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PART ONE
 

FEASIBILITY STUDY
 



I. INTRODUCTION
 

1. 1. Background on PCI Involvement in Somalia
 

Project Concern International (PCI) has been exploring a
 

program for the Somali Democratic Republic (SDR) in primary health
 

care training and development since 1979. Initial talks with the
 

Somali Ministry of Health resulted in an invitation to provide as­

sistance in PHC development in one region (probably nomddic), and
 

a health planner and a health visual aids specialist educator for
 

the MOH in Mogadishu. PCI was not able to act along the lines dis­

cussed because of funding uncertainties. Therefore, in October,
 

1981, PCI opened discussion with the MOH and AID/S for a possible
 

Operational Program Grant (OPG), but iittle progress was made due
 

to AID-Somalia concerns over problems in the existing rural primary health
 

health care project in Somalia.
 

In August of 1982, the office of Food For Peace (FFP), AID-


Washington, expressed its interest to PCI in developing new and
 

improved strategies for delivering health and nutrition services
 

to nomadic and more isolated rural populations. FFP is committed
 

to finding new methods of investing FFP resources (food assistance
 

plus generated funds) in ways that promote the integration of
 

development efforts - health and nutrition, income generation, and
 

rural development, etc. The incerest of PCI in contributing to
 

this effort brought FFP and PCI together.
 

The Somali MOH confirmed its continuing interest in a PCI
 

primary health care program in Somalia. The Nugaal Region was
 

designated for a PHC training and development program. Because
 

of the difficulties of developing a PHC program to serve a nomadic
 

population such as found in the Nugaal Region, PCI and the MOH
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agreed that a feasibility study was needed to design a viable and
 

relevant implementation plan. 
 FFP agreed to fund a feasibility
 

study.
 

Responsibility for the contract was assumed by AID-Somalia,
 

and Contract AID No. 938-O700-C-00-3051 was negotiated and signed
 

with PCI in September, 1983.
 

A review of the complete scope of work for the contract is
 

found in Part One, Section II, of.this report.
 

In October, 1983, a four-member PCI team'commenced planning
 

work in Mogadishu. The 
team 	left for the field during the second
 

week in November, 1983, but work work was interrupted, and the
 

survey was not completed in the Nugaal Region because of security
 

reasons.
 

A change order was negotiated for the original contract once
 

the MOH and AID-Somalia identified the 
Lower Jubba as the new region
 

for investigation. This was signed on March 29, 
1984. In April,
 

1984,.the feasibility study for Lower Jubba was initiated.
 

2. 	Cooperation of GSDR and Other Agencies
 

Excellent assistance and cooperation was given to the Project
 

Concern team by the Government of the Somali Democratic Republic
 

at the national, regional, district, and local 
levels. This great­

ly aided PCI in the completion of the survey. There is not suf­

ficient space here to cite all 
those who assisted Project Concern,
 

but we would like to especially thank the the following people for
 

their exceptional help and cooperation,:
 

Dr. 	Mohamed Ali Hassan, Vice Minister, Ministry of Health
 

Dr. 	Qasim Adan Egal, Director of Primary Health Care,
 

Primary Health Care National Office (PHCNO), MOH
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Dr. 	Abdi Guri, Director of Training, NPHCO, MOH
 

Dr. 	Ahmed Dahir, Director of Planning, then, Ministry of
 

Local Government and Rural Development (now incorpor­

ated into the Ministry of Interior)
 

