacemwent protocol includes much of the data
nocessary foroevaluation, Tabhle YIIT has been constructed sho1ing the
tvpes of inforgation which would be necessary to evaluate effactiveness
ard efficioncy.  MNote the nusbor of times redio logs and/or transcripts
of encountors canter iute Lthe column on where data is obtained. The

same portains Lo conbinuing education,
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; Table VITI
TYPICAL

OF DATA

YALUATION ELEMENTS

Tumpnt

LM% T ) SR ISRE ST

[_ (1‘]“\.1{‘1(}"

ERRTSRLGRITE TS OIS X5 SR RO

Source of Data

chor of medical

paraprofessional and pre-

ented Lo physician

3 hdministrative metters exchanged (ovdering

sl

A 14 Ay -
G, U
wed Lo

iy

L,J

wplics, drugs, etc.)

ergencies (number. 4 handled in villages, #

hospital)

~ {7

sionai-physician consul-

PR N -
HA(‘ )WL SN {‘.J‘\\"(Jl‘..

tations fuseful for decermining types of drugs

and wmedicines most useful,

LoUabionte seen dueing contultation (7

onsel of epidemic,
cosing centivuing education courses, ete.)

of cases
400, W 0F aguoaroud i commnuinity)

Tohiaonoses {diagnosis (ut“"lr1e and
QUouTence )

5

of

wow A

wwerily (JeYority -

. . ER- EY PRI
Cases roaueyay

oepletity rating versus %

aLo oroconfirnation of peraprofessional

senocpeent plan

vt of consultation on oublcome

q

Tovte on hespsitatization vates:

Admissions {radio versus non-radio villages)
Average tonnth o of hospital stay (radio ver-
Sin noneradio viliages)

Radio logs

Radio~1ogs, paraprofes-
sional .records

5, spot record-

Radio 1ogs
cks

ing che

Radio logs, paraprofes-
sional records, hospital
records

Radio logs, question-
aires

Radio logs, baseline

data

Radio logs, paraprofes-
sional records

Radic logs, physician
records

Radio logs, interviews,
questionnaires

. e , .
Questionnaires, inter-

views

Radio logs, hospital
records
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leved of Lﬁnining of the on-site health provider. Although a field hos-
nital® iy chown an this dragram, the existence of this intermediary is
nob conoalia) {cotiod e arourd the b]ock) to the functioning of the
radio notwaric The Tuaction of the physiciaen at the field hospital can
be perforued at the fedical Center.  The center of excellence having

the voguived specialty knowicdge is key to implementation. Field hospi-
tals may be dmpo tant to other aspects of care, especially -where large

arcas ave involvod,

The vy norvice provided s consultation. Most effective results
Aare oblainsd A the on-site providers are required to be present for

a specificd period cach day during which they can listen to the cases
being dincucsed an et communitics. It also permits high quality super-
wiston, adhieve Uhe consulting physician explains the recasons for the
troationt.  These arve effective ways of providing on-the-job training.
Sume dntoraction Letveen on-site providers may take place, e.g.,

shoudd sesone fror another village have an accident and it is desired

to gol sore medical Wistory, or 1f a family is moving.

Conaullotion resmding site cases with specialists at the Medical Center

Vobe Gefu to ibe discretion of the managing field physician. This

50U
i oacoonod practice tyoall heaith professionals.  Requiring specialists
o be present during o311 consultations would take them away from their
regulor work and Leag Lo make physicians feel uncomfortable because some-

. A N 3 ) e U [}
onz is "loeking over (heir shoulder,

The obility of on-cite providers Lo reach the physician in the event of
an ey croy in depoytants In sore dinstances the provider may be suf-
ficientty coonotont Lo handle Uhe situation until the scheduled con-
sultatron perind,  Fowever, the 1ess trained the individual, the more
urgont Lhe noﬁﬁ co Lk eight awey. The energency alarm may be placed

at o the nuvses' stalion at the hespital because someonce is usually present.

e o ol the ter liedd hoopital™ de moant to dmply only that it is
Geeden e e s bo gl yepresonty the Greatest copprelence iy

4
. ! R LI . N P . o (PR Yo s by oy . .
R O R oo o opaneac s b o g puaher of sttes.



Fortal lectyres on irportant topics can be instituted over the same
peluworh,  3his can be presented by the fieYd physician, by any of the
consuiling specialists or by other persons and could be part of a planned
program Lo upqrade the competence of site personnet. The Tink repre-
scenting this funciion is shown dotted in the case of the nurse. Since
nurses are usually the most highly trained of the village providers,

most Yectures will be for the others,

Continuity of care of patients released from the hospital is another re-
commended function.  This consists of notifving the appropriate site pro-
vider about patients Lo be returned to the community. By looking in

en the pationt, the site provider can keep the doctor informed of his
progross. At the first signs of trouble, consultation is held and this

1o followed by a veturn Lo the hospital if necessary. The ATS-1 Alaska

I

Cpxpovience hee shown that patients in radio villages are retwrned to the

villane and productive wark earlier than patients from non-radio villages.

Admininteo v maiters <hogtd b discussed periodically. rormalizing the
Srovonlory iy o s ile s lies discussing obloems f acedureos tc
PLYORLOrY iy D L el .,-1}\)..‘.4, \.41.-_[1“.)1!\.] propiems o pr\,(‘,(_(ﬂ...rt.‘), eLc.,
mabe Tor e ooooitho wroration, This s especially dmportant in regions
vhore travanoctation io di77icult or oxpensive.  The ability to schedule
seoply fripe, for exa.nla, te cover mapy sites onoa single outing, is
peh sore oot effective than having to respond to individual requests

L)

from sitos,
a

Ueinn the vedio for paticnt-family communication during prolonged ab-

enen fron the comnunity isoan excellent mordle builder. This is es-

(ociatiy mportent to eiderly persons who have spent 1ittle time avay

fron thoir vitlages.,  The reduction of tension could help speed recovery.

Trannpertalion for paticnl care or supplies can be provided from a cen-

fral acitity or from vecilities Jocated throughout the region.,  Requests

for Lravoportation ohoudd be under the control of Lhe managing physicians

A{{he Tietd houniiads or Nodical Conter if there are po field hospitals).
\ N earmirea



In order to' ensure that full service is provided to all people, periodic

contact betwoen ficid hospitals to track migrating porsons or groups is
recommendod.  Records can be transferred and the {ield physician can no-
{ify the sites where these neople are going. The on-site provider is then
awarc of the new people and they are included in the system., No one s
"tosl" Lo the system.

In addition to providing services for the on-site providers, it is recom-
mended that field physicians be encouraged to consult with specialists

at ihe Medical Center.  Such consultation has been shown to be beneficial
20 pationts vesulting in reductien of disability in some instances., This
fo cspocially fmomrtant wicre hospitals cannot be staffed by a full com-
plement of specictists. Field physicians backed up by specialists over
the radio oo provide @ greater span of © e thus reducing the impact

on the cosmunities of U physician shortage.



APPENDTX TT

A ralt of thie paper was circulated to several USAID's, USAID/Kinshase

gav the possibility that *his a2 ivity might support PVO's or the GO

by cavreing on'on program of health delivery services In recently ident.fied
“health wones”.  CCATYMoncovia 1hoagn® the gtudy timely considering the

oW emphasis beine vlaced eqorursl activities,  USATID/Jakarta and

<y

. /' N N L .
AT Y o te bave et coprego

cnsiderable interest in dmplementing

s project, Further discussicne with them avaits the outcome of the

“H)



