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ISSUES IM HEARLTH SBCTOR BEVALURTION

INTRODUCTION

#

Neither the Agency's Policy faper on Health Assisiance .| nor zihe Health
Sector Strategy Statement [2] ex.licitly require evaluation at the policy,
program, or project level. The Foirelgn Assistance Act, however. mandates thar
AID not only define ils opje~tives, but that {t develop "quantitative
indicators of progress” and consider "aliernative means for accomplishing
these objective ”; this requirement for evaluation has Leen underscorad by &

directive form the Office of Management and Budgetr [3].

road Agency policy is promulgated in an Evaluation Handbook (4], currently
under revision. The Handbook discusses some of the philosophical issues of
evaluation and some of the methodology, and outiines the “.sic AID evaluation
process. Asia/NE and Africa Bureaus, however, spzll cut thel” own current
policy in their own documenrts.

A/NE, in addition to providing detailed information on its methods for
ensuring that evaluations are appropriately planned, implemented, and reviewed
in its projects, also places an emphasis on the need to evaluate at the
program level:; to use evaluations to develop lessons learned for ﬁmtuma
programmimg; to involve the host government in the planning, implementarion,
review process; and to promote a dialogue on poliicy with the host government

(sl.

africa Bureau, though not providing methodological guidance, does lndlcare
that it is parrticularly interested in evaluations that develop information
{lessons learned} for input to programming decisions {(into wnich category they
put umpact evliuations), and those that investigate similar projects or
programs across countries to draw conclusions about the value of continuing
AID investment in those areas. The Bureau indicartad thac for FY83 commedity
import programs and farming systems research would De the focus of these

“generic” evaluations [6].

The purpose of thic paper is not to add to an already considerable wolume of

"mow to do Lt documents on evaluation in general or even in the health
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sector. In this paper we want to help the Agency determine what the specific
focus of its impact evaluation agenda ought TG De over Lhe next yeac, and re
suggest for consideration by the AID health and svaluation communinies a
methodology almed atr producing better information for policymaking and

programming.

I. Purpose and Nature of Evaluation

gvaluation may be defined as the act of comparing an actual state with some
standard of what is desired. Although its temporal focus is therefocz
basically contemnorary or retrospective, its purpose is very much
decision-oriented. Figure 1, which shows the role of evaluation activities in

the larger context of program development, illustrates this point.

Figqure 1. The Role of Bvajiuation in Policy and Progqram Development

POLICY
PROGRAM/PROJECT) / SUMMATIVE

PLANNING ‘IMPLEMENTATION "\ (EVALUATION /

Policy decisions precede and drive programming. within a policy framework,
programs are planned and implemented. Evaluation is performed during the
implementation phase and the information produced is used to refine ongoing
activities. Bvaluation is performed late in the implementation phase or
following it and this informetion is fed into ongoing or future policy
determination. Thus, evaluation is an activiry whose purpose is not simp'y a
matter of "grading" performance, but rather to generate information for

action.

BEvaluations may be designed to serve several different purposes within this

context. ®ach has a particular audlence.

One purpose is project or program monitoring. Those responsiblie for

operations aeed to know if the various activities that comprise a project or



program are proceeding on schredule, in the the right quantity, wiznhin budger ,
within resource limitetions, and with appropriate levels of outputs~-ipn Suim,
whether there is conformity witn design. In an imeunizartion program, for
example, program operators nesed to verify that vaccines and ancillavy necdware
are arriving at central and peripheral points on schedule, that staft are
being trained and deployed on schedule, that the cold ™Main is being
maintained, that vaccines are being admininterwd to targezed childrem, and

that titers are reaching expected levels.

Program designers, on the ccher hand, need to know Lf the project or program
is having the expected impact. Their needs go beyond a devermination of
ourputs, to a knowledge of the near- and mid-term etfects of rhose outpuls on
the intended beneflclaries of the program. They need toc know, for example,
not orly that antibody :t‘ters are reaching sxpected levels, but alsc that
morbidity rates are actually declining. Moreover, they need to know if the
programmatic approach being taken is the most effective and/or efficient one
possible: is the present village-based campaign more cost-effective than an
alternative approach in which mothers would bring children to vaccination

centers?

Policymake s, operating a: a decisionmaking level above that of program
planners, require informatior to make rational choices between programs and
across programs within the sector. Policymakers must decide how to distribute
resources between competing programs that have che sane broad goals. CRT
versus EPI, for example. 1In this case, impact evaluations must provide
comparable data on cost-effectiveness for ccmparative analysis. Across
programs, decicionmakers need information to help them decide what an
appropriate divicion of labor is between comrunity heal:zh workers and more
highly trained workers. .o do this, they need data on the effectiveness of

each kind of wcrker i+ specific sertings and over a given sat of tasks.

An audit is yetr another type of evaluation. It usually focuses on
administrativ. aspects of a project or program and is intended to verify
compiiance with policy guidelines for handling {unds and commodities, and with

other managerial practices and legal requiremencs.

A taxonomy of evaluation has gained acceptance that incliudes definitions of



various kinds cf evaluatlons and evaluations periormed for the diffarsny
iz

purposes l1ust named {7-L1]. Por purposes of this paper, the LmporLant one

that called summative evaluation.

A summative evaluation aims at producing data required to assess the degiee (o
which a program or project acnleved its stated objectives, what operatlonal
factors were key to this success or lack of 1, what exogencus factors played
significant roles, and whether the delivery strategies employed were
necessarily the most effective and/or efficien. cnes that might hav- been
employed. The express purpose of a summative evaluation is to dewvelop
information to be used in planning future programs and in policy decisions.
For example, a summative evaluation may be designed tc develop data to compare
the relative etfectiveness of sevieral different service delivery modes almed
at increasing the effective use of ORT: one, having mothers come tc the health
center to receive a supply of ccmmercial ORS each time a child deveiops
diarrhea; two, having morhers maintain a stock of commercial ORS at home; or
three, having the mother start treatment with home-yrepared salts and come O
the health ¢ .ter for ORS if the child doesn't improve. If resulns from
enough projecis are assessed, a pattern may be discovered that makes

r.olicy for future programming.

N

decisionmakers confident enough to prescribe a
Moreover, since summative evaluation concerns itself with nun-cperational
factors as well as those directly related to implementation of activities, the
environment of the service system also is considered. This provides an
opportunity to discover protlems deriving from the influence of othar parts of
the health service system, including existing policy, and even froam sectors
other than health. For example, it may be discovered that proxzimity and
transportation are the key determinants of which of the three service delivery
strategies «#ill be most effective. Summative evaluaticn might also reveal
that an existing policy aimed at recovering some of the cost of providing
health service is contributing t- significant under-utilization of ORT, even;
though it is working well overall; this kind of informarion would be used by
policymakers in future deliberations of how, 1o charge for healr®™ service.

Most AID impact evaluations are what evalu@:ors wou ld label summative

evaluations.

There are two approaches o evaluaring lmpact: the goal-attainment mcdel and

the systems model. The geoal-attainment model fccuses entirely on measuring
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how well a praject or program reached pre-determined

;
3
¥

S0 VEery Qi’ﬂC‘LSﬁiyﬂ ofren by experimental or wgﬂgi axpa rimental merloeds
concentration on quantitarive comparison of achieved levels with pre-ger T i
ofren precludes development of {nformation that suggests why Inese levels wers
achieved: this approach therefore may not be very useful for ilaplementing

findings.

By contrast, the sysilem model places tne project in LIS, larger conrext
(political, soclal, Jemographic) and asks, what was achieved under the
exlsting circumstances [12]. Moreover, since the system model is very much
concerned with the organization cf the system that is required to achisve the
specified objectives, Lt also places considerable emphasis on internal
linkages between syrtem components; the sfifc<civeness of ~hese linkages have a
strong effect on what the system accompiishes and how efficiently it does ir.
Finally. this approach also takes into account the possibility--really. the
propability--that the systesm under investigation operates to satisiy amulriple
goals simultaneocusly. A primary health care system, for example, may have the
simultaneous objectives of maximizing coverage while at the szme time
minimizing goverrmental ocutlay for health care. Goal-attainment ﬂwa&mmtimm
might simply say that one objective was partially achieved, while the other
was not. The systems model would look at achievement, but would also trv to
explain the interplay between these objectives [13;. Thus, the systems model
or evaluation 1s & much closer approximation of the real world and is more
iikely to generate information that can be applied to modifying policies and
planning naw programs. 7This model will Pe the basis for the methodowogy we

propose be used in the upcoming series ¢f CDIE impact e»al&a:mana.
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Before proceeding, it is important to understand the view of impact zhat will
be taken for the balance of this paper. In the description of impact
evaiuarion, w2 ncoted that lmpact could relate eilhic o direct changes in

healith status measures or to factors that are thought o Facilirate such
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changes. This is particularly relevant in the areas of polizy

yoten development. The model on the next page !llustrates zhis gpoint.

u



T

Flow of Elfects from Donor Assistance to gm§tgg:ﬁwaaith Bratus

’
f’””wmmmm““xx\ f
( HOST countrY )

\, PoLICiEs [/
s | ,
(SERVICE SYSTEM o HEALTA
/K//;&fffscrzvaa553‘ ] __STATUS |
. . ¢

" //,,/
HOST COUNTRY ? HYSICAL, ﬁmﬂfgfhx

INFRASTRUCTURE) q ECGNGHIC & aza%ma%k

EVELOPMENT
AID does not provide health sarvices to host country ?eguzﬁtimms directly, our
rather by working with government and private entities to improve thelr
capacities to provide service. 1In determining impact, th¢ uitimate measure is
~#hat happens at the end of the system in terms of such diect definers of
health status as reduced disease-specific mor:alicy and m}zbidiﬁy rates,
deaths averted, and disability-days save:i. Aiihcugh in tée long run it is the
inteniicn of every assistance activity to contribute to tﬁeﬁa outcomes at the
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level of the service recipient, rhose activities that efﬁecn change early in
the system also impa . eventually on the service recigi&%t. Thus, it is
reasonable to include changes that positively affect hos: country pelicies or
Laprove service delive:y in a broader éefiﬂit@o& of impa&t. This aporoach,
however, snould not be seen ag lessening the desi:abi{it% of trying to obtain
the more dire-t impact measures in eachn case as well. % simply recognizes
that an assistance activity may be successful in its owr right if it can only
be chown that tlv ummediate effect was in changing policy or .mprowing

infrastructure,

If. GBvaluation Approaches and Experiences of Other Organizations

Evaluation documents from ceveral other development grcouss or organizations

were examined. In some cases, staff of the organizaticys zlsoc were

interviewed.



united Nations Pund for Population Activities

The Bvaluation Branch of UNFPA carries out "in-depth” evaluations (equivalent
to AID's ilmpact evaiuation) at three levels: the individual project, an entire
program, and comparative evaluations to analyze different projects in the same
substantive area [14]. The guidelines call for an assessment of the degree to
which planned inputs were used, activities carried out, and output and cost
targets met. ‘There is also an assessment of “"impect”, defined as positive
change in immediate and longer-term objectives. UNFPA uses a form of the
logical framework in designing projects, and relies heavily on this "project

document matrix” to direct subsequent evaluations.

Although no comparative evaluations have yet been undertaken, when they are
their focus will be on identify’ng different strategies for improving the
effectiveness and efficiency of projects in the area of concern, and tc help
build up "knowledg. for policy guidelines”. Comparative evaluations are
expected in the areas of community-based delivery systems, training of

paraprofessionals, and information systems.

Wor.d Bank

The obiectives of World Bank evaluations are "to describe and analyze the
state of the project at, or shortly aftar, its completion, to compare the
costs and currently expected benefits with those expected™ when the project
was designed, and "to draw lessons from experience and to disseminate them
witi:in the country” [15]. The instrument used to guide the evaluation
methodology is the Project Completion Report, which has detailed sections
directing evaluators' attention to a retrospective determination of the
televance of the project to the national situation, adequacy of design,
operational performance, and achievement of oblectives. As might be expected,
there is heavy emphasis on economic analysis. (There is also an interesting
section on politico-legal aspects of evaluaticen that refliects the concern of
an organization that is in the position of evaluating its patrons.) The Bank
says it has found that these evaluations "normally take from 5 to IS

professional staff manweeks depending on the sector and project”.

According to Bank staff, evaluations so far have been oriented toward



individual projects, although there has been some discussion of comparative
analyses aimed at clarifying larger issues such as sustainablility, instirution
building, and project design with more realistic objectives. The Bank only
began lending in the health sector in 1980 and no health project has matured
sufficiently %o receive an impact evaluation. One nutrition project has been
evaluated (in Brazil). The Project Completion Report for this project did
discuss lessons learned for both sector programming and the Bank's own
approach tc working with its borrowers (they were too intrusive).

Headquarters Bank staff indicated that there is a growing conviction that the
Bank has concentrated too much on financing “bricks and mortar” and not enough

on human resources development.

wHO/Control of Diarrheal Diseases Program

a its manual for planning and evaluating national CDD programs, CDD
recommends 2 comprehensive program review at both the national and regiocnal
levels [16]. (No guidance could be found with respect to the frequency of
these reviews.) A separate publication on guidelines utilizes a systems
approach which seeks to account for the s2ifects of interactions between
different levels cf the system, the flow of inputs and the chain of
activities, and the impact of external factors such as national policies [17].
Recause the program is expected to maintain updated information on operations,
comprehensive program reviews are expected to take only two to three weeks.

It is suggested, however, that data on morbidity and mortality be collected as
a separate activity before the comprehensive program review begins. To help
transfer information across national programs, CDD recommends that evaluation

teams contain professional staff from neighboring countries.

Comparing a number of national program reviews, CDD has noted several common
problems: insufficient clinical training of health workers in ORT, lack of
supervision and monitoring cf lower level staff, and dalays in develcping a

strateqy for promotion of home-based ORT [18].

Using a method similar to that of the CLD program, CDDL participated in joinc
evaluations with other WHO programs (EPI, MCH, PHC} in five african
countries. CDD noted that problems developed because of the nesd to gather

large amounts of information in a short time (though presumably economies of



scale would still mean les< work than four separate evaluations, to say
nothing of the opporturity for joint analysis of data that normaily would be
collected in one program but not another).

AID/Child Survival Task Force

Although its plans are not yet final, CSTP is contemplating an evaluation
strategy based on an underlying systems concept [19]. 3t will consist of a
multi-tiered approach in which all projects will maintain rezl-time data on a
set of standardized process indicators, i.e., inputs, activities, and ocutputs,
and a very modest ammunt of effectiveness data. However, a sub-set of these
projacts will be provided additi-nal rescurces to gather much more
comprehens=ve data on effectiveness, and a suh~set of these will develop data
on changes in disease~spe¢fic morbidity and mortality, plus other data
required to pin down the causal relationship between project intervention
activities and impact. Thus, it 1s expected that as the projects procesd,
evidence can be mnunted to arque that if process and outputs in the proiects
of the first tier are comparable to those in the second tier, and
effectiveness of the projects in the second tier is comparable tr thuse in the
third tier, then it is reasonable to expect that the impan: which aétuaiiy wWas
measured in third-tier projects is likely also to be occuring in the second

and firse.

Implementing this scheme will provide a unique opportunity to learn more about
the circumstances under which it iz reasonable to assume that activities at
lower levels in the system hierarchy have satisfactory and cost-elfectiwve
impacts on health status. For instance. at present it is assumed that
educating mothers concerning growth monitoring ultimately ieads to ié@rnwed
ratrition status. But a whole sequence of assumptions is inherent in this one
leap of faith: that the educational program changes knct'ledge and attitudes,
that this results in a greater desire for monitoring their children's growth,
that the child is actually weighed regularly, that the weight is recorded
properly, that low weight is properly interpreted, that corrective action cap
be taken by somecone, and that the action continues long =rough have effect.
and there is still the question of what happens when the child is dismissed

from the program.



III. Potential Issues In Evaluating the Impact of AID Health Proijects

The Center for Development Informatlon and Evaluation has asked for assistance
in develcping a set of key issues on which to focus its next round cf
evaluatinas of the lwpact of AID health projects and programs. 7To assist in
this elfors, a list of ,otential issues was constructed; these were organized
as (i} lesues tho. rela‘e to Agency policy as described in the Policy Paper
(1lp (2) lssues reia’ 4 .0 planning and wanagement; and (3) issues relating to
evaluation methodclogy. In the latter two groups, issues were developed from
a pervsal of various published documents [20-25]. Following is the list of

the issues,

Issues Related to A.I.D. Policy

1. What evidence is there that AID projects/programs correspond to host
country policies and/or that they help change host country policies that are
impediments to effective, efficient delivery of health services, especially

to traditionally underserved elements of those ccuntries?