Mr. Mohamed Mohamoud Liban, Governor of Lower Jubba
 

Dr. Omar Hersi Mohamed, District Medical Officer, Kismaayo
 

District
 

Mr. Abdulahi Haji 
Hassan Ali, Regional Executive Administra­

tor, Lower Jubba
 

Colonel Ilmi 
Faan, Regional Police Commander, Lower Jubba
 

Mr. Sallah, Director, Fisheries Department, Kismaayo
 

Mr. Salut Abdouli, District Commissioner, Badhaadhe District
 

Mr. Ougas Ali Farah, District Health Officer, Badhaadhe
 

District
 

Mr. Ahmed Ibrahim, Livestock Officer, Badhaadhe District
 

Mr. Ali Abdi Nursi, District Executive Secretary, Badhaadhe
 

District
 

Mr. Mohamed Elmi Sayan, Veterinary Field Officer, Lower Jubba
 

Region
 

Mr. Ali Ashur Baro, Regional Sanitarian, Lower Jubba Region
 

Mr. Jibil Ali Adan, District Commissioner, Kismaayo District
 

Dr. Ali Mohamed Samatar, District Medical Officer, Jamaame
 

District
 

Dr. Abdul Rahman Ali Sirhan, District Medical Officer,
 

Afmadow District
 

Major Khalif Farah, District Police Commander, Afmadow District
 

Mr. Abdulrasq Ali Ahmed, Assistant to District Medical Officer,
 

Afmadow District 
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Mr. Abdulahi Bashir, District Health Nurse, Afmadow
 

District
 

Mr. Abdulah Haji Ali Sululo, Mayor of Afmadow and Acting
 

District Commissioner, Afmadow
 

Special 
thanks must go to Saleh, our driver from the Regional
 

Government of Lower Jubba, who assisted us 
beyond the call of duty
 

during our field work.
 

This list would not be complete without acknowledging others
 

who assisted us throughout:
 

AID-Somalia
 

Mr. Louis Cohen, Director
 

Mr. Gary Nelson, Deputy Director
 

Mr. Raga Elim, Chief, Social Development Division
 

Mr. John Rose, Health Officer
 

Private and Voluntary Organizations
 

Mr. Terry Jeggle, Director, ELU-CARE
 

Mr. Stafford Clarry, ELU-CARE
 

Mr. Earl Goodyear and Mrs. 
Kham Goodyear, CARE-Somalia
 

Mr. Wes Wilson, ELU-CARE
 

3. Organization of the Report
 

This report is divided intu two parts. Part One presents the
 

feasibility study carried out 
in Lower Jubba, including a descrip­

tion of the scope of the work, the survey methods, and an analysis
 

of the implications for implementation of a PHC program in Lower Jubba.
 

Part Two outlines the recommended project design proposed by PCI 
to
 

address the 
PHC needs of the Lower Jubba Region. This incudes the
 

implementation plan, the financial 
plan, and an analysis of recur­

rent cost implications.
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II. PCI FEASIBILITY 
 STUDY MANDATE (SCOPE OF WORK)
 

The purpose of Contract No. 938-0700-C-00-3051 
is twofold.
 

First, to determine the feasibility of a Project Concern 
International
 

(PCI) primary health care 
training and development program for the
 

Lower Jubba Region. 
 Second, to explore new combinations of develop­

ment resources emphasizing the use of Food for Peace 
(FFP) resources
 

for development purposes.
 

This section of the report presents a summary of the find­

ings and recommendations of the PCI 
team in relation to the tasks
 

called for in the Statement of Work. 
These are included at this
 

point 
even though there will be considerable discussion of them in
 

other parts of the report. It is felt 
that an early summary will
 

provide a clear and concise progress report on the whole scope of
 

the contract.
 

11.1 
 Determine the Appropriateness of a Cost-Effective PHC Program,
 

Given Geographical and Cultural 
Constraints
 

The survey revealed both 
a wide range of endemic health
 

problems--malaria, schistosomiasis, TB, anemia an,' malnutrition in
 

women and young children, diarrhea 
in children, complications in
 

childbirth--and serious gaps in health services in the rural 
areas
 

of Lower Jubba. 
 District health facilities, rural dispensaries,
 

and other health posts lack even 
the most basic equipment, supplies
 

of drugs, and other medications. These conditions are totally
 

inadequate to provide an acceptable level of health The
care. 
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District Hospital in Afmadow, for example, has no mattresses and
 

sheets for the beds, almost no equipment, and three months' supply
 

of drugs allocated from the region is said to be sufficient for
 

only about 10 days of operation. Although there is a laboratory
 

attached to the district facility, the only equipment proved to
 

be two glass slides and a wooden rack for holding test tubes.
 

There are no microscopes, no reagents, and no cleaning materials.
 

The situation is even more meager at the beel (central town/
 

village) 'evel. Many dispensaries are without qualified staff,
 

lacking in equipment and drugs,. and are frequently closed for
 

days on end due to lack of support. Below the beel level,.at the
 

tuulo (village and subvillage) or at nomadic settlements, there
 

are no health facilities nor health workers in most locations.
 

Immunization activities are nonexistent.
 

The PCI Team concluded that the only way in which health
 

services could be improved in Lower Jubba was through a community­

based decentralized health development program. Such a program
 

would make training and supporting community health workers a
 

first priority, at the same time, establishing the necessary link­

age and health subsystems at the district level. It is the Team's
 

view that an appropriately designed PHC program, taking into account
 

the varying needs, problems, conditions, and resource capabilities
 

of each district, and areas within districts, would be both cost­

effective and viable. Long-term improvement in health status and
 

program sustainability, however, would have to rest on broad-based
 

http:level,.at


rural 	improvement in other key development sectors that are sup­

portive and reinforcing.
 

11.2 	 The Design of Such a Program, Including the Capability of
 

the MOH and PCI To Carry It Out
 

The program design is presented in Part Two, Sections i
 

to IV. In brief, the design focuses on the community and uther
 

rural 
outreach levels, decentralized district health development,
 

and multi-sectoral components.
 

PCI has both the primary heaith care technical expertise
 

and the grass-roots experience, capability, and commitment to car­

ry out the program envisioned. The MOH has committed itself to
 

the establishment of a national primary health care program and
 

to the 	extension of health services 
to the rural areas. The
 

increasingly competent PHC National 
Office is making efforts to
 

strengthen the MOH staff at 
regional and district levels to support
 

PHC. The major weaknesses are the lack of qualified district and
 

beel level staff familiar with PHC, the top-down focus of PHC
 

planning, and the delay 
in training and development at the community
 

level.
 

The proposed program design addresses these deficiencies
 

by focusing on community-level work, strengthening district health
 

infrastructure in 
a manner supportive of PHC, and emphasizing com­

munity motivation and participation skills in district and lower
 

level MOH stafi 
 Some programs have concentrated on first build­

ing a structure a. the region and working from the region, down.
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This approach has failed to engage the community in any meaning­

ful way. Fortunately, while at the district levels, 
the Team
 

identified a number of health, and other, staff who both understand
 

and support giving priority to the community.
 

A modification of the current PHC strategy is recommended.
 

Based on 
the current concept of the PHCU, and proposed rates of coverage
 

by CHWs, 
these facilities would be overelaborate and overstaffed
 

in much of Lower Jubba. Modest health facilities can be construc­

ted using local materials, existing ones can be refurbished, and
 

MOH staff levels can 
be adjusted down to more realistic levels.
 

The latter will have to be compensated for by increased numbers
 

of CHWs being trained--to relate to smaller, more dispersed pop­

ulation groupings. This modification recommendation is determined 

by various cultural differences, as well as geographical and demo­

graphic factors, particularly the small group size and wide dis­

persion of the population in the two interior districts of Badhaadhe
 

and Afmadow, the considerable nomadic population, and the isolation
 

of interior areas during the main rainy season 
(April through June).
 

The proposed program is supportve of the MOH commitment
 

to PHC, and should provide an example of a flexible, adaptable
 

model of community-based health care development and delivery. 
The
 

Tean, also recognized a strong need for a multi-sectoral approach,
 

not only bec3usc this is, or should be, 
a key element in any PHC pro­

gram, but also especially in Somalia where the village and rural
 

people see their problems as interconnected. The manner in which
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the technical agencies in the districts cooperated together is also
 

encouraging for a multi-sectoral development approach.
 