2. Are AID projects/programs promoting broader access to basic health
services? Are they prcmoting sustainability and self-sufficiency? Are
epidemiologic and operations research projects clearly aimed at enhancing

the relevance and cost-effectiveness of service delivery programs?

3. How well do AID projects/programs promote eftective use of the private

sector in delivery and suppor: of health services?

4

4 .

How well does AID-funded biomedicai and health services research promote

capacity-building in local institutions?

5. Do AID and other-decner activities complement one zaother? If AID is
deliberately leaving support for capital construction and for large-scale
commodities purchases to cther donors, are these being provided for as
necessary to complement AID support for R & D in the other aspects of
service delivery? 1Is the limited supply of LOSt country resources,

particularly human resources, able to satisfy the needs of multiple donors?



Issues Related to Planning, Implementing, and Managing Proiecrs/Proqgrams

1. Is there a marked difference in success rates of projects of different |

[
scope (i.e., national, regicnal, local)? Wwhere projects are intended ro |
serve as pilots for scaling-up, how successful has this been: can factors |

impeding scaling-up be pinpointed?

2. Is the AID/host country planning process adequate:.are expectations of

achievement and time—-frames realistic: has appropriate technicai assistanle

{
been provided (apprcpriatesskills, numbers, duration)? 1Is the logframe !
being used appropriately? what is the level of host country participatimﬁ

n

project agreements? Are host country policies determined in advance and |

N

in planning and managing, especially as compared to lev..ls proposed in g
f
considered in the program planning phase? Is the host country capacity f@r
health system management (human resources, information, transportation, f
communication) being considered realistically in the development of new f
programs? What should be the role of AID staff in planning, implementaﬁion,

and management: directive/non-directive, direct technical advice, !
procurement of technical advice, monitoring for accountability to USG?

3. Wwhat is the evidence with regard to comparative ' .lue of integrated
versus categorical programs (and how should "comparative value® be

defined)?

1
i
i
i
!
}

4. How essential is community participation to a successful (measured) as

effective utilization?) PHC program? i

SO

]
5. 1Is community financing of some nhealth services a viable propositidn;

which ones?
6. Wwhat do we know abcut the development of CHW programs leading to success

in making PHC wwore accessible and promoting effective utilization?

7. What is th> relative value of multipurpcse versus sinygle-purpose

workers? Is "voluntarism” a viable expectation?

Issues Related to the Technology of Evaluation

1. Are project/program objectives being stated in quantitative terms? Can



guidelines be provided as to when process 2analysis is acceptable—-syvep

prefera™.z--instead of direct measurement of outcome?

2. How does a team deal with causal attribution, especially Lf darta on
exogenous factors are sparse or non-existent? How should a team ewaluars
the separate effects of a program/project with multisasctor inputs (e.qg.,
health education, food supplementation, and income-generation components)?
How should significant positive impacts outside the health sector be
accounted for? what is the effect of the time of evaluation?

3. Can guidelines be provided in the planning staée for projects to be
evaluated by rapid assessment techniques (secondary data analysis,
descriptive process review, debriefing of beneficiaries) versus those to be
treated with evaluative research techniques {statistical research design and
data collection)? S.aould all/most projects de placed in a comp.ehensive
evaluation scheme similar to the graduated depth of evaluation scheme
proposed for the Child Survival Program?

4. Glven multiple audiences for evaluations, each with somewhat different
needs (service deliverers, program managers, host country policynake-s,
donor agencles, perhaps even service recipients), how should prioritvies be
determined with regard to the objectives of a particular evaluation?

5. What should be the strategy when candor in reporting conflicts with
political sensitivity?

Issues Selected bv the AID Staff

These issues were discussed with staff of the health offices of the hureaus
for Africa, Asia/Near East, Latin America/ Caribbean, Science and Technology,
and Program Policy Coordination, and the Chiléd Survival Task Force. From
these discussions., filve issudes emerged as being of most concern to the

Agency's health professionals at this time. These were:

1. Community co-financing of health services. This issue was menticned by

every group with whom discussions were held and may be the issue of greatest
interest in the Agency today. Idministrator McPherson has ordered that user

co-financing be implemented in AID projects, wherever feasible {20!,
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not for the foreseeadle future pe able o provide a full car
nealth services at no direct costr ro users. This convictlon Ls COAE LT e
by the knowiedge that, in Face, pecpie alveady ace paylng for healrh
services in the private secror, especially the traditional component. Thus,
institution of charges for some services in the modern sector would nox
constitute additional ocutlays for nealin care Dy ucers. bub, rather. a
partial redirection Irom traditional to modern services, wnilh presumably

have the potential for greater etfacriveness.

The major questions with respect to community co-financing are: What
services should be pald for, how charges should be set, how funds should be
generated, and how the financial system should be managed. All of these
must be considered in the light of ~.e impact sach answer will have on the
appropriate utilizacion of services, ecpeclally by targeted segments of tie

population.

At present, none Of these questions can be considered to be fully resolved,
but some trends may be emerging. Concerning services to be paid §or through
community resources, tigre is little question that people are much more
willing to pay for curarive than for preventive or promotive services,
especlally *f payment is on an individual rather -han a collective communitcy
basis. There seems little doubt that people will pay for drugs. However,
attempts to get communities to pay for the services of community health
workers generally nave not been successful. although the redesigaed Sine
Saloum project indlcates that this may not be a forlorn hope. The setring
of charges for specific services has usually been based on trial-and-error
experience rather than a cost analysis. The exception has dDeer charges {or
arugs, where a nuwaber of attempts have been made o recover antire cost,
often with scame additional amount to allow for restockage in the face of
rising prices. The record of community drug stores in community

co~financing has been a alxture of success and failure.

Stinson [26] documents a variety of methods thar communizies have used to
raise funds to underwrite the cost of healih services. while it appears
that the best approach to designing cost-sharing component: tor srojects

#1.1 have to be on a case-by-case basis--bDecause ©f the great number



variables and values within each project--there has not yet bsen a
systematlic attempt to evaluate the outcome of different approaches. Por
examle, how su:cessful is payment in kind as opposed to cash payment? ang
while contributions of labor to the development of facillities appears to he
a workable method, how successful has been the use of communal labor as

payment tc community health workers?

Of all the questiuns, the least is known about how community-based financial
schemes should be managed. Open questions are: Under what circumstances
should individual, versus collective responsibility, be favored? How much
record-keepine 1s required? what should be the role of the community at
large?

-

2. Effective use of the private sector. AID policy calls for more

eftective use of the private sector as a means for promoting efficient use
of host countries' limited resources in health, and as a key element in
promoting natiocnal self-reliance and self-sustaining health care delivery
systems. Components of the private sector in health are:

-

Physicians and midwives and other scientifically-tralned providers;

»

Private hospitals, clinics, and health maintenance organizations;
Medical commodities manufacturers, shippers, 2ud retcilers;
Insurance companies:;

Mass media; and

Traditional practitioners of various kinds.

Private voluntary organizations (PVOs) are specifically excluded from the
private-sector classific- sion by AID because they "tend to respond to
motives in addition to, or in place of, the profit motive.” [27].
Nevertheless, supplementary AID policy calls for the Agency to work with and

assist PVOs engaged in the provisicn of health services.

A major issue related o Agency assistance in making more etfasctive use of
the private sector in health is learning how to integrate the public and
private sectors so as to create a system that provides ccmprehensive primary
care to a very large proportion of the population. At present, there is a

strong tendency for the scientifically trained elements of the private




sector to serve the urban population--particularly the economically
perter-off population--while cthe pcoorer urban group and mOSt tfural pecple
are gerved by public facilities ani the tradirional services within the
private sector. One questicn for evalua‘ors is whether this variance [n
service necessarily translates to care that inevitably contributes poorer
health status among the urban rwor and rural population. A severe
confounding factor i» that these twe groups split very sharply along
econcaic lines (and often educational as well) and the poorer face many

social problems that are believed to impact heav’ly on their health.

Although health maintenance organizations are a falrly recent concept for
LDCs and thus may not offer many evaluation opportunities, the few that

exist should be examined to see if they provide improved health care to a
needy population or if they serve primarily the middle class. (We do not

know of any that are designed to serve a rural population.)

Another important issue is whether expanded use of private, western—
oriented providers to serve increasingly larger seqments of the populaticn
actually is more efficient (cost effective) than an expanded public-sector
system, especlially if some user co-financing is instituted. As the thrust
toward cuitivating the private sector continues, there is a need to learn
more abour government's rcole in requlating costs and quality of service. In
addition, based on experience to date, it seems unlikely that market forces
alone will ensure equitable coverage of national populations with effective

modern services. How can a Jovernment promote reasonably equitable access?

A cornerstone of AID's policy on development of private enterprise rescurces
and its strategy in health is the transfer of appropriate technology. One
technology desperately in need of upgrading is management, including
planning. We need %o see 1L there are some lessons avallable with regard to
how management skills can be transferred to managers of HMOs, commodity
manufacturing companies, wholesalers, and retallers to help them become more
efficient. This achievement would benefit not only the entrepeneur dut also

the public in the form of restrained costs.

Finally. our experience with incorporating traditional healers intc the

"modern” healtlt cace system should continue to be assessed. Traditional



healers, including traditional midwives, are the most ublquitous of healen
care providers in the developing countries. B8y now, a number of projects
have come and gone that have attempted to work with, instead of exclude,
traditional healers. 4YWe need to learn how to get the maximum health effecy
from these providers who show no sign of disappearing and who, for some time
to come, may remain the most accessible of providers for many pecple in
rural areas. Even in the poorer districts of cities, traditional healers
are widespread and are the least expensive of all service providers. we
know that many of them are amenable to working with the health system,
-especially if they believe that doing so enhances their income potential.
The task for evaluators is to cull our experience to find the factors that
lead to appropriate training and monitoring of these personnel, and their

continued contribution to health care.

3. Relative effectiveness of inteqrated anc cateqorical service approaches.

The Agency's 1980 Health Sector Policy Paper [28] took an unequivocal stand
in support of integrated progqramming, while recognizing that it had some
disadvantages: The tendency of multipurpose workers to be overwhelmed by the
demand for acute care was specified. Despite this general stand,ith& Policy
Paper stipulated that under some sociopolitical circumstances categorical
programming would be supported. Four years later, the Health Sector
Strateqgy paper, reflecting a changing climate of opinion in the Agency,
stressed concentration of assistance éfforts on "proven, cost-effective
rechnologlies delivered in primary health care programs.” Immunization, CRT,
family planning, and nutrition monitoring were cited. "Cost-effective
technologies te conirol major communicable diseases, particularly malaria,”
would also be focal points of the AID strategy. Aas noted earlier in this
paper, recent Agency programming in health has shown a marked increase in
suppoft of ORT and immunization. Possibly alsc reflecting a certain
disenchantment within WHO—-ostensibly a strong advocate of integrated
PHC--that organization now is promoting a separate categorical effort in

diarrhea control.

Several arguments are proferred in support of an integrated approach. One
is an assumption that it should produce some economies of scale, especially
in administration and logistics, that is, that supervisors can deal with

multiple purposes in a single encounter and that supplies required for



several interventions can be physically moved together o health carce
facillities. A second assumption underlying the integration of skilis in
community based workers is that demonstration of skiil in one area

(e.g., acute cac2) of particular interest to service recipients is likely ro
enhance the credibility of their service in another area that patients may
be less interested in (growth monitoring, for example}. Third, it seems
reasonable to assume that optimized use of resources for multiple
interventions is concomitant with coordinated planning and that coordination
is maximized when a single person or organization is responsible. In sum,
an integrated system would be expected to deliver health services more
effectively and more efficiently.

Gillespie, in an arti;le aimed mainly at the question of integrated versus
categorical family planning programs, lays out many of the general arguments
against integrated service programs [29]. First, for the short run at
least, integrated, full-scale PHC programs have proven to be more difficult
to organize and administer than highly targeted categorical programs.
Gillespie even speculates that "there is every resason to assume that the
integrative process results in a potentiating effect, with the combined
difficulties...being greater than their sum.” A number of evaluation
reports commented on problems demonstrated by ministries in trying to absorb
the additional administrative burden of an integrated PHC system. Second,
integrated programs tend to load service deliverers with a multiplicity of
tasks, with the result that workers seem either not to learn some skills or
to become very selective in what they do; either way, important services ﬁay
be neglected. Third, developing an effective integrated program takes more
time than organizing and implementing a categorical program; thus, in the
near term, at least, categorical programs may demonstrate more health impac:
than integrated programs. Finally, Gillespie poses the proposition that the
complexity of integrated programs renders them more vulnerable to the
breakdown of such vital components as, for example, logistics systems that
have to deal with a wide range of commodities with differen:t ordering,

storage, and transportation requirements.

At this time, there is very little evidence from project evaluations to help
decisionmakers decide if they should opt for the potentially more rapid

impact of a few carefully selected interventions (using the Walsh and Warren




criteria of cost 2ffectiveness and feasibllity [30]) or the slower
comprenensive integrated approach that might in the long fun prove moce
etfective and more enduring in cerms ot impreving neaizh and promoring
overall development. The task for evaluators, then, is not necessarily ro
determine whether an integrated approach is better or worse than a
categorical approach, but, rather, what information LDC planners need to
optimize the use of theilr resources in the short run while planning for a

more permanent PHC approach in the long run.

A careful look shows the arquments for and against integrated programs to be
basically administrative and managerial. Therefore, evaluations should be
aimed at developing, insofar as completed and ongoing projects address these
problems, information that clarifies questions about how much can
realistically be expected from CHws doing multiple interventions, how o
motivate CHWs to implement a planned program of tasks, how to select and
train CHWs, how to train and motivate supervisors, whether integration of
service with uninteqrated administrative lines .s teasible, whether
unintegrated service delivery but integrated administration is feasible, and
how to estinate the overall administrative burden demanded by an integrated
PHC system. Finally, we need to look for clues about how grivate;sector
providers and institutions can be integrated into a system including both

the public and private sectors.

4. Policy Dialoque. One the the Agency's four priority areas is the

maintenance of meaningful dialogue with host country officials about
specific policies that impede the effect‘veness, efficiency, and long-term
viability of health programs. This stress on long-term develcpment of
economic and social policies is a shift in US development aSsistanc&
strategy from much of the 13970s though a renewal of strongly felt and

articulated interest in AID for the tirst 10 or so years of its existence.

Two general approaches to policy dialogue have been identified from AIDs
previous experience: The "Latin America Strategy,” characterized by tough
and formal conditioning and performance evaluation and the “Near East -
Scuth Asia Strateqgy,” exemplified by informal conditioning, with emphasis on
continuing dialogue [31]. In both cases, we know that effective colicy

dialogue depends on a good understanding of the country situation, a clear



policy message, mutual respect for the process, early introduc™icn of policy
o e gy |

concerns in the negotiation process, and culzura. sensicivivy.

Rarely has the process of policy dialogue been documented or evaluated. Hew
it is cuarried out usually depends on the particular desires of the host
country and AID personnel. Because AID has substantial experience with the
process, it would be useful to identify what aspects of it are effective ang
which have been less so. One of the first questions to address in this
regard is whether policy dialogue is more effective when using an "ex post”
or "ex ante"” approach to conditionality, i.e., is it better to require the
implementation of a policy before receipt of health assistance or is it
equaily valuable or more valuable to link aid to future policy?

-

In health, what policy requirements need to be in place in order to assure a
successful program, for example,--a national health policy for PHC, rural
staff dedicated to PHC, a PHC budget in the rural areas of percent? What
kind of conditions precedent are most common in health proegramming? How
specific (measurable) and how strictly enforced have the conditions

precedent been?

From the evaluations reviewed, a number of projects have been delayed
because of urmet conditions precedent. Were these conditions realistically
established? 1In the cases where they were not met and the project was

funded anyway, how did their status affect the success of the project?

The Health Policy paper identified =esveral negative health policies that are
priorities for dialogque: Jlommitment to free services, willingness to expand
beyond management and financial capability, inefficient urban/rural resource
allocation, neglect of private enterprise, inappropriate import tariffs,
discouragement of indigenous practitioners, and no incentives for rural
services [1]. Have any ot these been affected by the AID project? Can we
identify factors in the political and economic environment that Facilitate
or lmpede the policy dialoque process such as diplomatic relations, domestic
politics, unforeseen economic developments, other multilateral presence?