The effica,:y of a rural development component in a PHC 

program for Lower Jubba was perceived early on in our discussions 

with villagers. 
 To cite just one example, the need for increased 

quantity and quality of water was 
identified almost everywhere.
 

Water development is directly supportive of improved huma- health,
 

critical to the survival of livestock, ank a potential 
resource
 

for increasing food production and diversity in the diet.
 

11.3 Determine Whether and How Use of PL I80 Resources 
(Food for 

Work, Title II, and/or Other FFP-Generated Resources - Local 

Currency Generations) Could Help To Increase the Effectiveness 

of a PHC Program 

The PCI Team found ample need and scope for the use of 

Food for Peace (FFP) resources including PL 48U Title II food 

and locally generated currencies from Titles I, II, and III 

through the CIPL Program. 

Surveys revealed a wide incidence of nutrition and 

nutrition-related prob!ems--anemia, miscarriagjes, and protein­

energy malnutrition in children--a high prevalence in three of 

the four districts. The diet is most often maize and milk, food
 

items whose production 
is extremely dependent on variable water
 

resources. 
 Endemic malaria and schistosomiasis and frequent
 

diarrhea in children contribute to, and interact with, low nutri­

tional status to place this vulnerable group at serious risk.
 

Infant mortality and child mortality are high, as are miscar­
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riages among women.
 

Under these circumstances, food assistance needn't bn
 

programmed in the traditional broad-based manner, but 
rather,
 

targeted to nutritionally deficient individuals identified by
 

CHWs in the vulnerable MOH category. 
Food aid would be provided 

on a prescription basis as curative and preventive therapy. This
 

nutrition intervention would be programmed in conjunction with
 

non-food inputs such as 
health services, nut ition education,
 

water development, and small-scale food production.
 

Opportunities for the 
use of FFP resourk:es in the form
 

of locally generated currencies from Titles 
I, I, and III
 

through the CIPL program are varied and broad. 
 Community health
 

and health-related projects of all 
types will require some outside
 

funds. Financing of drugs or pharmaceuticals from hard currencies
 

in the CIPL program could relieve foreign exchange demands on the
 

GSDR if tied to a system of "earning" credits for pharmaceuticals 

through a community's work on 
community projects. Types of pro­

jects would include repair and construction of health facilities,
 

digging and improvement of shallow wells, construction, improve­

ment, and protection of 
reservoirs and ponds, development of roof
 

catchment water systems and water storage, road repair and drain­

age, village cleanup activities, refuse pits, cattle dips, kitchen
 

gardens, and others.
 

Such a system would be an imaginative way of linking re­

sources 
together and creating a multiplier in terms of curative
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health services, preventive health activities, and improvements
 

in infrastructure, the environment, and productivity. 
 Such
 

interaction would be supportive of the "total" 
or wider health of
 

the community. 
 The details of this approach will be worked out
 

in Sections I and H1 of Part Two--Recommended Project Design.
 

I1I)4 Determine Required Inputs (i.e., 
Manpower, Materials, Adminis­
tration, and Calculation of Initial and Recurrent Costs) for
 
Such a Program
 

Details of project implementation will be found in Part
 

Two, Sections II, Il1, and IV. The design 
covers manpower, admin­

istration, materials, initial and recurrent costs, and timelines.
 

The critical element is ensuring that the project has adequate man­

power 	that is both technically competent and experienced in working
 

at the local level under difficult conditions. The majority of
 

project staff will 
be stationed in the districts.
 

11.5 	 Determine How Best To Integrate the Program with Existing PHC
 
Efforts, Paying Particular Attention to Maximizing the Potential
 
of the PHC Training Centers
 

There 	is considerable diversity in the implementation and
 

design of PHC programs in Somalia. One of the strengths of the
 

PHC effort in Somalia, to date, has been 
the ability of the national
 

program to embrace this diversity. The PHC National Office is
 

naturally interested in providing overall guidelines and standard­

izing some elements in PHC programs. It is hoped that this may be
 

done without discouraging flexibility and adaptation to 
local 	con­

ditions.
 