Has thelr potential impact been taken into account relative to the dialogue

process?



Many minlstries experlence constant turnover in key personnel. Can Pl by
dialogue, a process requiring the interaction of both collaborating
organizations, be effective wnen LDC (and AID?; decision makers change

reqgularly?
Effective policy dialogue is an important Agency priority, and information

collected on the process used for policy dialogue will benetit other AID

development efforts as well as the health sector.

5. Sustainability. The basic objective of AID's health programs is to help

developing countries become self-sufficient in providing essential
preventive and curative health services. 1In a review of five impact
evaluations, Stinson found that virtually every evaluation raised questions
about long-term viability relating not just to financing, an obvious
component, but also to shifting political support, weak community
participation, inappropriate technology., and dependence on imported
commodities and foreign specialists |22].

Financial viability has two components which must be carefully evaluated
before and during implementation: Affordability and desirability. Though
affordable technologles and delivery systems have been the priority, once in
place, the support systems and commodities often absorb significantly more
resources than planned. A realistic costing of individual technclogies and
complete programs is needed. Once develcped, the program must meet a
perceived need of the host government; otherwise, resources will not be
appropriated when the program competes with other programs for limited
budgetary allocations—-- no matter how cost effective. How well is financial
viabiiity evaluated prior to program implementation? Have private-sector

programs and resources been included in the financial feasibility study?

Institution building is a long-term process of developing manpower and
infrastructure that often conflicts with another common project objective:
provision of direct service delivery. Pressure from host governements and
AID to demonstrate results as rapidly as possible often shifts priority from
institution building to service delivery where outputs and outcomes are more

direct. How supportive are MOHs to institution building, especially where



there may be strong incentives for expanded health service delivery? Have
projects that have incorporated both institution bullding and service
delivery been able ro carry these out better than projects with only one of

thosa objectives?

Institution building is most often approached through training and/or the
technical assistance provided by contractors. Training issues are abundant
(e.g., attrition of personnel after training, unqualified candidates,
inapproporiate content and context, and undirected application of acquired
knowledge and skills). Issues relating to the transfer of skills from
technical assistance teams are also numerous (e.g., lack of formal
mechanisms to facilitate transfer of skills and management capabilities
during implementation, physically separate contractor <ffices, introduction
of culturally inappropriate systems, a focus on project management instead
of facilitating or teaching others to perform management tasks). A review
of projects where technical skills and capabilities have been successfully
t~ansferred, to identify programmatic components that have contributed to

such transfer will be useful.

The Agency's health professionals recognize that some of the technical aspects
of the evaluation field itself are still themselves under development,
particularly the issue of causal attribution (i.e., separating program/project
effects from other factors that also cause observable changes in variables
that measure progress toward objectives). Nevertheless, they do not feel that
CDIE's efforts should at this time be devoted to methodological development at

the expense of this opportunity to resolve some of the issues just named.

Interestingly, one does not see here as an iss'ie the one question that
probably springs first to mind when considering either the totality of AID's
efforts in the health sector or any one program or project, to wit, does/has
it made a difference in the health of the people 1t is supposed to affect?

The probable reason for this is the awareness of healith development
professionals that, except for a few kinds of programs--the most obvious is
immunizations—-—-the linkage between programs and their ocutcomes is exceedingly
difficult to demonstrate directly. Heaith and disease are determined by many
interacting factors [14, 21-25] and isolating the effect of interventions that

change only one or two at a time in terms of changes in morbidity and
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nigh degree of contidence
many lnterventions {hulmaen rescurce development,
togistics, different approeches to financing) can not e oedasured winh
crrrainey it is therefore not worthwhile o pursue tnem, plannecs proceed on
the assumption that some improvements Ln the system are 50 logidal thal they
WUST in the agqregate make a differsnce and therefore are worth the effor:.
It 1s in fact the role of evaiuarion tc help bulld svidence {or and
these assumptions so that planners and pollcymakers may discard thos

&
appear unsupportable and concentrate resources on those that appear o hold up.

IV. 2nalysis of Selecred Recen: AID Evaluations

To see how recent evaluations have addressed :he same issues that were
discussed with the Agency health staff, 34 evaluation reports on heal:ib
projects (nutrition, and family planning projects were not included) were
obtained from the archives of the regional bureaus. Of these, ten were Linal
reports, the balance midterm. An attempt was made o locate as many reports

as possible for sach bureau going back to approximarely 1980,

Each evaluation report was read and the most salient points within each lssue
placed in a matrix in order to see what, if any, lessons cculd be learned Erom
evaluatons already done when these were placed intc a comparative framework.

annex A shows the resuits of this analysis.

after the evaluations were placed in the analytic framework, the results were
studied ro see if trends or generalizaricns could be discerned. A series of

comments and lessons learned are shown on pp. 23 and 24 for each issue.

Nearly every evaluation addressed the issue of how host governmen:i policies
affected the results of the project. mainly o say that while governments had
generally positive policies on paper the reality usually 4id not match the
rhetoric. Nineteen eovaluations dealt with, or communted on, the issue of
cost-sharing. Only a few projects were able to demonstrate that some COsSts
will be borne by direct beneficiaries. Sixteen evaluaticons referred o

private sector activities; these were most ccameon in pharmaceuticals
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manuiacturing, drug retalilng, and family planning ve-supply, all of whi
were noted as services [or which reciplen™s seemed mos: wWLLLLrg %o gay,  The
tasue of sustalnability was addressed in svert case, the main rooment T Lo
that where access was expanded recurrent Costs posed an 2nofmous problem For
the long-term cutlook. Nineteen evaluitions coamented on the issue of
frraurared and cartegoclcal osrogramming. Most countries had polictles tavor ing
integrated programs in the long run but were either finding iis implementarion

very difficulr.

Of tne 34 evaluatlons examined, 12 atrempted to document change Ln one Of more
direct measures of health status, usually change in morbidity and/or
mortality. Of rhese 12, only one (Egypt/CD0) clalmed =o be able o do s0.

The others all determined that such documentation was not possible because
data that had been planned to be obrained were not, often because the
information system had broken down, or that those datr that had been obtalned

were (oo unreliable o be useful.

A word of caution: it must be remembered that an analysis such as this is very
impressionistic. We feel that a deliberate attemp: o assess mulciple
evaluations systematically against the same issues is bound ro produce mors
reliable conclusions than reading a series of evaluaricns ar widely separated
points in time and without a framework of specific issues o look for.
Nevertheless, the approach is a weak vehicle when each evaluation is
essentially a stand-alone sxercise designed in isolation from other
evaluations that happen t¢ address ™™= same issue. Much better would be a
detalled protocol that refined each izsue into a ser of much more specific
sub—-issues. Every evaluation that covered a particular issue then would
produce detalled information cf much greater comparability. Just such an

approach to comparative analysis is proposed later in this japer.

V. Proposed Framework for Carrving Out Issue—~"riented Impact Evalua-ions

It 1s important tc emphasize that there 1s no single methodology for carrying
out lapact evaluations. As white {[38] has so aptly stated, "each field
evaluation is a uniquely cragfted activity". Each one must bDe tailored to fir

its own circumstances with regard to avallable time, staff, and monev; type



and quality of data available; and level of precisiocn or degree of Certaingy
required to suit the purpose of the exercise [39]. Nevertheless, it ig
possible to employ a general approach to evaluating that 1s likely to enhances
the comparability of a group of evaluations and facilitate drawing conclusions
for policymaking angd Programming purposes.

A. The Syscems Approach

The approach we will propose here is based on the systems model described
earlier. Before doing so, we define some essential systems terms. They are
presented in a sequence intended to convey a hierarchy of conditions (states
of being with respect to variables under consideration) and events (activities
that modify current conditions and lead to new ones) within the system.
Althougﬂ all analysts in the fileld of systems agree that a hierarchical format
best conveys the feeling for the flow of events and subsequent conditions in
the system, there is not total agreesment on the hierarchical arrangement of
the terms employed. What is presented below is one common set {40].
Regardless of the confusion which sometimes arises as a result of this

non-standardization, the important concept is the hierarchical sequence.

Goals: The broadest, most non-specific, and most subjective of intended
achievements of a system. Goals are often propounded as unquantified
statements, such as "improving the health status of under-fives”, and tend to
be longer-range expectations. To be evaluable, “improved health status" would
have to be defined, perhaps as "lower mortality due to diseases a, b, and c,

and higher average nutrition levels on the Gomez scale".

Objectives: The set of quantified targeted znds which, if achieved, would sum
up to achievement of the goal. Reducing the incidence of disease A by k%.
disease B by ¥%, and disease C by Z% and reducing the prevalence of Gomez 2
and 3 malnutrition by X% would constitute objectives within the goal of
"improving health status",

Sub—objectives: One or more quantified lower-level objectives within an

objective which, if achieved, would lead toc, or facilitate achieving the
higher objective. Immunizing X% of children with a full set of shots would
lead to reduction in the incidence of the targeted diseases. Some analysts

prefer the term outcome to sub-objectives.



Inputs: Resources required by a system 1in order for it to achieve its
objectives. 1In an immunization project, the children, the vaccines, and the

staf? are required inputs {along with a multitude of other rescurces),

Process: The set of activities that are required to convert inputs to
outputs. Tralning would convert inexperienced staff into vaccinators,
education would convert unaware mothers into mothers who desire their children

to be vaccinated.

Qutput: The tangible result of process interacting with inputs. Trained
staff and aware mothers would be the output of the training and education

procasses.

The causally progressive nature of this scheme should be apparent: Process
converts inputs to outputs, outputs lead to achieved objectives, and
objectives achieved constitute goal-attainment. The systems approacih to
evaluation is based on the conviction that, if lessons are to be learned from
measuring the success or fallure of a project or program in achleving its
objectives, it is vital to study and understand both this legical E@ow and the
interaction between the components of the system and the outside environment.
The logical framework employs this systems approach for planning and that
makes it also a very useful tool for evaluating along a systems line.
Particularly useful are those variants of the logframe that require
consideration of assumptions about linkages between adjacent levels in the

system.

A system is defined as a collecticn of components organized so as to achieve a
particular goal. The individual components of large systems often are smaller
systems, sometimes designated subsystems. Subsystems may consist of even

- lower level systems (sub-subsystems?). Subsystems may De virtually
independent of one anothar in the context of the parent system, or may be
linked in a causally progressive way. For example, in a primary health care
system, the subsystem for improving water and sanitation and the subsystem for
moving commodities may perform their own tasks pretty much independently of
one another, but the output‘of the logistics subsystem is a vital input to

successful service delivery of the health centers.



B. Selec.ion and Analysis of Projects or Programs to be wmvaluated

Although individual projects or programs will be studied in this series of

evaluations, the main thrust of the series will be & comparative analysis ip

which all projects dealing with the same issue will be evaluated against a

standardized set of criteria. For example, if the issue is cost sharing/

community financing, then specific data to be obtained would be such items a-

{26,41,42]: .

a. Means of payment (fee for service, drug sale, prepayment, community
fundraising, etc.)

b. Relative prices of financed services

c. Proportion of service covered from national/regiocnal sources vs. local vs
private

d. Financial manayoment schenme

e. Role of credit

£. Level of community perticipation and control

g. Type and degree of technical guidance provided at local level

h. Record-keeping and scheme for monitoring cash flow .

i. Achlevement of project/program objeccives (coverage, service-specific
utilization, sustainabllity, user satisfaction, savings in public sector,

re~deployment of savings, total cost for health services)

A list such as this should be developad for 2ach issue to be studied. Many
projects or programs wili not have information for every variable, but some
items, e.g., community participation and control, can be developed in the few
weeks avallable to an evaluation team in the f£ield by means of discussions
with local managers and ostensible beneficiaries. 1In many cases, teams will
be confronted, as they :lways seem to be, with a paucity of hard data,
particularly those that measure achievement of objectives. It is important
for the sponsors of these impact svaluations not to exgecf rigorous
statistical analysis, but rather a mixture of real data, insightful
observation, and informed speculation on the relationships between inputs and

cutputs and between outputs and the achievement of objectives.

The general methodology consists of a systematic examination of project

inputs, cutputs, the process that converts inputrs to outputs, cutcomes,




objectives, and exogenous faciors. Into the latter category will go such

irems as the specific policv issues under investigation in this series of
evaluatlons. For each of these categories, there will be an initial study of
documents to determine what had been planned or expacted or anticipated at the
time the project was designed. The logframe will be a particularly useful
source of this information and also be a starting point for specific
indicators of achlevement. Information then will be collected on actual
attainment 1in each category, the gap between what was expected and what
actually happened determined, and, tc the degree possible, information or

informed judgment developed to try to account for the discrepancy.

A system model should be produced, showing the logical flow of inputs,
picess, and outputs that was expscted and where (if at all) the chain of
causal linkages was interrurted. The impact of exogenous factors, such as
changes in econoamic condiclons, government policies, or non-precject health
inputs, should be noted and discussed, showing where and how they impinged on
the system. Particular attentica should be paid to the process, it 1s, the
specific tasks and activities that were proposed to conver* inputs to outputs.
The preceding part of the evaluation, treating with the evaluation ;f a
specilic project, is largely designed (except for the methodolcgical approach)
for that project. However, the evaluation within the project of issues
relating to AID policy an. preogramming will follow a framework Jdesigned for
use in all cases. This is the key tc analyzing these issues across cases and

maximizing the certainty of conclusions drawn.

This aspect of the methodology willl start with systematic collection of data
on the same set of factors relevant to a given issue over four to six prciscts
in various settings (urban/rural, moderate/low income, etc.). This will be
followed by a qualitative cross-site analysis aimed at drawing ocut
cause-effect relationships that are not site-dependent, as well as t! »>se that
seem to be greatly affected by their context. Wnile qua'itative analysis is
not as conclusive as quantitative analysis can be, this systematic, multi-case
approach is a vast ilmprovement over the each-case-on—-its—-own approach.
Decisionmakers can be reasonably confident applying informaticn developed this
way to new pelicies and programs. Moreover, unless tha day is reached when

every ARID project actually incorporates a good quantitatively-based evaluation



component, qualitative data will remain much more abundant than quantitative

and probably in many cases more reliable.

Miles and Hubcrman [43] describe a range of techniques based on matrix
analysis and causal network modeling for carrying out cross-—site analysis.
Some are fairly simple to apply (the matrices of Sectir~n III are examples),
others are considerably more complex. All, however, bring aew power to
maximize che infcrmational return from comparative analysis of multiple

evaluations.

An important question in the selection of projects to be evaluated is whether
the process should focus on programs or on issues. A program focus would
select a group of projects or programs that all include as an important
component a particular intervention, e.g., ORT or EPI or infrastructural
development They might or migh% not also deal in depth with such issues as
involvemen' of the private sector or cost-sharing, but the objective of the
series of 2valuations would be to f£ind those factors that determine the
success of the intervention. Issue-focused selection would first locate the
set of projects and progrems that ail deal with a specific “ssue ang select

from them; all would not necessarily contain the same intzcvention.

Since current Agency policy stresses both issues and interventions, it may be
that some from both groups should be selected. This will require the Agency
to intermix issues and interventions in its order of priorities, for example,
highest priority, immunization; next highest, cost sharing; next highest, ORT,
etc. {This is not our suggestion of an order.) Given the number of projects
that either have concluded in recent years or socn will, it may well be
possible to in fact create sets that cover interventions and issues
simultanecusly. Thus, a deqision might be taken to focus on child survival
strategies (ORT, immunization, growth monitoring, etc.) and on important
policy issues such as cost sharing and sustainability. In the future, the
Child survival projects are likely to be particularly rich subjects for impact
studies because of the elaborate monitoring/evaluation components slated for
them.

(A standard criterion in selecting projects for evaluation. of course, is

cooperation from the USAID and from the host government. Access to data and

to personnel who are or had been involved in the project is also a factor.)




C. Recommended Impact Evaluation Protocol

Following s a recommended protocol for applying the systems approach to
evaluation in the context of the comparative analysis described above. 1the
output of the protocol is both a summative evaluation of the individual
project and the production of data and information required for the
comparative analysis. A number of manuals :ce avallable that discuss issues
such as causal attribution, appropriate metrics, threats to validity, and data
analysis [3,4,11,24,38,44] that are generic to all evaluations. These issues
will not be repeated here. Also, the protocol does not provide
moment-by-moment detalls of the evaluation, only certain key points.

1. assyming that the purpose of the collective set of 1ndiqidual evaluations
has been established, that 1s, that the issues and/or programs to be evaluated
have been determined by the Agency’'s policymakers, a team is convened to
select specific projects to study. The team should comprise health
professicnals who collectively are familiar with the full range of_the

Agency's portfolio in the health sector.

-

.

2. 2n Issue Coordination Team is convened to specify what questions should be
gathered specifically for the comparative analysis. These will come from the
list created for each issue (such as that shown in Section B). The-
Coordination Team will specify tentative comparative analyses to be done.

This step is expected to requice considerable communication with the field to
verify that most of the people who should be interviewed and that records
-needed for specific quantitative data are available. It may be necessary to
shift projects if much of the necessary information can not be obtained and/or
to modify.the proposed comparative analyses. The Coordination Team alsc will
determine what the appropriate mix skills on the Evaluation ought to be.

3. An Bvaluation Team is formed. If several projects é?e to be evaluated
simultaneously, it may be necessary to constitute more than one Evaluation
Team. The Coordination Team meets with the Evaluation Team(s) to assuré‘that
the nature of the comparative analysis task is clear. Each team is given the
responsibility for familiarizing itself with the project it is evaluating
usiny project design and management documents and intermediate evaluation

results. The Team is responsible for designing its own specific protocol.

A



The protocol will take into account the need to meet the requirements for the
comparative analysis as determined by the Issue Coordination team, as well ag
those of an impact (summative) evaluation of the specific project being
studied. The protocol will include a plan for comparing actual inpuis,
outputs, and activities with what had been planred and will carefully lay out
project objectives and determine how the degree of success in achieving these
objectives can be measured. The flow of chained causal links that underlayed
the project planning will be specified and measures for determining whether

the actual implewentation of the project matched the plan will be devised.

4. The Team Leader makes a preliminary site-visit to establish links with the
USAID and -ith host country agencies and individusls who will cooperate or
participate in the evaluation. He/she determines where, how much, and what
kind of data are available, and may start the collection process in motion.

In addition., he/she produces a preliminary model of the system under
consideration, taking into account components and their linkages and what role
each plays in moving the system toward successful achievement of objectives.
He/she may also make some preliminary judgments about exogenous factors that
should be considered by the team, for example, economic, cultural, and

poiitical.

5. Upon the return of the Team Leader, the Team finalizes the type of
information it plans to gather and prepares its instruments for gathering data

(interview guidelines, secondary data, perhaps some primary data).

6. In-country, although the team follows the protocol it has devised, some
leeway must be allowed for the evaluators to pursue avenues that werse
unforeseen, but that,contribute greatly to the larger objectives of the whole
effort. For example, one component of a project was aiued at shifting part of
the cost of providing drugs to the users by means of community drug stores.
These were capitalized initially by the Ministry of Health with the
understanding that the people would maintain them. In the course of the
evaluation, it was found that the drug stores were very lightly patronized.

On the other hand. in some places drug stores that were originally capitalized
by the people were self-sustaining. Although a study of these "non-project”
stores was not part of the protocol, the evaluator should be allowed to spend

some time trying to find out what accounted for this difference.



7. Following: the in-country portion of the evaluation, the Evaluation Team(s)
meet with the Issue Coordination Team to discuss and hand over the data
gathered for the comparative analysis. Whlle the former pursues 1its analysis
of the impact evaluation for the project, the latter performs the comparative
analysis of the larger issue.

8. For both parties, reporcring and dissemination is the last step.
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campalgns, I88C
offorts already
nationsl lovsl

Control of Dlarthosal Dissases
{263-0137)

nidterm eval, Koy 1984

HOROOCD)
Popuistion/Fesily Planning
Support Project {608-015%)

Reglons) with
rlens tor netional
eXpanslon

YRAEN ARAS ARPUBLIC
Tihans Primary Health Care
(279-0043)

pegionsl

Midterm Rval, April 1sas

Phase 1 culpults] suet iadress
stalfing. fia mgt,dlabursement
procedures, ané eval of
cost-sltectivenens befote
scateup

froject is semi-sutonomous, hes
facilitated imglomaentation of
activition, recrullment

Regular survellliance,
establ ished bese-iine positive

Somo yeobiemm with fin megt,
USLID eppeoval and procufement
machanions

Delays ta planing and feciifty
develogaent, need for more

stseamiined data collecilon and
anaiystis, Cleacer 13LC component

Project production good,
enemplary working relationahips
betwsen ROW/USALD

Confusion about lmeun. policy
Tegarding (sret groups lwpcded

Progressjdisaproemontd botwesn
ROW end A10 regarding oM
contributions impeded progress;
sbout 50\ project outouts
wirasiistic gives project
irputs of poor dsiinition of
“outgut®; lech of

1] fon; loug torm TA
insutficent for roquired taske
with respect to avallebliity of

1 coumterparts

?irm committment to
integieted haalth
services. all setvicea
collectively delivared
and {lemly sntienched
u/tn existing
infrastructure

Hineq
lmog.‘;\f.}lvn tical
Programs”

Neny cost-effectivensses
studies undertaken; MOH
slready supports us jog
opetatlng costs of
project

Kaed Lo focus of
self-tincncing
capabliitias of rp
sctivitien, slready
soms {ee lor service
axper laenting

Profect explorea drug

tunds and other
sechanlsas (local
davelopment egencies)
1o lower PHC coste In
the villages

of jocay

Cosmnn. ¢y

Hoai-sade ORS (raining
o comunity leval

Supbott through use
davelopmnt agencles

Probiem of salery
scales and Incentive
payesnis complicate
inplesentation

Multipurposs workers
provide hesith/vp
interventions;
supperted by mON and
tully Integrated into
syotom

beer. trained and
Inteyrated into past of
civil service. LBA trng
may bs suspendsd due to
uncertain suppost and
function: innovative
spprosch to THOA trng in
form of wowens healih
waat fnge

Currenmt contractos
#roviding satintactory
s88lnisnce, heving mot
3N of project
abjectives at wmidteim.
the dbalance heing
vnceslistic

Collective eval by
GOR/USALD/UMICKP /W0
used sothodology »s
doscribsd in W0 Man
for Planning and
gvaluation of Matfioms
piarrhossl Diseasas
Conttol Progsams




LATIN AMERICA

Scope

AID/Host Country
Planning Process

integratad v,
Categor ical

Com Finance/
Cost Recover y

Pary
Integreted Mealth end Fantly
Planning Profects {377-0119,
527-0230}

Widtorm Bval. may 1993

ROOSC
Cerldbaan Fpid Survellilance snd
Training (330-0027)

PES, Fab 1563

Mstional, |4 out
of 17 reglons.

Reglanal

~ Slow start
- Tlow of funds single cost
Isgortent prod, osp batween
regions and centrsl officse.
~ Great vartetions in services
with similer tnputs, lapites
eystematic monitoring could
onhance productivity.
- Unhecessarily detsiled
contrels ot central mow,
focuses on cusbersces admin
procedures rather then

Selivory of services.

- Torpats wnreslistic

- Plen, notme, procedurss usy
developed at central level,
1s reglion coneldered
ineppropriate.
Dacontreiizerion imp wsans of
Ingroving eancqement .

- Peroormel concentrated in
Grhon aresy. rapid turncver
of reglonal persornme).

~ Yalusble TA from oontractor

- Wenageeent Info system OX but

info not used.

Voll asnaped, weil dsfined
selection criterts tor
participants, Oood upport
wyotsms In place,

Naxing leg prowess tn
development of
integrated hee'th end
fanily plonning system.

Community
Participation

CHW: Role,
Compensat ion

Contractual
Obligations

Comments on &
PMethodoloyy .

Teoting spproechen to
PINATOtE RONAY to pay.
Cri’s such o0 revalving
funds, charging tor
services.

Host PVO'e depend on
outslde Iin support,
cherge feas but cornot
survive on these,

Comsunities aware of
T s but don’t know
what they do,

OW's core staff in
rural aress lacking pmc
servicos. Yot only
task agreed vpon 1s
“difusion” and queption
whethor 1tw worth the
frvestaent. 3000
trelned, no pecific
data avelloble en their
performance.
Voluntesre, rapid
turnover .

After slow start,
progressing weit.
hould saviss tergete.

Coa't compare obvious
in“t :ators to weasure
sur. =5 beceusy
changli'g diccese
patterns and aore
accurate reporting.
Hos pot quon tergets.

Toos fosder returisd
tor second visit fo:
fuerther oboesrcotions,
Oraft report then sec
to oM end thelr
compent® Incorpotated
in fina).




LATIN AMERICA

Scope

AID/Host Country
Planning Process

integratxd v.
Categor ical

Com Finance/
Cost Recovery

Commun{ty
Participation

CiW: Role,
Compensat lon

Contractual
obligations

Comments on g
Methodoloyy .

Pecu

Integroted Neaith ond Fonily
Plarnniing Peofects 1527-0219,
331-0230)

nidtere Bval, May 10us

/e

Coridboan Bpid Surveillance and

Tealning (338-0027)

s, Feb 1589

s

satjonal, 14 out
of 17 seglons.

Regiona)

+

'

s

Slow start

Plow of tunds single xost
toporient prob, esp botwveon
tegions and centrel office.
Qreat varfetions in services
with sietler ingute, iaplies
systematic monttoring could
snhance productivity.
Urnecesserily éetelled
controle st central mom,
focuses on cusbersome sdmin
proceduren father than
dsllvery of services.
Toargste unreslintic

Pian, notms. procedures usu
developed at centrsl fevel,
In region coneidered
Inepprogeiate,
Decentraiizarion imp means of
improving wancyoment .
Personnel concontrated in
utban eress, rapld turnover
of regional personnel,
Yalueble YA from cxmtractor
Wanagement 10fo syetem OX but
infe not used,

Wil monogwd, wwil delined
wselection criterts for
perticipants. Good mupport
syutome in place.

Kaking lmp procrese in
development ol
tntegroted hoa'th and
fomily plonning system,

Teating spptoachea to
wnerate noney to pay,
Cmi's such &8 tevolving
{unds, charging for
cervices,

HWoet FVO's depand on
outeids Tin support,
cherge fees but cornot
survive on these,

Compunitise meare of
CIR'w but don’t know
what they do,

THW' g core ataffl §n
turs) aress lacking puc
ssrvicus. Yot omnly
task agreed ugon 1s
“difusion” sad gquection
whather 1te worth the
investaent. 2009
treined, no specific
date svallobie on their
porlormunce.
Veluntsere, rapid
turnover.

Rfter slow mtagt,
progeensing weljl.
should revies tarpets.

Can't compare cbvious
1n°t 5008 (0 msssure
s, 4 beceuas
changl.yg dissane
potterns and aoce
accurate regosting.
Ees Dot Quent targets,

Toms londer returiaé
lor second visly 7o
frethor obssristtons.
oreft veport then see
to WOM end theilr
comments IncoTpntated
in final.




LATIN AMERICA

Scope

RID/Host Country
pPlanning Process

Integrated v.
Categorical

Com Finance/
Cost Recovery

L SALVALOR
Urban Health and Rursl
-Mutrition Project {319-6231)

widterm Rval, Moy 1983

GUATERRLA
Comen iy Based Weslth and
Thutettfon (320-02314

PIS, Aug 1982

337
tural ¥aalth Delivery System
{37i-0091)

fiutery #val. Merch 196)

.

ONOURAS
Jealth Sector § (322-0133)

Hdtern Eval, Feb 1984

Matfonel Sut too
saabitious, KOR
could ot support
this scope.

Rational

- tesk project denign, dono
quickly

- Busel gingrsa undouccessiul
lesa becsuse of politice then
1} insdequate asnsgement
procadusae and mppart lor
f101d sctivitios wiikin wom
2) fack & flexibility and
inouffici ent resowrces given
to Beglx al Mealth Offices to
plan/exscute programs.

~ Reglonsai perwormel had Jittle
ingut inco planning process.

- fval plaz never carried out.

- o ns.

= long delar in stert-up (24
wow): el Guateasie Congrase
spprovel. YA contract,
tallure to @t conds
grecedent .

- luglessn’ation stow éue 1o 1)
tnaadbtlitty of central
erent~tu dod sralf to
Men/vancgo compien project
A} gersornel changes 3) keoy
vtalf not quelifiod tor fesp.

- Budget cut beceuse of D
pressura.

- Underesiinates need for

eupei fencd central staff to

nanage.

-~ Prel od vdmin
capsbilities and cagecity for
expanalicn and support that
didn’t exist.

- fwould develop sirstegy for
osif-sulticloncy.

- Gbjectivoa/tine Irame
wnresltintic.

- Conds procendent shouid Se
sunegol fated (unmet. unrsal).

- contlifct im interpretation of
ocmntractos role: DBPP thinks
too direcilwe, RID thinke not
$lioctive enouia.

- Lo separasts g
unit ot pEFP.

~ 9o0d TR provided.

- DIfLicult fosr MOA to sbaord
note ponftions {critical to
ouccess of project).

- AI0/govt ehould axpect to
retasign implementation plon
afier stert-up, tnevitable.

- Peleyn In start-vp Sus to
iwmml conds precedent, A
contrect.

- Mgh quallty .

~ Peok with decontrailzstion:
Toglons don't have suthority
to sske dacisiony.

- taclosr role of project
coordinating unit.

- Same sctivitien coneolidated.

Sectoral. nonintagrated
spproech Little legact
oncomples eccio-econ
problens

integrating. managing
sctivities.

Intesgration wes cond
precedent- unmet and o
prossute to comply (ail
vertical progrsas vers
to bs lategr into DAFP
whils dacentrollsing
Sacislon skaling).
Mutrition progrem was
substantfally integr
but had probs
ditticulty in exccuting
progteme becasus of
baudget delays tn
siniatry.

¥ormative functions
ehould be Integr such

as mongowmt plemning.

Diarrhea Contser
:tw- oo onsmple of

‘danitatlon/nutsi
wofra.

initisted qevolving
drug fund, ot
self-sufficiant yat bur
ARPeCt suctess. Heed
to investigate user
(=00,

After dislogue with

. Low
probibiting fee for
service. In
roprogramiing
cohs ldering coa part
component, mesns of
gaewsating funds to
Compensate C'e,
Ratasiishing short terw
woik group to study com
{insicing options.

Community
Participation

CHW: Role,
Compensat ion

contractuai
Obligations

Comment s on’ Eval
Methodology

Organizstion ad response of
comsunitios ariund urban savir
senftation activities
Lagia-sive.

‘e able to urganize and unit
community sesbiants for verious
sall-help projucis, comsunity
relations mproved.

aa's galned tiust whare other
com workers suigece {they have
no politicel sifidiation).

Otven politics} limitotions to
commmity organizlng tn rurel
ssesx, cca part unrealizable in
SONe ATSZF.

Good perticipation even when
materials not groviged.

Commmities resjondsd weli to
participstion wiun they ess
tonglible tewesd for labor (e.g.
water system).

o date, focus of project st
ainlatry level {policy
development) not uvteswnigy
levsl.

Comumiiy part to be stimulated
by Vini'e. Bariy stages of
project focus shove comuity
level, Besd ai sessntial to
PHC system.

Careful not ke
sltiltats OM's with
political motives, have
developed trust.
Stleciive in urben
esnitation grosrem.
Receive monthly cash
bonus In addtion to-
food incentive.

*

60% of targetod TBA'e
trained, 40Vt
promotors. Volunteer.

Tretned 330, but don't
hive support systes to
saintaln. Prore
tralning program.
Multlpurposa,
salaried. Question of
sfloctivancas and
sustalnadlidty.

Little changa ia
services provided by
Vi o8 Iesult of
project. KO proposcd
quidelines recommendiog
Vin's patd directly by
commmiti.L, thea moce

responisive to com peeda.

Achiovements not wat
project targets:

For bobind targeted
outputs. Input/output
codréination probs
sesult of probe with
centie) adain unit and
118 ralationship with
1014 activitios.
Absence of supesvision
and info syatem,
prograss toward SOFS
cant be massured,

Sel quanitative gusle.
but unresiletic, need
to raviss them.

Pace sccaptable. asp
glven astesns)
constraints.

Bval plan naver carfied
out .

Consultants Jeft drefts
to be produced by
mission. Unacceptable.

Pollowup semo with
Scticne taken 83 resulr.

Bisaton should de oY G
directive with tean,
weod out secondery tnfo
that ts not Recedsary
tor tesm to rend.