PCI proposes giving priority to training CHWs and other
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community workers first, 
then building linkages to intermediate
 

and district levels, rather than working from the 
region, down.
 

The end product--improving rural health care delivery and health
 

status--is consistent with MOH national PHC goals.
 

Every attempt will be made to utilize the skills de­

veloped, the experience and lessons learned, and the materials
 

devised in other PHC programs, particularly those of the PHC
 

training centers and the PHC National Office. At the same time,
 

as 
has been noted in several reports, it must be acknowledged
 

that the focus of the training effort in the training centers has
 

been on the technical side. Gaps in preparation for community
 

participation and motivation, teaching methods, and health manage­

ment and supervision skills are serious. 
 There is almost no
 

trair, ig in PHC support subsystems such as drug supply, health
 

information, referral, and planning.
 

The program for Lower Jubba would be complementary to
 

existing training efforts. It would seek to fill the identified
 

gaps and make for a more well-rounded and effective community
 

health trainer and supervisor. The training centers have only
 

limited experience in the actual training of CHWs. Both the
 

training centers and PCI 
must draw on the experience of the
 

Refugee Health Unit 
(RHU) and other PHC programs, particularly
 

in the North West, in this regard.
 

11.6 Determine the Degree to Which Interrelationships Between the

Realth/Nutrition Sector and Othe'r Development Sectors Lead 
to Improved HeaTFT ard Nutrition 

Almost everywhere the PCI Team went 
in Lower Jubba, district
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officials, villagers, farmers, and herders spoke of the 
inter­

relationships, often elequently, between water, the health of
 

their animals and crops, and their own health. One herder told
 

us, "When our animals are healthy, we are healthy; when there
 

is no water, our animals become sick and we become sick." 
 While
 

this may be a dramatization and oversimplification, there is a
 

solid core of truth in this observation. Even if we didn't need
 

prompting, we were forced to 
think and look at interrelationships.
 

In discussions of primary health care, there is always
 

a description of the role of primary health care 
in promoting
 

development. This development process 
is broken down into two
 

broad categories. One is health services and primary health
 

care training and delivery; the second is related services and
 

activities. 
 The second category is often called multi-sectj.,al
 

because successful implementation of PHC 
is said to call for,
 

and depend on, complementarities and linkages with agriculture,
 

water, public works, education, forestry, and the like. 
 PHC
 

training, services, and delivery are discussed in substantial
 

depth. 
 The related services and activities are described but
 

almost never dscussed.
 

An organizational entity, 
or a project which establishes
 

primary contact at the local level encounters a wide range of
 

developmental concerns, no matter what 
the primary focus of the
 

program may be. 
 These concerns are interlocking, and most often
 

prove intractable when approached in isolation. 
 A primary health
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care program is usually an instrument of primary contact for the
 

communities and settlements in which it operates. Because it is
 

strategically placed and emphasizes building local capacity in
 

individuals, groups, and institutions, PHC is at the cutting edge
 

of development, a core intervention in rural development.
 

The PCI Team found critical relationships between water
 

development, productivity, and health. A short discussion of these
 

interrelationships and the problems of water development would
 

be appropriate here.
 

Water
 

Shortages ofwater affect animal health, agriculture, and
 

productivity; all impact negatively on income, nutrition, and health
 

status in many areas of lower Jubba. Shortage of water in dry season
 

periods results in a chain of problems. The worsening of already
 

low water quality, leading to a rise in diarrheal diseases, and
 

decline in the quantity of water result in poor hygiene and brings
 

an increase in infections, water-washed skin, and other problems.
 

Limitations in water supply prevent its utilization to improve or
 

diversify agricultural production. The lack of balance in the diet
 

contributes to both nutritional problems and a predisposition to
 

more serious consequences from illness and infection.
 

Even though herders and villagers have made considerable
 

efforts to increase water supply by building ponds and reservoirs,
 

they are limited in scope to hand-dug and built structures. Often
 

the siting of ponds or catchments is less than optimum to harvest
 

and store maximum runoff water. Attempts to keep the reservoirs
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free of contamination by animals and humans proves difficult when the
 

pressure on water resources becomes too great.
 

Increasing water supplies through 
a water development com­

ponent links directly to productivity and health. 
 Besides alleviating
 

some of the problems mentioned above, other benefits would be realized.
 

A more convenient and increased supply of water frees women
 

and children from vast amounts of time spent 
in hauling and carrying
 

water, thus affording opportunity for attention to other family
 

tasks or even rest. 
 Increase of water and health education in the
 

saferuse of water has a direct 
impact on human health.
 

Through proper ponding, the level of water in shallow wells
 

can be raised or the wells can stay productive longer through the
 

dry season. Simple improvements in roof catchment methods for rain­

water harvesting and storage can increase water supply.
 

Yet in a water development component potential negative
 

consequences and side effects can occur. 
The most serious of these
 

would be possible concentration of animal populations leading to over­

grazing and erosion and/or a rise in water-borne diseases such as
 

malaria and schistosomiasis. The project plan must 
include activities
 

to counter such possible negative side effects.
 

Roads and Transportation
 

Travelling as the PCI 
Team did during the rainy season, and
 

experiencing the hazards and difficulties of travel as do the people
 

of Badhaadhe, Afmadow, and coastal 
Kismaayo and Badhaadhe, we saw
 

the overwhelming impact 
that the weather had on the movement of people,
 

goods, and food. Because of the disruption of transport, 
in the interior
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of Badhaadhe and Afmadow, for example, milk--a key food 
in the rural
 

diet--was 
in short supply or not available in certain towns and
 

villages or at a cost too high 
for many families to afford. 
We also
 

observed the opposite; the effects that delays 
in the rains had on
 

the health and survival 
of cattle and other livestock and the health
 

of the people. There is an 
intimate relationship between water,
 

productivity, transport, and health and nutrition 
in the interior
 

districts of Bahaadhe and Afmadow. 
There are similar relationships
 

between water, productivity, and health and nutrition 
in the agri­

cultural 
areas of Jamaame and Kismaayo districts; and isolation and
 

inacessibility impact 
on 
the health status of the coastal people
 

of Badhaadhe and Kismaayo districts.
 

Thus, the problems of 
rainy seasonal isolation and the break­

down of transport and food supply are 
far-reaching. 
 Simple upgrading
 

of 
roads, drainage, and culverting could help to 
relieve the situation,
 

thus 
improving food distribution and availability, nutrition, and
 

health. Improved roads and village tracks 
will be critical for
 

health service delivery and supervision.
 

Agriculture and Nutrition
 

There is scope for both 
improved nutrition and income generation
 

as 
increased water availability opens up opportunities for 
increased
 

agricultural 
productivity and diversification. 
 Kitchen gardens linked
 

to the health preventive and promotive aspects of PHC 
in nutrition
 

education and child 
care could do much to improve the health of
 

vulnerable groups 
in the population. Agricultural extension workers
 

are rarely seen 
in the viiiages of Badhaadhe and Afmadow. 
Demonstration
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advice, and seeds are needed.
 

Forestry and Village Woodlots
 

As population grows, the ube of wood for fuel and building
 

material rises sharply. Environmental impacts of overharvesting
 

are well known: erosion, damage to grass and shrub cover, break­

down of catchment areas, drying of soils, and decline 
in water tables.
 

Even a PHC activity teaching people to boil water for health reasc
 

wouid also add to wood fuel use. Thus conservation, education, ana
 

reforestation are necessary complementary activities in the health
 

education process. Forestry is a natural component of community
 

development work whether its 
leading edge is primary health care or
 

agricultural development.
 