LATIN AMERICA

Scope

Rip/Host Country
Planning Process

Integrated v,
Categorical

BORINICAN REPUBLIC
Realth Bector I (317-0107)

Finel, Ped t992

Mational success

WINICAN REPURLIC Hatfonal
*Alth Bector 1, It £317-91 20}

trarm Bval (PE), Hay 190)

ECUALOR

PG Rural Cosmmnity Mealth Fegtonal
(318-0002)

Pinat Eval, Woy 1902

CURDOR Originelly

Integrated Wurs! meeltd
talivery System (318-801%)

tidtera Gvel, Rarch 1984

r

targeted 3¢ ¢t
XD stees fow
cxpansion,
Probedly unshis o
scole wp and
maintain sese
intanaity of

too

SOML OO,

sxpaneive.

Paain relotw: Rey people must
e involved 1n pleming
process, needed wore "low-key"
spproach from contrectocw

Urbany progres dropped decsuve
It plicsted services and Jack
of interest of OM's.

Rerusid GODR would suppoct
nutrition prorem despite tts
trditfersnce in the past,

Contrector ¢34 not provide
sdequete TA In stotistics,
Trenport. salntensnce.

0% comeunlity coversge but not
getting sost (or wobey because
of vesk mensgess 1 support
systems, loglotis proba, weak
IR, winimel cony od.

Dropped urbdan section becosus
existing programs duplicate,
O%'e turpover,

- Flrst 1 1/2 yee focus on
pisnning, develop training
watecisle and curricule,
93lning govt/com ecceptance.

- ¥ow govt traine ell OW's,
cen use parte of gprogram dut
progrem iteellf will not cont.

- Use of sxpatriot stafl:
41l icule to roplicate,
focale would not e9t sane
banelits (achoole for
children, soctal support),

~ Delays becouss limited
Bcuedorlan counterparte.

- Reglons] wp's isgeds
ioglewentat on becasue not
“educated” about usefuiness
of mmc,

~ Profect objectives
overesbitiovs.

= WON Cinencial monitoring
wideveloped, unable to trace
expenditures,

~ Webulouve delinition of
decentrallizstion,

~ To Gete, wore tine New besn
pent on bigher levels (mom)
instesd of commmity level,

- #uccsssfel 08T compormnt
could bs used a5 modal for
ether comparents,

Mealth Becretartot made
oue aduin changrs
inproving 1to
ssnagesent adility es
demonstreted In the
Integration of th
turel heslth sary cen
and ttrition proycams,

RID encoureged
integration of thiz
Frogrem with TUSPAT
{Mealth Sacretariat),
wized resujts.
Question of
satsbiishing new
Msthortty- previous
Jines severed. Aley
now the progres sust
coapete with other
programs 1n ferger
institution for Jimived
rasources. Succesw
dopends on Jegres
percsived to mect
larger Institutional
noeds. Can latger
tnett sctually ebeord?

Once began iIntegrating
wvith MO% 1n 1999, hat
te wove much siower In
imglowentetion.

Intergration is key
strategy, to work reels
wore cootdinaifon and
cooparation of others
in MO 2nd other
proastor sgencies,

Vecy long wiow procesn
requiring strong effo t.

Com Plnanc,,'
Cost Recover Y

‘0\\

Oovt supporting soms
CRi's. As took on @ote
responaihtitties, OW's
esrning commnlty soaey
from sultiple sources.

community
participation

CHW: Role,
Compensat ion

Contractuat
Obligations

Comments on kval
Methodology

| s

sach viite
comltive WO

quomotor -

hed
jod solect®

[
Oood commmity Inwivesent and
wuppat whils O doing
ectivities community percelves
o8 lagoctent, such ox
imemtzstions, basic curative.

Comemities hag to ask for O
20n% felected once tratned the
Sane OW's heve lefe,

Senlar Yorking thio exiating

ity orgonizer
CTeating new oy fone tham

b‘-l.l re TTharces &billty of
SMTLtomap o2, 25CO% govt for
3010ty

0 put help), e (lvarned

om pert crypy
tal as;
} 1 foaliyation pect of

LT .
m-..:,' ey 1o gt imulate
L}

LoCtivie e thro
» VILY wmak,

Wney
[T r"“',';'" higher Jevels,

roupt Pt icipation,
— n 0xy c""own::'-:;m
Safully nvolvey communtty.

3€09 trained,
sultipurposs.

Pocsl point of
progrem. OM's recelve
sslery regordlens of
effort {prod of low
productivity}. cant
take malary swey now,
part ol wystem.

Cutrontly tretned in
isaun, rP, nutcl, men,
state: offective tn
Immwn, curstive.
hould be careful how
espand dutlap,

130 On's trrined, 99
functioning. muteiple
purpose, promotive and
preventive. All wale,
W peem to get along
better with commmity
Londery.

Began 89 voluntesrs,
slter govt inteyr,
QN’s given stipend,
others then mould not
work as woiuntesrs, tho
oBe region has
sainteloed volunteer
statue,

CW'e oeans 10 reach
communities snd Involve
thea a sarvices.
Balaried, multipurposs.

Soms flccatiefection
with the contrector,
tho using log fremownthk
indicators, systes
tmproved,

Promotor covereys of
0%, but could be mo-s
otloctive.

Masting teros of plan,
but orlginel plan wery
tiesibie, adapisbie.
Froject didn’'t document
fully 1ts sctivitien,
changes, specisl
adsptationy so can be
cosmunitceted o
outsldars. Moglect of
systematic collection

?l info on heelth conds
n Service sres
preciudes lapact eval.

nary éelays, out of
contro) of contractor,
410 will indar
Stificult cliraumstances.

Cont atietbute
couse/sllect, tho MR
dropped, sssume project
hesfth Interventions
positively inlluences
hoalth status.

Herd dete not svell,
any stotistical
analysls of lsrge
seapls fravght with
error, eval based on
impzessions.

Queiitative sssescment,
not akle to dsternine
axtont project coverage
satistiss needs o
conpare periormance of
project with other
bealth sctivities.

bElficult to attribute
any change to project
becouss of dynamic
torces.

After consultstfon,
sxports eceparoted, ¢
sval reporta produced
inotead of one.




st oo -

ASIA 5cope

AID/Host Country
planning Process

Integrated v.
Categorical

Com Finance/
Cost Recoge,y

Community
tarticipation

CHY: Role,
Compensat ion

contractual
Obliigations

Cosments on Eva
Methodology

PAIISTAN ®atlonsl

Mat fonal Orsl Rehytation Progras
19047

PAKIBTAM
Ranic Health Services
(391-042%)

serving 4 provinces

Finsl Bval, :38)

Provincial with

THATLAND xpana

wampeng HWesllh Developmant hassd o ‘T

1931-0971) plan to cover &
teest 2/3 of sural
pepulaticen

Tinal Gval, 1381 decentral lzstion
naceasary it
scale-up 18 to be
stlective

Planning conetraints involved
lack of full-tiwe monager for
oxt comgonent; poor informat jom
Selivery to the gemers) public:
eaghacis on aedie for health
sducators éespits thelr heving
no 18C orientation; leck of
trvolvement of trad hesless In
ot program; inelficleat
epidemiologic surveillisnce
systan

Projoct foll sumswbiat short of
quant. ob3 of project for Flrat
% yra) pp weitten by non
w/ansiotance fram ATD and
conteactos; problems with jong
term TA and kesping them in the
comtry;besith centers planned
and bullt but none in
operation;basa-line not done
aithough wendated; training of
supportive workers,Off on

coste, USC all mandsted not
done; generally overoptimistic
project objectives

Problame with project rosulteod
from cusbarscme sdminjstsative
arrengwmehits with contrsctors
and gov't; no Inatttutional
oftitiations with most;
Aifticulty ia eat. clesar aval
ob] betwoen donois. couaing
4alaye;many delaye in date
geocessing becaiee of
tnstitutions] problens;
quasi-exper inentsl desien
tnappropriate with sxtensive
projuct luplessnted w/in
axisting gov’'t infrastructuse

Gow't tnitlated heslth
care programe nov
integeated, although
current ORY sflfortae
vertical

Bar‘l haalth policy
stroases committemant
to integrated
sercvices, Hobile unit
promotes integrated
sarvices In rural acsas

Inglismsntation costs of
projact subatential;
without eatarnal
funding, Iinanclal
sustainabiitty pot
iikoly, sithough acet
conts wera
nan-gecurr ing; MOH
s3vuned eost operating
coats

Broad based CPF sspocially as
st ited Dy O and
voliLitiers; nat'} policy
stresard inpostence of @ in
succesiful PRC progren

Civs mondated dy
project although resain
unttied; problem dua to
Progras beling bully
from top dowm

Trng of seny d4ifferent
cadras of baalth
wrkers; all contribute
to Increass eccess o
sszvices and Increase
uitifzation; 4 typea of
singls purposs CHUs

e aotongl ishensats of
profoct lent theaseives
to quantificeison;
probles on heving 2
toax) Lasessing
d1fforent aspecis of
projact at same tise

Very dsltnitive
caphasis on monitoring
& eval of project;
Sbsoited many resources




ASIA

Scope

AID/Host Country
Planning Process

Integrated v.
categorical

Com Finance/
Cost Recovery

Tommunity
Pa. ticipation

Ccid: Role,
Compensat ion

Contractual
Obligations

Cossxents on Bva
Methodolqgy

BANDLADESH
Internationsi Center for

plarrhseol Dlasase Resesrch

Bangledesh (931-1012)

midters Bval, Dec 1902

uarm
Primary Moatlls Care 1
(402-0002)

Ridtern Bval, April ive2

BN
Integreted Zural Health
and Population {3BS-0468)

nidters Sval, dov 1981

MR LA

2ot shensive Health
wvalopeont Progrem -
wovince Speciiic (Cpires)
1497-0323)

Hdtern ¥vel. Ams 1984

L'k resaarch
centerneed to
assist other
countries In
developing net’i
Progrens oote
eographic
speclfic.

Plivt supgpoct for
nat'l bealth
delivery syston in
147 susad
towmahipe; plane
to astend o 35%
of si) townships

Debut ta 14 rural
districts in 3
states with goai
of natloral
1mplementat ton.

Pocus on 3
provinces

rroject thuought to bs balanced
and approptlate, sithough
distinct Jack of  lmamolcgist
ard epidemiologiat on resesrch
staf?

Computerizstion of sansgoment
sivd -heelth info systeme
promaturs end inagpropriste;
jpoor eaisting health 1afc
systes;

(Quentitative profect gals
mostly succeaslully met se
stated in p.p.

Close RID colisboration with
08 tm Geveloping profect
dentgn; both knew of
conatralnts of ragid empension
of sasvices at rlak of quality;

Problem with hsavy §.p. focus
ot commodity procurements and
pharmaceut icals

slow atariug of project dus to
probleas with T.A; original
tisstrane unseslistic; merious
dsley In compistion of
basa-line and nesds
ssscemments: 1o have been
complieted befare eny other
activites began; abmsence of
séequate technical scalf at
state anéd dlartict levels;
project goele 100 quantifotive:

. [reed for more quaiftstive

orfentation; problems
exparienced with financial
disbursements for construction
costs

Project developed with cof to
belp detormine prograse ia
latroducing and imglemsnting
docontralized selleatotogic and
problewrsciving sgvtoach 1o
Msalth plasnting; mecnica of
financial 41sbursament olten
wiclesr, rosulting in low
xgenditwrs of project funds -
Sudget constraints nd
brocedures differsd betupon
vertical and integrated
PEograme; lack of process
Indicatore to soaenre
pocformmnce; prodi

[consultante

identifylng iong term

L4t heslth sector
programe westical ()
$rovince Ros 20
proqrams and 17 o
iaterventione) meking
bealth rtetus dtfficult
t0 meamire;} project
focus ons intesratice
of PHC interventions

Concerns sbout coate of
fun lemant ing natfona)
»ode} haalth plen,
Rocommend !
comprehensive cost
anaslysis, recvirent
cost analysis. :
senaftdvity snakysis
and alternative
tinancing schemen

Moted 1a:k of ssphasis on p;
suggestims 1:0 Lis use In the
41fluslas of fealth and tamily
wlfars masures in the rural
popuiatian

Rajor .yl on @ In ony
proviace; Savelopment of
Soordinat >t poaition 0 menage
sll @ activiiles; caution
9a1nat C* a3 m and In iteett

single purposs Cmg;
Aux sidwives, Thhs,
sultl-gurposs Ciss;
initis) focues of quick
covetege thus 1
Conprosising om
adsquats training of
ONis; aoce curatlive
focus than preventive;
O wela mostly
voluntesrs, reinfoscing
Surma’s religous and
celtural arlsntation

Shortages of Tmas;
problems guiting
tzalning programs
estab) ighed

#ingle and

it purpoms oy
boing compares Cor
elloctivenons 1a
dintributing oralyts
and tsaching mothers
o3; othsr Incentive
057 rama for e bejng
tonted

Lack of impact date of
inst stutionalizstion of
Interns} monitoring
syeten to facillate
iupect svaluation at moP

B pant-survey in
project dasign to
a0sess lopect and
conpors to basa-iine
{pre-tesy)

ki of procoss
indicetorn 0 uhion g

=o85ur0 perforaunce

B
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AFRICA

Hsédpe'

‘l. 411}
Planning Process

Integrated v.
categorical

Com Finance/
Cost Recovery

Community
Participation

ChH¥: Role,
Compensaticn

Contractual
Obligations

Comments on uva]

Methodology -

GUNEGAL

Reglonal

= Inltial plen ¢14 not grovide
for adequate prepsration of
viilege health coomittees.
As rooult, 414 not undervtand
ecope of local mansgement &
Tinancial responeibliity &
couldn’'t commmicate 1t to
vitlagers,

- Rpparantly 414 noY conslder
offect of 008 po..cy to
provide fres care at heaith
poats on willingness to pay
at hoslth huts.

- Undsrestimated probiea of
generelly handa-off
sanagement by USALID,
exocerbated by no regionst
fis1d locetion. .

= 198) eveluation roncludes
that weak original design was
1sproved snough by re-destgn
to offer prospoct of sama
success,

Inltislly, hots
decapitelizing because
drug charges untelated
to coat. Utliltzation
recoids very poor 8o no
~ay to tell it patiénts
bdaing charged for
visits. Financisl
tecotds did not
corfespond to cash on
hand. By 1983,
Tinancial racord-
teeping greatly
\oproved, drugs belng
vharged for at tull
1L08t, VHVS being patd
for by user fees,
recpls resistent to
faving for supervision,
to still peld by mon.
Feople will not yet pay
2or prav/promotive
services go thesse
aspectx of PHC greatly
nigiected. Hay &iso be
pysslbility that

8yryices under-utilized
diring cesh-poor season.

Initial Ceflure to tratn
Village Health Comaittess ied
to thelr feilure to sducate the
commnity in thetr
tesponuiblitties and
concomitant opportunity to
control the system to &

degree. RAIto- Committess
trained, ware ahle to Inculcatse
nense of ~msrship of heslth
hut and peopio more wiiling to
pay for scme sorvices that they
valued (curative). Found that
woRer perticipate luse and may
underutiiize; organized Mothers
Comsittess to et more
participation.

Ho comment sbout
quality of tralning or
care, Supervision
initially very poov.
Inproved after vedaesign
but still weosk. Mad tc
4o to motoi scooters
for transportation

. becauszs horses not

saintrined. First
seloction criteris
included literacy, but
resulted in tratning
younger sducsted people
who were more upwardly
woblle; turnover rite
reschsd 30%. wow look
for oider, wote

estsblished trainees. *

Redesign seeus
effsctive in moot
areas, 0ig sxceptions
216 how dsvalop
adsquats supsrvision
aysten snd how (inance
preventive and
promotive activities.

1980 evaluation

concentretsd on procens -

becsuse waa obviously
ceflciont. 1983
svynluation Jooked at
came guastlons 0 ses
where grojrct wom
headad. Ko Atteagt yot
to Getsruine Ispact in
torms of changes 1n
heslth status
tndicators, Tlrst
wvatustion coaplained
thet no bassline date
exnisted so there would
be no wey to sveiu.ie
hes)th: lxpact
éirectly.
Bubsequently, bassline
4ata collected cn
morbldlity and
mortelity, nutrition,
and family planning
FAP.




RFRICA

Scope

AID/Host Country
Planning Process

Integrated v.
Categorlical

Com Finance/
Cost Recovery

Hice
Rural Health japrovemnt
{863-0208)

nidters, Xujust 1981

SCALTA

Rural Mealth Dellvery (647 0102)

Hidvarm, Feb L1984

SUDAMN

Bural Health Support Praject
(830-0011) (530-0019)

Hidtarm Sval. April 199s

Hatlomal

Currentiy In 2
regions, should
oot expend to

other 2 reglone

Mational (weparate
contractora for
north and south)
Fol dtfiicutties
in scuth provented
icpismontbtion.
AL D south
projects closed.