General
 

There is an intimate relationship between water, transportation,
 

productivity, nutrition, agriculture, and health of the people in
 

all the districts of Lower Jubba.
 

Not only did the PCI survey find that the relationship between
 

health/nutrition and other development sectors would lead to 
improved
 

health and nutrition, but tOat it was unlikely that health and nutri­

tion could effectively be improved and sustained without working through
 

these multi-sectoral linkages. Unless all areas are simultaneously
 

developed through an integrated rural development program, efforts to
 

improve the overall health status of the people are likely to have
 

limited impact or success.
 

11.7. Explore the Potential of Using Community Volunteers as Extension
 

Personnel 	in the PHC?rogram
 

(It is unfortunate that the language above is somewhat limiting.
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The original intent of this facet of the study had been 
to explore
 

the potential of using the methodology of training community health
 

workers as a model 
for training other types of community and rural
 

paraprofessionals such as 
livestock aides and agricultrual extension
 

workers. However, 
the spirit of this enquiry is retained if the
 

multi-sectoral dimensions of PHC are recognized.)
 

There is previous experience in Somalia in the training of
 

herders in basic veterinary care. The Ministry of Livestock, Range,
 

and Forests trained many herders during the literacy and rural
 

development crash programs. 
 To some extent, the livestock officers
 

are already building on this capacity and felt it could be further
 

developed.
 

Similarly, we 
think that villagers and those more permanently
 

residing in nomadic settlements could be trained as 
basic extension
 

aides to promote kitchen gardens or 
family gardens, supported with
 

seeds, and backstopped by technical advice from a rural 
development
 

worke '. This is particularly necessary for Badhaadhe and Afmadow,
 

given the fact that few of the villages and settlements had ever seen
 

an agricultural extension worker. 
This must be contrasted with the
 

situation for livestock workers, many of whom are based in villages
 

or reach villages and settlements through mobile teams.
 

Prospects exist for community forestry workers and perhaps
 

even for general development workers.
 

The key to this is that, like the CHW, they be given real skills
 

and supported so 
that what they do is of genuine benefit to their
 

groups and communities.
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II. 8. Explore the Potential for Collaboration Between PCI Fnd Other
 

PVOs to Further the Objectives of the Program
 

The potential for collaboration with other PVOs is excellent,
 

both formally and informally. CARE and Save the Children Federation-


U.S. in Somalia have Leen responsive to the idea. Additionally, PCI
 

through its contacts with the Joint PVO/University Rural Development
 

Center at Western Carolina University has access to a collaborative
 

framework embracing a network of PVOs and universities involved in
 

rural development.
 

The Joint PVO/University Rural Development Center is a con­

sortium of universities and PVOs. The Governing Board consists of
 

five PVOs--CARE, Church World Service, Lutheran World Relief,
 

Christian Children's Fund, and the American Council for Voluntary
 

Agencies for Foreign Service (ACVAFS) and five universities--the
 

University of Georgia, Virginia Polytechnic University, Appalachian
 

State University, North Carolina Agricultural and Technical Univer­

sity, and Western Carolina University. Other PVOs and universities
 

such as Catholic Relief Services, Heifer Project International,
 

Meals for Millions, Freedom from Hunger Foundation, and PCI have
 

participated in Joint Center activities as well. The Joint Center has
 

collaborated with Auburn University, East Carolina University,
 

Mississippi State University, and Pennsylvania State University.
 

The Joint Center has an aid-funded project, with the Inter­

national Center for Aquaculture at Auburn University to provide
 

technical expertise in water harvesting and aquaculture to partici­

pating PVOs. Among the first PVOs to participate are CARE, Lutheran
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World Relief, CLUSA, arid Save the Children Federation (SCF).
 

Technical assistance in catchment and water harvesting would be
 

available to PCI in Somalia.
 