- rurel heslth nysiem {a wol}
daveloped, epprog to
country's gensrel sttucilon
and provides good covarags.

- untealistic okjectivea/tine
froma.

- minrsgerisl probs in terms of
1ines of suthorlty eand
reparting.

=~ PP propossd sspension and
inapprog bulldings.

- eubstantisl delaye In
conmodliies and buildtng
aatesials further delpyed
trati. vg affores.

- sxpesnditures for commodities

“ procusement plenning
naglected. no logistice
sanagement training.

- aftar 4 of 3 yoars, only 30%
of budgat spent.

- trenspord proba (drivere and
vehicles).

- tnsdequate design.

pragaratory fleld work not
undertaken.

- implesentetion plan Soes not

addraps likely conastraints
{ex. govt unibie to finsnce
tagular operations in profect
locations, brain drain,
sacurity probs in south,
drought ).

2 yr delay in start-wp
frustrated mm and AID, lost
lnuh‘u.

0o overall stiategy linhing
ectivilfes.

need Lo astablish mansgement
systeas that faflect local
capebliity s rescurces
tafoce otarting substantie)
ectivities,

Bo senguwar devel plan-busded
1o project future cosks,
uneor %+ k0 division of prev
#nd curetive services st
Teglosal lovel.

for excesdad budgeted mmount.

Verious stieapts wads
4t comt recovery with
limltsd success. fThesa
inciude govt tnsursnce,
patlent visit fese, con
pharmaciona.

Citizens 1ed to balleve
antitied to “frea”
care, feoiuc to pay
to voluntee: labor and
Batsslais for
conatruct fon,

Community
Participation

CHY: Role,
Compensat fon

Contractual
Obitgations

Comsenits on Ev
Methodology

Villegers activaly walting to
pariicipets and recaiva pic
cervlicen.

Com part sosantial to projocy,
4 Gats, not tmplesented. Pian
orlentation for commnity
1eaders.  Rocommand botton-up
cleaning {collaborstion with
lrtervat desonstrated by

oo mmnlty In witiingness tc
ocatribute to activity,

Woluateer health tesxe.

Sowe tacospatidilicy of
and's with posts and
treining

Baltipusposs, pato by
Iocal goverrmant

Frobles fielding lang
torm th. On tafget.

Oversll dissatlafectiva
with contractor and
thelr tnsbility to
provide any manageciatl,
loglatical of tech
support .

ot schieving
objectives.

Eval Lo conlined to
foraal proceedinge,
couldn’'t do snything
without ainistecisl
agprovl.

Used A0 eval
methodology .

¥iled to use log
Erammeork, but foung
sfrore and quite vague .
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AFRICA

rth/Host Country
plsnning Process

integrated v,
Categor ezl

Com Finance/
Cost Recovery

TRIERNTA
Roreng DIstrict Wealth Project
{6°1-01)%)

rinal Eval. Sept B98I

o0
fursl Vater Supply (693-010

Midters Eval. Rpril 1983

ZAIRE
PEV/COCD (690-0421)

widterm @vel, April 1909

rilor

Reglonal (arvas
whers other donore
concentrated
ectivitias)

Hationsl

povt not Invelved in serly
pleening cousing $27fcuitten
in trensition witl meed
Interte (urding,

info syetema falled at locel
level

project stretegy too sabitious
need good loglical frowework,
tndicotors end Jate needs
clearly spellad out,

severo adein delictency 1n
meneging profect, meny probe
orise from incong!stent
Imglementation of sxisting
procedures.

comsunicetion probs betwesn
donors (ex some viltayos hod
geoloyicel probw so were
regloced by othars. PCY's
unswvsre of change, woblilized
otiginal villegs cousirg some
disappointment totar,
financial accounting needs
lsgrovement, proba stem (roa
centralised system - 8102 15
obtaining furts for
trensportation. inequities fn
per dlem,

objectives for health of
componanit should be restated
to focus on outputs rether
then fnputs

AID tech sévipors spend too
wuch tise In Lows

tn desien of project,
suchasized need for 0O te
fncresontally sewume
project-ganersted comts, to
avold over-empansion. But
sctualiy Secreasing cos
contridutions oves 3 yre -
these only go for saleries,
Consequently, un tergets.
PRV beslcally cateporicel,
relien on Wedgat sliocetion
trom central govt, vapport
taportant,

with budget cuts, need to
revies objectives targeto.
working perellel to sAmay,
fecilitete inplemontation.
basjceliy 9ood progrem, cejor
concern i3 financiel cupport
trom GOf

Davelopsd new progrim
outelde of MOW withun
9008 intagration
strategy ot outset,
should have tnvolve(
oK En declefon-wiing
from beglinatng.

¥ational etretegy ha,
been to develop
Gpoecialized servicen
for coumntry (1%,
nolatis, leprosy, #pf)
ond Integrate st ihe
regional levs), crt
hes regional offices
but not resp for dirunt
seryices. Gellea on
regional M@'m, over
whom thoy have no
control,

Long term objective 13
Integration st natlonit
lovel.

Community
Partlicipation

CiW: Role,
Compensat fon

Contractusl
Obligations

Comments on Ev
Methodology

Viliege sheres In
svpervialon/{ tnenzing
109D, -03p Wiere good
quality servicen.
Project 414 not srart
paying VitV's villages
conuequently £11jeg
this gap.

After sn tn)riay grece
period, viiteges shouid
pay a1l maintenence,
operation, depreciation
Couts. Currentiy they
contribute to
construction costs,

+ ORS: fSold by riv

. coversd totsl coets in
1954, very sale price
a3 function of cost.
Chioroquine: less
demand as wany xources
wcll 1t cheaper then
eV,

Yeccin: mothers willing
to pey sorething, but
not much. Mot enough
to cover costs.

Uze villoge leeders to bdring
sarvicen to communities. thay
Frovide somin supscyision

Village health cosmitteen
orgenired in all effected
vilieges. wWorking with
prosotors have conducted
sctivities puch as villege
clesn-up, disenne prevention,
fund-retzing for pusp
malnterance.

G’ 1o orgenlizs commnity.

Voluntyet-but rot
foasibls to have unpatd
VMR In fong Tun.
Currently more
compstent recelviiy reg
selertes frow local
vitl govt.

9

190 proactors trained.
PCV'e full-time

counterparts to social
Promotors tn village or
Promotof's mupervigors,

Top profect menagement
{Loes) regard vEAID's
policy of not paying
“indemiities o &
dsincentive,

Rajor #1fltculties 1n
promotoc's work 19
sonsgement releted,

C's rocelve spoctal
iraining froe OOCD/PEV
ot reglonal leve§ (M
coordinstes) OR'y
responsidle for #1) PaC
vervices tho training
13 cotegusical,
Coapansation varles.

Progreva towerd
objactives good.
Target pop adle to
S1scuss heolth
practicen.

Weed better iInfor
systoa.

on mchedile, dolnyg well.

Plan to extend (no
cont) for ora yesr to
sttaln objectives.

Ko econ wvel was
adopted becsuse of
scarce detas.

Due to leck of
docurent st ion, not sbly
to aval effectivsness
of aoee activities.

Tou early for impact
aval, But should be
dona In 2 yrs.
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NEAR EAST

Host Country Policles

Access/Sustalnabilfty

Private Sector

OYPT

Control of Diarrhoes! Dlseases
{263-0137)

nldterm sval, Hay 1984

HOROCCO
l’bpuhtlon/l-lly Flanning
Support Project (608-0145)

Final eval, December 198)

YEREN ARAS REPUBLIC
Tihana Primary Health Case
(279-00635)

nidterm Tval, April 1983

MOt advocates use of ORT;
Integrated into PHC/MCH policy;
disteibution of WHO ORE packets
by mott; nat'l progras evolved
from ressarch dons on Cap of
ORf3; Mat‘) stesring commiitee
provides strong lesdership to
project

Lack of overt Population
policy, doesn't hinder project
objectives; cultura)
conatralnts; support of pop/pp
efforta in § yeur plan,
Including quantltatiye
objectives; substantjal
budgculy Commltimang to Project

Originat contractor cancolied
due to \nunlhcmry
Performence 3n Enlﬁlllng s
pollcy. puc Policy davaiopeq
OVer courge of Project,

Tealning of over spo Hos, 400
Nurses, 29 pharsaciscy atc; oms
product fon tacility \p place
Producing 8.2 mtsifon Packeis
in 1983;

Standard rehydration cncer
Bupply kits and wmarketing plan
in place;

By 1987 ali project acttvities
will be Lully integrated Into
hoslth syscam

Contracept fve Pravajence
increased nattonally from 120
In 1978 to 298 1983; cap
incroased fras 41y to 33

Hervice deltvisy through
oxisting health structure
assures sustainarility ang
availabllity of produces

Eaplasing Posaiblifty of mobiie
and fixed sarvice deltvery to
Feach uncovared Populatlon

ot clear whethas sxisiing
effortes and sccomplishmants can
bs 1eplicsted from the PHCP to
81l 0f Yemen although
Possibilitlen oxist that oM
can sustaln technicel aspects
of project,

Prolect 9osl fa for mos to
absord 788 of ~ecuifent prograa
coats Dy &oP.

V'l" successivl media cempalgn
within both privats snd public
fectors

Bmphasis on laprived Fp
services thro Private sector
activities; Commcrcia) retail
sales enphanized; medis bltz
very sffective through 3eivate
soctor; some dobivary of
contracept fves thicugh factory
rspresentativag

Blomedicasl/Health Services

Donor Coordinatic

Research
Organizatfonal structure at
Research on clinica) patterns nat’l and governate levels
of diarrhes, sticlogy, ang successfully coordinating
opcuuonhoclm:unuul aspacts Progiem with other agencies
of ot

tinkages betwesn WO, other
olnistriss and privats
organizetions important 1o
promote I aciivities

ith
Succensful 1inkeges mede w.
Horld dank healih sanpowey
devailopment efforts: Hsalth
Msnpowes Institute.
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AFRICA

Scope

AID/Host Country
Planning Process

tntegrated v.
Categor lcal

Com th‘lnce/
Cost Recovmy

Communlity
Particlipation

CHW: Role,
Compensat lon

Contractual
obligations

Commerts on EBva
Methodology »

BOTSVAMNR
Nild Realth/family Plernty
croject {563-0074)

inal Zval, Sopt. I¥18

TENTA
£itel FAC (D13-018%)

Final €val, Wov 1982

De0m™MG
eret Health Develogant
332-00%8}) :

Totero Gval, Aprtl 19s)

Nabandd

feglonel, unserved
by other services

Modron o

~ Wo ctear datinftion of how
project would do Integroted
jnto exjoting tratning
FrO9t end

= should have hed counterparts

~ breakdown In fleld/centrat
commmication

- sdmin, tech, loglstic
comeod ity oupport week

= tontyector [eiled to dovelop
Instt comsitment ond Segree
of Involvemsnt required for
SupPport and sanagusent of
oversass project of thiyp
sCope .

- one year gep In tralning, did
hot tske new grads into ..
eccount when profected
tralnees.

= recommend wid-terw evel to
toview implemeniteticn of
profact ocbjectives.

< vory rellable modtle temms
key to succes, trusted

- waak into systes, no baseline
Burvers neod sonitoring vystsa
- reed to tnvolve MW (shered
fe5p) In services s¢ plen to
integrets, yer continue
supervisory role.

- created WOR Mealth “lanning
g State Unit thet destgned
decontralizod health services
dolivery systeq

- danimn of PRC wyoteo sourd

- need mtretegy for plasnning
procecs that links pleaoning
to programsing end budyeting.

- long term wuccess depends on
7004 MON panegusent. sdoquate
finsncing, vigorous foliow-up
in tlele.

- criticel to forselly
osteblish nutse status and
Pay scsle, analyze incontives
needad to keep nurses in
Tteld,

- vorked closely with Mon from
beginning. Oovt will cont
Progras dut mayde not a
warly o8 oxpected.

Developod spec treining

progrem without

specilic atzateygy on

how 1t would be
Integrated. sysiem
resintant to chengs

Bagan a8 extension
hospitel progrems.

to Integrate yet sware

sovt can’t provide
services aw
cost-effectively.
to develop strategy

of
Plar

Neey

Bval recommends
exploring possible fee
for service

HOM uses few for
dervico system. WO’
chatge twice an =Y,
ahow can't ralse less
to cover cost of nurses
becauns commmities
won't pey more,

Lack of cos Irvrolvement,
problew. Currently, coe
requests clinjc, offer
duilding, noainate people for
tisining. (plen training for
com wenbers; Com ready to he
w5re $ovolved,

Active devalopment comeittees
wiliing to coopsrate.

Vol recomsends oMy
s7stea developed in
next phase,

Wurve Clinlclons to
treln VIN's. Focus to
date on developing
health Infrastructure
not VHYS .

VIV will not receive
Qovt cuompensition but
wiil get free modicei
care,

Treining targets not
wet. Mo refrasher
coul developed.
Retraining not
irtegrated Into bavic
training.

Lack of sufficlent data
change In Noslth

stetus, (midierm study
hetpful but not encugh)

Provided consiet, high
quality services com
very satiafied with.

Most of the moP
objectives shouid be
achisved,

Recommended nid-ters
eval to roview progresa.

1et widterm, po
reliable bassltne. 2nd
miderm proposed emall
Atudy to maasure change.

Retomsends
Incorporating evsl
strategy Into project
frae beginning.




LATIN AMERICA

Host Country Policles

Access/Sustatnablility

Private Sector

Biomedical/Health Services
Research

bonor Coordinatio

e

" peru
Integrated Health and Family
#lanning Projecis {321-0219,

327-0230)

Midtern Bval, Hay 1983

RD0/C
Caribbean Bpid Surveltlance and
Teaining (538-0027)

PE3, Feb 1983

1979 GOP adopted nations) plan
tor puC, opecilic objectivee
set in 1980. OOP stretegy: 1)
reorgenize moH 1) improvs
supervision, eval, info , and
logistics systess 3) improve
phystcs) infrastructure 4)
strengthen intersectorial and
donor coordination.

Peru has had poattivs govt pop
polict since 1976, no serfous
religlous opposition.

HoH budget from govi declined
svary yoat for last 3 yeers,
contradicting supposed support.

At 3th conference of Ministers
Responsible for Meslth,
exprassed cont support for
centre, fultilateral Agresment
thro 1987, PAHO to msnage thio
1890. gffect functloning
depends on 15 beling part of an
international haalth sgency
that can ook beyond national
interests.

Barvices have increased
substentially, covarage not
adequale but Improving.

Stesdily deveioping
infrasrsuciure, systens and
trained personnel.

Unlikely govt able to cont
prograa as is without external
support [or some time,

Trained 3,400 health
personnel. 508 of countrien’
surveiliance units lmsproved
outhreak seccqg capeblility, 84
labs improved services:
training provided had posltive
impact on performance of hsalth
petsordiel in the rogion.

#eglon has sustained unit (10
yra with AID suppest for 6
yrs). 1t performa leportant
tunction, of interest to
countries.

143 private health anl Lanily
pianning agencias working in
Poru (some supported by
projects). HOH slow Lo approve
worthy family plannicy prograns
from them, doesn't mcnitor thes
aiter approved.

IPS3 (50c Sscurity) ilso
provides mervices ani: sapported
by AIp since 1930.

Many private sector
opportunities for cotlaboration
that should be pursud.

Bfficiency of FVD's [Fograms
benefit f5oia managemont unit
similar to Ass Demografics de
Costa fica. AID should
conisider separate project to
develop non-govt channeln of
contraceptive distribution
complsmantary to MOH offorts.

Unplanned: tralaing jrogram
AnFlusncad food aefety of
private sector, reglonal
institutions.

Oive of GGP'a prioritiss is
improving donos coordinstion.
ponor's Include World hank,
PAHO, UMICEP, 108, Gersan
Agency for Tech Coop. several
other govte.

Reny donors srrived with
preconcatved notion of how PIK
should be delivered, GOP unab}
to plan coherent strategy.
Prassntly moss than 60
externally funded projects
underway. Nonltoring Comaitte
creaked to coordinate.




LATIN AMBRICA

Host Country Policles

Access/Sustalnability

Private Sector

Biomedical/Health Services
Research

Bl SALVADCR
Urban mealth and aucal
Mutsitfon Project (319-0233)

Hidterm fval. Ray 1983

OUATEMALA
Cosesanity Nased Health and
rutriston {320-0131)

TS, Aug 198

HAITY
Sural Health Delivery System
{321-0091)

nidters Eval, March 1983

HOWDURRY
Health Sector I {322-8133)

F Aidtern Eval, Feb 1904

Project Jenlgn wesk beceuse
developed very guickiy In
rssponse to govt demonstration
{change of govt 1919),
Inplementation affected by
unresclived pol situsttion,
Rutal component wesk - sltes
selocted politically,
dizcournged coomnity
orgenizing. Current rural
policies only partislly aetisly
beeds .

At MOW, constent key personnel
turnover .

Heslth policles unclear. Two
changes In govt during project
perlod. Mo budget decressed
267 an cesult of IMF pressure
to tieit deflicit. Conds
pracedsnt not met causing
delayed start,

Assumed (cond precedant) health
policy and goals existed,
Insteed, contractor Invested
first ysar In developing these
and setting targets.

shift from urdan to rural (esp
personnsl) didn't happen,
Budge? st1ll favors central
M. Nosd to “encourage®
changn 88 currently budget used
for cetral opersting costs,
not Tursl developwent.

Project inteagrated into MONM.
Policy 41slogue recomsended end
bating carried out on local
progremming, adminrefors,
siternative fin/drug sales, fam
plenning. Constant turnovar in
key personnsi.

33.3% coverage of urben sive
arsas rosched durtng £i-wt 2
yra. Rutal amponent nc:
progressing o8 expacted decauss
of pol decision-making, lack of
tech and admin wupport, irreg
comsodities. Question ;ural
sustainabliity 1f commumijttes
unadle to actively orgerize and
participate.

Quastionsble how suntalnabie
profect in becouse so cowplex.
Developed for twice the
funding, activittes decreased
with reduction In budger, but
temained veory complax.

S50 OM’e tratned but not
eflectively deployed. should
stop training until servi:
better planned. can‘t aflord
current system. 0SPP (Halt{an
MoH) forced to rely on dosors
for operating coste for
Interssdiate term (0 yre .
Heed (c develop strategy or
setf-sufficlency that ney ’
Inciude user feos, betrer use
of wanpower, better sccouw-ting,
subcontracting rure)
dispsnsaries to PvO'y,

Accews Improved (BPI coverIge
60-00%, target 70V). with
zecent scon crisis and 108
hospitsl commtteent, dIffi:ult
for HOH to cover recurrent
cost. Have not hired stafl as
promissd. As rocosmended in
eval, {in wechanisms teproed -
using ¥S¥ funds to expand
revolving drug fund. wvill
consider recurrent cost prch in
Health Sector II project.
Conducted pre-fessibiliity rtudy
ol local drug production
options, would save on fmpcrted
druge.

Must ba fnvolved in !
Institutition butlding, long
term commftment .

Met with PVD's 1o discuss
toles, estabiished mbrella
organization {(AOPS} to
coordinste. oOne option: turn
Tursl services over to existing
Private groups (thay would
adopt DSPP gosls). Some PVO's
hesltant to got too closely
tnvolved with papp. Aiso
Physicol problom as project a4
not constder geog Jocatton of
private dlspensariss when butie
fiew govt onss, some duplication.

O activitjes Incorporated into
Project. 2 part-time
contractor OR advisors. mon
created Science and Technology
Unit to coordinate and conduct
OR, demonstrates substantiat

and explicit support for new
ackivity.

Hattian Pvo’y Coordinate theo
tmbreila orgenization (AoPS),
ArD considering fin suppost for
AOPY, °

OCH comsltied to compisting 109
hospital conatruct lon project
wvhich is #bsorbing slot of the
the scarce resources tn the
health budget.
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RSIA

3 pr wate pharnaceutical
comp nlos providad Oas, at

€ 25-30 million § liter
e in 130G,

Extonsive Gonos cwnﬂnaf!cn
baiwesn UM sgencies, PVO's &
bilaterial organizations.

Intersnt of dolng 02 on mass
medis techniques and
survetllance and reporting

Accens to services exist but
utibization ls low in govi
facilittios. appr

I HOHSY devited strategy to link

PAKESTAN health cars tn vitlages to

19842

2aXistav
43ic Health Barvicer
Iet-najs)

Timed fvel, 1983

THA FLAMD
Lanpang Heslth Devalopment
(931-0971)

Final &val, 194)

LAY

H Watfonal Oral Wehydratlon Progres Gov't hosp system. NOMSY

imglemonisd Diercheal Diseane
control prog in 1982

Orientation and treining of
physiclans not orfonted Loward
RY. G5M Intarested 1n pollcy
chango toward this.

Cancopt of ‘s and ) tiered
haalth system, supported by OOP
sithough tmplementation has not
Yot OcCured

Change 1n gav't to wilfrasy
trom civilen hindersd
succesaful atari-up,
Anti-Amesican activity mada
project implesmentation
aifficult.

Bvolution of health policy with
dmphasis on rural heslth over
coures of projact.

Hural heelth policy and health
ca 8 delivery systex sxiats,
although underutilized by
target rural pogulatiaon,

®xphasts of 9ov't spanding and
overall manpower daveiopmant
Curstive rather than promotive
snd prevent lve

Qverell budgetary focus on
health more than doubied over
1ite of project.

Mar'l PHCP lsunched by mon, ,
along with other high griority
hasith programs, Integratad
delivery of health services
atresesd;spacial budget for
implensntation of Fmc

8chools and health centars

butlt. CiM's trained, although

not 0 orlginally specified
numbers, yet not dsployaed.

Recurrent costs supported only
with AID foput. slthough mos
capabls of technical supporsi.

Dirsct influance on Thellands
fural PHC enpansion project,
{1n 20 provincas)

Oreat lmprovesent in
availablility of services,
aubstantiel improvessnt in
eaccessability of sorvices,
sodarate fmprovement in
utilization of sarvices.

Bany more health workers, mora
village health posts linked
with gow't health centers for
sustainabiiity.

Sustaipablliity and
replicability successfuily
fisld testad in anothes
dlstrice.

pec!;

Noe . ‘or loca’ marksting [irm
to d s0lop serketing strategy
tor allusry of oas,

Privet: sector providers
SRCOUTI usd to participate in
PP wen. £, salan of
phacsuc waiicals, trad. hoalers,
Privetc health caro providers.

systens, 43 wail as blomedical
aspects of djarrhea by locel
rassarch institute .

Insittutionalizatton of network
to coordinate ectivities,
asgecially “ndor health
services research, training,
and contining ed.

Coordinatfon with wmo,

psoviding a managument office

ad public heslin officar, 2
with such delay that contrect

had to supplement with {ts ow °

stall.

ALD. APHA, U of Mawell, OOT
collaboration. Problematic

institutiona) reletlonships +

1o 10> many institutional
1tastons. unclear guidelines
for collaboration and financ
arfaagomsnts .

Coordinatlan betwesn locs)

]

universiilos detersined to be

critical. soard estabiished
collshorats efforts
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] DININICAN REPURLIC

ca Meajth Sector | (%11-8187)

Final, Ped 1382

DONINICAM RERl. iC
Mecith Sector f. §1 (517-0120)

Riéterm Rval (PU¥), May 198) )

WCMDOR
OMG Rural Commnity Meslth
{s18-0001)

Final ®val., wov 1952

BCURSOD
Intogratod fucdl meelth
beitvery System (312-001%}

Matorn Wvol, Mareh 1904

Xo Botionol Development Ples so
€ flcult to deternine strangth
of comsitment to heslth.
Fro-197¢ precccuplied with
tn{rasructure and pud besith
and fe3 plamning hed Iittle
FUPPOr, Cutreat adain 18
supportive of FIC.

Attempted aduin celom oo
objective, very ditficwlt o8
winistry wesn’t tully ifnvolved
in plenning and Ceclision-meking
process. Yried to create
Wtrition tnatitute, didn't
PUCCHrd beceuss 140 wes not
2014 to highest ranking
offictels.

Progron fogarded by govt as
fugoveant as urben program (neg
coneaguesse:  pol sppointees).
Qovl provides selery supports
{or CIN, dewcnstrat.ng
comnttosnt .

Project tnflvenced govt pac
policy. Oooperstion betweyn
POF Joct/govt ensbied govt ta
oxtend {ts own program to train
®ore O's and expand coverags.

B has long torm comiteont to
‘ocemul.llnt"rnlon. Preet
stforts Bave pade pove Progress
tut slawly, Key NOW percorne)
turnowver {3 sinisters during
project period) coused
instadidiey tn poticy. Sudget
eliocetions »til) favor centrai
Syeten. Prodlem in dsfining
decentreltzation,

Incressed coverage, esp.
Yomnizetions, to tucal and
hetd to rench populations
{estimated 60V coverage).

Rxpandsd beyond original scope
‘deceuse of succens of promvtor
uysten. xpansion finenced by
CODR .

1ncreesod pop coversge
(sttained proposed target), tho
full parvice coversge of child
tmmmtzst lcns only.

Low productivity of Oml's,
couid de providing sore
services with saees
infrestyucture. Uxponsive
systes beceuse not very
elticient {largect exponse i»
salery oupport provided by
govt.})

At meintenance phase, but weak
oupsrvicion., cont ed. KIS,

Trelned OW's In ruiol areas to
enpand coverage ubing
avengelical groupa. Mord to
Judee impect becasue of
sultiple dynswic forces, but
Project contributed to
increesed coverege.
Queotionable whethar N could
cont seme support system for
personnel,

Extended wervices Into 3 of 17
Integroted Rurel Development
(10D) sreer groviding health
sorvices to tsoloted and hard
to remcl. oulotions, When
scile up for other IFD's wil}
b0 very oxyanoive, Litile
octual cout data svallable as
fu1] complement of workers not
in ploce nor are all the
Syvtems necessary to maintain
the services (v.g. Ni1m,
supervision),

Used svangelical qroups on e
Iimttad basis as Intermedisrien
to reach commmities. Proved:
1) sesler 2) more supportvet
responss from commmity 3) more
community psrticipation.

Over 10 major public/private
health sgencies providing
sssontial services., WNatlons!
Realth Council (MIC) crested to
coordinete these ef ordy though
not actively doing this yet,
Project working principally
with MoM.

Resesich component In nutcition
program. Completed
food/behavior study wnd nutrl
assesvawnte of chlléren.

Others planned but rot adequate
ooR funding.

Batfonal Meoalth tounci) ToRp
tor srecomsanding resesrch
agends, not sctive provently,
Minlster 1s chatr and cont
turnover ceuzed instabiitry,

OR studies by ALD contracting
egencies should focus on
profect cepadblifties,

wutrition compormnt:  Jeck of
coordinst lon seong agencles an
1natitutions desiing with
ruteition in DR hindered tlesl,
taplesentetion of mutritlon
intetventiong.

Project ptoff hove ceordinsted
healith octivizios with K1 ang
Pooce Corpz.
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X

INDCHES [A

toalth Tralnlng, Research
and Davelopeent Project
{491-0213)

ftdtsra Bval, march 1983

KONEA
Heslth Demonziration Profect
(489-u-092)

¥inal, July 1962

UEPAL

Integrated wurai Heslth/
“ofemily Planning Services

(367-013%)

Mluters val, ooy 1982

WEPAL

Populetion/Family Plannlng
{367-003%6)

Integratsd Health Sarvicea
{367-0126)

Finel svals. 1986

Focus an control of infectious
dissases, construction of
health centars, production of
health msnpower, increased
effectivensss, health services
rasecich, information
procassing. GOI focus on health
flanning activities (3 yr glan)
caused delays In project
inplesentation, as criticsl
project atsff were tequired o
pasticipate for extended
periods of tima.

Canditiona precedent:
devolopment of Koresan Mealth
Demonstratfon Institute for
management and iwpicmentation
of project. outside the rim of
the existing sinisterial
structure.

Active gov't policy to sxpend
health services to urban and
fural poor.

Mmerous policy changes over
course of project graetiy
affected profect catputa
negatively (1.a. comguisory
hesith Ins, incressed taxes,
change in NOM pessconsi
structura). Continous shift in
policies. Shift In juriadiction
of On's, thus limiting theis
ablifty to perfoim given tasks.

Mat‘] policy to comtrol pop
growth,provide minisal basic
health serv to ell through
integrated delivery system

Bhortages of qualified
personnel in health system

Polictes address high priortty
problems: proviston of min
services to max & of peopls.
Use of 3 ysar pnllh plans

Extension of PHC services,
oupecially BCH, to underserved
village arsas. Bustainabiidty
to be fostersd by lmproving the
central and provincial planning
capabiiition.

Access to services Increased
dramatically after lst yr of
laglementation; less phyaiclan
sstvices wers required.
Accessabliity defined as: mean
travel time lor prisery care,
{shilch deciined from 62 ming in
1976 to 23 in 1979); change 10
meon sxpenditure per curative
visit; sesn § of visitw per
person (Increased 868 over 1lfs
of project.) .

Goal of absorption of up to 30%
aof cost of an support by mom
ot BOP.

Hoslth/¢W services genarslly
provide inedequate coverage,
slthaugh covering 62 of 74
districte. Weed for iaproved
quality of coverage to

ocong lement actual accespabliitty

Curtatied decund of private
physicians, sho sffectively
Protested, thus effecting »
change 1n policy toward Civis
and weakening thels role.

¥agotlations w.th Jocal
pharmaceutical company to ufg
drugs on & tim:ly basle,
although compeuy doesn’: have
abkliry to sup iy quantity
nocessary. UMIVEF supporting
additione) wechinug lor
industry.

Heaith resesrch end deveiopment
sub-projecin incorporated and
dezigned ko taprove hoH
copacity to 1dentify probloss
of health care delivery and mgt
ot central and provinciai
levela. 1/3 of project focused
on institutional development.

iGD1 sble to do soms basic
health services research,
although cutcome® never affected
prograa planning.

Recommended cocrdination of
project activitios with
JW/ 5PN aciivitd
devalopssnt of steering
committes to coordinate ail
health sector activities with
both tat'l dovors end
minlstertal afforts.

Creation of Natfonal Health
Councl) to coordinate Interes
of MO and other private
organtzstiona providing hesit
Bervicas.

Pesce Oorps collaborstion with
Tural devslopment aspects of
project.
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BANOLADSSH
International Center for
plerchaecl Disease Resesrch,
Bangladesh (931-1012)

Ridters Eval, Dec 1982

BURMR
Primary Hentlh cere t
482-0001)

Ricterm Bvael, April 1982

INDIA
Integrated Rural Health
and Population (1356-0468)

Nidters Eval, Mov 1983

IRDONES IR
Comptehanaive Heslth
Development Program -
Province Spacific (CHIPPS)
(437-031%})

Hidtera Bval, June 1984

PHC Inftlative w/in moH
reflaected in Feoples Health
Plan.

Sevare budget constralnts w/in
HOH

Significant tmportance placed
on voluntary heslth steff
working in the rurel community

Particular concerns with high
fertility and high Infant and
child wortaifty, as reflected
in policy emphasis on PHC

Traditionsl focus in health
SeCtor very centralited, with
vertical programs. Mew shift in
policy emphasizes
decentrelization and
fntegration, GOf health policy
consideresd comprehensive end
exenplery smongst othar
developing coumtries.

Heed for mora haends-on traintng
tor host-rountry nationsis and
developseit of training
factitties for Bangladesh] 2nd
others to toater
sustainabiity.

Undarlying project obf. to
provide access to services \RAP
bafore constdering contsnt or
quality of those services,

Heavy reltance an imgorted
drugs, 1lsiting prospects ot
sustalnabilfty with regard to
torsign axchange shortages.
Indigenous product ion and
support of Burnese
phaszaceuticel industry
encouraged. .

PHCI desigqned to bulld tratning
capabdbllity for aubsequent
expansion of PHC network

Isproving sccess to health core
Wervices in rural areas of
India 1s primary objective.
Sustainebility should be
fostered by manpowwr’
developmant

Central, regional, and locel
tralning institutions should lg
used to build cepabiifty to
Foctittate full scale-up of
project.

Profect focus on education anf{
involvement of officisis in
order to internaiize
problem-solving epproach,
leadtng to sustainabiiity.

Interest tn Involving Burmese
pharmaceutical industry to atd
sintmizing forelgn exchangs
expenditiures on drugs which
could bs mig localiy,

Projecy focus on undettsking
and pramoting study, doing
resserch, and disseminating
knowlodge on tarrhecel
divcezas. Have made signtficant
tensprch odvances: resesarch
noted to ba of sxcellsnt
quality.

001 interested in lsproving
copacity of provinciel health
stalf to 1dentify and poive
special needs without externs}
assistence. Ruphasts on heslih
services ressarch and improving
tevels of tesching snd reserech
at nst’l school of public
health.

Bultidonor effort; AID provi:
27% of total budget. :

F.int RID/AMO/UWICER project
~kth ALD providing moatly
comwod ity support, WO
providing mostly Y.A., and
UMICAF complementing both. -
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SENBGAL
Bursl Hesith Services (683-02)19)
nd widtera (speciai]

After 1980 eval, GUB changed
policy to allow dacentsilzs-
tion of drug distributioa.
Agreed lot village hoalth com-
sittoed retain collected fees.

Proapects exch better but sciil
big question 1f snything other
than curstive service csn/wili
be sustained by communicy.
Yillegers nalntaining physical

Mentloned that trad heal.rs in
Arss providing service, Lut no Using record Zorms for 1l)iter-
diecussion of tncorporating ats health workeys from nssrby
into PHC project. Dutch project.

8lsvoted importence of project
by sasigning person to be
tesponsible for project in Mmoo,
MOM & USAID agreen deceniraliza-
tion shoud move moce slowly,
heve grester central mou
lnovolvesent for while,

Ractlitty (health huts). USAID
fhad besd paying supplemental
fos for esch supervisory visit,
but now has stopped because
meithor villagers nor MOH will
bs able to austain.




AFRICA

Host Country Policies

Access/Sustalnability

Private Sector

Blomedical/Health Services
Research

Donor Coordinatt

R EA
ng Pistrict Mealth Project
-31I8)

| Sval, Sept 1981

| Water Supply (691-0210)

rm Bval, Agpril 1983

1 4
oD (690-0421)

orm Bval, Aprii 1985

Project pearallsls govt priority
of rural dsvelopmant,
self-suff. Pllot project bagun
on cond that gowt would cont at
and.

GOT stated in Nat Developmwent
Plan that safe water tor pop
highest priority.

OCCD project duilds on ex’sting
PEV project. Confusi-~: jovt
policies, wuiciypie depts
doaling with PHC cosgonents.
Alsc many donors trying to
influence govt policy.

1983 develustion casused severa
budget culs scross progrems,
need to reorganize.

thio policy dislogue, AID °
should emphasizs sdvantages of
integrating ail offices
contributing to PMC, this need
not alfoct sutoncwous budgers
such as PRV s,

Vitv'e tralned for 938 of
villages (up from 19V}, wigh
drop-cut tate after trejned
(583) nesd to svalusts fictdre
in 9o0d VIN parformence
(aupervisjon, logtistics,
selection). OGOT will hee to
feduce Inputs to afford, use
bikes instead of carw for ex,
transport costs very
d1fffcult, WOH to asaume but
not brought Into project early
enough, poor tranatition
planning, threatena program,

welis functioning provide water
to 47,000 Yogolesa, others
drtiled but incomplets. Health
¢4 component maxlalzing
cosmunity coverage.

Used former smalipox cem aign
network to quickly reach
targeted reglons. Estimate 404
of tergeted rones coversd by
OCCD/FEY services.

002 expected to cover &i! costa
after 4 yesrs. Amended: rover
fscurgsnt cost, still
questionsble. Havo develrped
relfavle infrastructure,

Contracter Jocel FVO drings
dedication, diecipliine, repport
with pop, piractical eys on costs

Nead to stidy supervieion

Of component has 2 goalg:

1) solutions to pav probs with
interventions

2} training of Tairian
sclentista fn conduct ing
studien.

2 srudies snd 24 surve s ha
been inltisted r -

QOT not ready to anssume
project,
tnterim donor

Fimp installation resp of
Fronch Fonds d'Aids st de
Cooperstion and hydro-geol tech
consultants {unded by Pords
Buropesn de Developpement
{FED), 00T provides msnpowsr
for w4 component, Peacs Corps
provided 10 PCV's, USAID
supplements ed funds.

Problems occurred In
coordination of tech {Prench)
end sducation (USAID}.
Togolses net cootdinator
appointed.

Yech coordination by coc vis 2
consultents. Peace Corps
provides voluntes:s. powowms
(Belgivs donor) slsc provides
PEV sssistance.

Confusion over ¢bC, AID
procedures, use of funds.

Presantly considering
reorganization of PHC offices
to betier coordinats USRID,
PONZIES, Prench.

viil have to tdentif
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niGeR

Burel} Meaith Improvement
(683-0708)

nidterm, August 1381

SOMALIA
aurel Heal.h Dellvery (649-0102)

nidterw, Feb 1284

'BW
Rursi Health Bupport Project
{650-0011) (830-00i9)

ildterm Eval, April i9es

ot cosmitted to improving

1) rursl heslth cars 2) ite
capacity 10 pian and Bensgs.
Rajor emphasis on further
develogment of feciliities to
mako approp cusrative and
preventive care and health &d
programs widely availabie. 9
of nat budgat dedicsted to
health. €3 lncreese ovar
previous year.

Concopt of Metional Treining
Certors instituttonslized
within noH. bo clesr direction
on PHC policles. Very
centraiized system, eval team
urges decantralizetlon. Pew
natlonal rasources investsd tn
heajth.

When project originally
designed, favored by m0M,
though nelther specific govt
policy nor depts of fasily
planning of MCH at nat levsl.

Overall project guals led to
batter access to hoalth
pervices, imglsesntation
redically hindered by
contrecrsT, RID, HOM.

fval teama feels project
recurrent costs can be
sustained by moH if cost
reducing activitias proposed
adopted and decentralization
iwplemented. Thorough
recurcent coat analysis
completed. If can find long
term donor support for drugs,
annual recurrent cost much
lower.

{Recommend AID give securrent
coat support from snd of
project until 1992. wo ™A,
just acney).

Incresved Coversage {almost 30%)
of rural pop by village health
teams on target. Increased
from 1300 to 4060 villagas
participating.

Praject saphasis on training
and re-training. taciuding
viliage level to incresse
sslf-sufficiency.

Eystom is well-organized, far
reaching and seems affordable.

WO comment In aval on change in
accessibility.

Given worsening cran cands, MOH
can't Finance already low level
of PHC much less expand
sarvices in manner project
Planed (rasource

snvironsent). RMSP sxasined
recurrent cost prob and wade
fscommendat ions to sncourage
sustsinibiiity. Less sttention
on rols of countarpacts and
trarsier of s:ilin above leval
of twaltis worker.

Institutionalization hampered
by lack of golictes, plans, and
no NCH/FPP Dapt.

PHAL (Private Heslth Asw of
Lesotha) rapresents intevests
of PUO‘s In Lasotho. Recelveu
support from donots, patient
fesn and changes. Bign smoun:
hesith services provided by
PHAL insti agres w/ gove on
basic FiC festures. Interested
in collaborating with LRHD.
Considering grant progras for
PV0's delivering services in
rural eress. PVO's can feduce
supervigory and admin burden of
HOM. Should share managemant
systems PVO'n have devaiopad
with MOM.

Private mector should be
invoived in manufacture of
pharmscsut icals,

Com gharmaciss not serving
rural areas. Located in urden
arsas in direct competition
with privete pharmacles.

003 should consider weys o
taduce requlatory burden on
privats phasmacies which, in
turn, would roduce drug price:
tor rursl pop .




AFRICA

Host Country Pollicles

Access/Sustainabliity

Private sector

Blomedical/Health Services
Research

Donor Coordinati

BOTSWUR
Child Beslth/ramily Planning
Project (86)-0079)

Pinal gval, Sept, 1970

KONYD
Xttu! PRC (01%-018%)

Firel Bval, Mov 1982

LEsoTHD
Rural Hesith Development
€(632-00%8)

Midtern #val, aprit 1982

MOH committed to shifting from
curative to preventive
omphases. To sccogplish,
supported training and
retraining of persomnel to
carcy out PHC dutfes. Priority
prograa for NON: 1) dispstched
o¢afl to attend tratining 2)
dudeatnry support to support
ttudonin in training 1)
ppointed qualified counterpart
to fanjor Publlc Heslth Ry

4} Senlor officialy tooX time
to lecivre students.

inspired by 1972 wom

directive - reallocate funds
townrd rursl sarvices and
tntegrote preventive and
proxoiive sspects with curetive

O0L policies strongly » 143
e, ircluding rodh!nmm
of hestth resources from urban
to rurel sreas. Budgetesry
:llou:lam Contradict thig,
noonslatenc 168 e twean 14
and budget refiece lack :: ~
consensus tn ooy, cousing
confusion ang berfe
donors in health sector. o
does not Sppear to have
considered coet lapiscet tons
and orgenixaticn #ffort nesded
in CATrying out Progras.

RON ©illing to foce wp to
trevitable probe - ulruhlng.

Rvtablished Health B4 Unit now
capable {though weik) to carry
out sctivities,
institutionalized, 014 not
Integrate curriculum into Rw
tratning, sven secont grads
sent to specisl progres.
System resistent to change.

Eucel]l imwn coversge, nutr)
surveillsnce, prenital
counseling. Nobils PHC team
deaigned for ench remote pop. ¢
teaks resching 16 uites each.
Qood but should Incresse
cost-effoctivenass by
saxinizing communyty COVOraga.
Services lesa experulve then
govt services, but thess
conditions not sasily
teplicable by govt
institutions. Kscowmend
Becunde HOM emplors s to work
under guldence of Catholle
dlocess,

Bext phase will intagrete Inte
W' 8 proposed Inte wated ural
Health Project (par tatiy
funded by AID)

MOH first wintetry to begin
1agploment ing decentreitzai ion
policy thro LrHD,

Created nev cedre of workerg
(Murse Cliniclens) to
supplement sxpatriate Mg in
rural areas as commts
turnover of m's 1a
destabilizing and expndlve,

Institutional izetion ¢ Wurse
Clintctans status in & and in
civil wervice not res Aved
pending legimiation.
Attemgting to Incorporata Murse
Clinicten training into
Univeraity curriculy ¥eod to
oddress pessonal and
Peychologicrl factors that
relate to totaining thine
tretned staft in resot: rural
areas,

Project organized by Catholic
diocese wissionsrles. Abls to
provide wobile seryices
offictently and effectively,
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Research
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- Bany govte heve supporiive poilcy,
but budgat allocatfons Go not
follow. Woney stays in urban sresa,
central programs.

~ Whers no policy sniats of repid
turnover An key pervonnsl, difficule
to get commitment.

- Often conditions precsdent not .,

causes dolays in stact-up, yot o
projecta alec funded befors rescive.
Loglc for CP's 1 wnraalistic or
fvnd before met?

= Decentralizstion lapostant topic of
policy development. Problem in
dofinition,

- Bany projects Incrs:ie LT TT
though not to sccegiable level or
not elflently becsuse of
underutiiization or los productivity,

= Aoet projects do not project costs
accurately. After projects funded,
realize govt cen't afforg the zcopa
of the intensity of rescurces to
sustalin,

~ Few projects hava useful transition
plans to asstst FOVEe aBsume
responsiblifty tor sarvices.

- Bustalnability often question of

long-term planning Yot profects use
ehort-term timo fres. Admit in
svaluations that {natitutional
development tekes time, even when
well placned there sre siways
wipredictable svants that praeclude
tuplenentation of planned
activities. cCan AlD deal with
lonr-term planning?

Probles of sustuinabilizy fos
services dependant on comoditien
that must be purchesed wiih forelagn
#3Change (drugs ip particuiar).

Private ~ector sctivity mosy commson
in gharmaceuticela and fomlly
planning.

Hany PVO's 3nvolved in heslin/rFP oré
barely self-rilficient, saly on
outaide assistance.

Soe PVO's have coordinated with MOH
to plck up wome sasvice delizary
reaponsibilities or gove, they are
wore efficient.

Soma PVO's do pOt went to
collaborate with MOH becasus MO so
poorly managed.

Soligloua organizationy are
inportens resourcsys, often have good
community rapport.

PV0's eble to provide pame ssrvices
a8 govt often more cost-sffectivaly.

Livtle dizcosslon of traditional
haalors,

Heed o at lasst communicats with
Jtivate t's and phareacies, they
could vndermine efforts.

= Mzost no blomedical research
explicitly described in evaluations.

= Applisd research and rpesntions
rasearch ussd to study manageant
probless in mora organized, well
wenaged MOH's/projects.

- Little racesrch in Africa {function
of poor into systems?), ator of
Fasearch activities in Asia.

- Reglonal center impcrtant resousces.

- Vory 1itele Govor cocvdination
occurring 1n Alrica, Latln keerica.
more mul¢iple doawor sctiviey in
Latin raerica thon Afsich according
to svuluations.

-~ Wy Insteces where donosuw confliict

with esch othare progress. cng don’t
neceanoriiy suppoft NOH offorts.

= Woc) thwso e scee coordination,

Coaea 2o have steesing comnfttess
ot Wationsl level to deal with
donors.

i
h
1




= In some national

prograce end rogionsl
prograny targetsd for
acaling up, Wy
reolly dotng 3t right
the progren consumew
TOre rorourcon then
srolects”,

S

= Raroly sufficlent qualified

= Disbursement of funds and

Ovarall wesk mansgement syetes
ir datrimentel to even the

best deslgned projects-- oll
mOagemant anpects sontioned,

Baed to Incorporsts
Cectazion-nakers Inglanning
precens from beglinning.

Rany unreslistic objectives
d tise trames that nesd to
be ravised. Possibly should
oXpect to always revize
implemontaiion plan after
first year.

Contrallzed system causss
delays, often unnecsssary
procaduraes.

Urmet conditions precedent and
contractual delaye impedae
timaly implementation.

Oftsn contractor naede to
spend Inftial periog
devoloping policy, geining
govt/ciamunity scceptance
1nsteed of planned
irplementat fon ectivitios.

NOH ytaf®

Tinencla} mmitor ing problems
alwoys,

. Into mow,

menaged welt.
probless ad(ing twore
responsibiiities to
it (integration)
Question of
absorbetive ~apas ty.

~ R categoricel pregras

will probadbly hevs to

chanige tte pnce f1low

down) as fntougratoad
Riso W
usuelly less
afficient in
providing same
sarvice,

~ Should Incorporeti
appropriate decis on
mskera in plannin-
process from
beglinning or
intargration way te
tabotaged,

~ Long sjow process.

- Sose normative
systens bette-
integrated, others
better left
categorical,

~ Heed personne)
capable of
®anaging/coordinat ng
Integrated program: .

- Wumber of ORT
programs that sre
categoricat,

efforts, but few
close 0
self-sufficlency.

Revoiving funds srem
Hkely to provide
Tovemse.

Nany PVO's aren't
self-sufficient, they
rely on ocutside
funding and user fees
to survive,

Revenus generated
rost cften for O
selary, drugs
(including omrg),
cutative services,
b ficult to charge
for lmwuniretions.

Podpie often not
w11ling to pay for
preventivs/promotive
services,

esoontial to apccoss of PHC
system In mowy piojects. ajso
tack of ~om participation tn
Prolects rocognized as problew
In wost projecta.

Yors effective to work through
existing groupe than crasting
new ones,

Fany projects have started by
focusing at poltcy level and
hevs not staried resl cowsunity
jevi) component yet, though

they progresmed 3t in Inftietly.

Oood involvemant From cosenunity
when they get romething

tongibln in return such as
watar, curstive servicer.

IR, A AP A W ) R~ e i

programs, OWM‘s
expsct componsattion.

~ Progroms proposs to
increase coverage
selng CHY's to reach
commmitiag.

i

Blggest issue:
coompensation.

gencralize, but most
40 not neet
obligations. 1If
*nough “xtarnsl
factors involved and
stiil some progress,
consfdered
sutisfacrory. If
contractor awsre of
constroints from
beginning and falls
to Incorporate them
Into implamentstion
plen, contrector
blamad .

ARG ST Uity CHW! HOle, contractual Comments on Kve
Y & g o TEEB LU R AL T e
) } Bl Planning Process Categorlcel Cost Recovery Participation compensat ion Obligations Methodology
COEMENTS AND
LISSONS LEARNED

B - IT central 1OH p3t Iome prelimtnary - Com patticipation recognized A% - In most govi - PILfteult to - Biggeat 1seus: lock

of dsts to document
progross,

High coat of good
daton.

Ceusal attibution
alfficule.

Yoak objectives set
at cutsat, ao good
standerds of
pertorsance.
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