The Joint Center is also developing ties with other Univer­

sity centers of specialized development expertise wherein appro­

priate/relevent university professional, technical, 
and research
 

capability can be combined with the grass-roots project development,
 

managtment, and implementation expertise of PVOs and the PVOs 
long­

term presence and commitment to work in developing countries. These
 

university centers include Mississippi State (seed development and
 

multiplication), University of Arizona 
(arid 	lands development), and
 

University of Rhode Island (marine fisheries).
 

11.9 	 Recommend Appropriate Institutional Relationships Necessary to
 

Carry Out Such a Program
 

As a primary health care program, the main central level
 

relationship is with the PHC National Office. As a program to be
 

established and principally implemented in the districts and lower
 

levels, there must be strong relationships with district authori­

ties and the District PHC Team. 

The multi-sectoral aspects of the GSDR's PHC program is
 

supported by government intersectoral coordinating committees at
 

national, regional, district, and ultimately the beel or zonal levels.
 

PCI's primary relationships with these committees consist variously
 

of the Governor, District Commissioners, PHC Regional Coordinator,
 

SRP Representatives, Regional 
and District Medical and Health Officers,
 

Ministry of Interior the division of Local
(through 	 Government and
 

Rural 	Development), Local Government Representatives, and representatives
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of the Ministries of Education; Water Development; Livestock, Range, and 

Forests; Agriculture; Finance; and the Somali Women's Organization, the
 

Somali Youth Organization, and the Somali Trade Union.
 

An active rural development component at the district and
 

lower levels would strengthen this nascent institutional framework 

of multi-sectoral cooperation. 
 In fact, as previously noted, consider­

able practical multi-sectoral cooperation is in evidence at the district 

levels.
 

A second strong institutional relationship at the central
 

level should be established with the Planning Division of the Ministry
 

Of the Interior. This division was in the former Ministry of Local
 

Government and Rural Development (MLGRD). The MLGRD was 
the only
 

government ministry in Somalia 
that embraced a bottom-Up planning process
 

which emphasizes public participation in planning, funding, and 
imple­

menting development projects. 
 It is hoped that this local development
 

planninj orientation will 
be continued in the new organization of the
 

Ministry of Interior. 

Following 
is a summary of possible key institutional relation­

ships between PCI and various levels and sections of the GSDR:
 

PCI Country Director relates to PHC National Office;
 
(Mogadi shu) 
 Inter-Ministerial Coordin­

ating Committee for PHC; 
Planning Division, Ministry
 
Of Interior
 

PCI Regional Preject 
Director 

relates to Regional 
Regional 

PHC Coordinator; 
Medical Officer; 

(Kismayu) Governor and Regional 

Governmen t;
 
Regional Development Com­
mi ttee
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PCI District Team: relates to District Health Team; 

District Health Manager! 
District PHC Committee; 
District Commissioner and 

Trainer Local Government; 

District Rural Develop-
me-t Specialist 

Local People's Assembly;
Village Councils or Village 
Development Commi ttees; 
Village Health Committees 

In action terms, the counterpart of thle PCI District Health 

Manager/Trainer is the D~strict Medical 
Officer or the District Health
 

Officer; the counterpart of the PCI Rural Development Specialist is the 

District Commissioner and his designated staff. 
 As a point of practical
 

implementation, PCI 
staff should establish a good working relationship
 

with the Regional 
Police Commandant and the District Police Commandant.
 

This is especially useful for transportation and communications assistance. 

The PCI 
Country Director in Mogadishu should relate to the
 

AID Health Officer and the AID Division Chief of Social Development
 

and/or Rural Development. The PCI 
Te-am should closely coordinate
 

with AID-Somalia 
in monitoring and evaluation activities and 
in
 

implement-ing any mid-course corrections in the program should they be 

necessary.
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III. 	 CURRENT STATUS OF NATIONAL HEALTH SYSTEM INCLUDING PRIMARY
 
HEALTH CARE DEVELOPMENT
 

I1. 	 1. National Health Status and Health Policy
 

Of a developing country which impresses the outsider with
 

its poverty of western technical resources, difficulties of commu­

nication and transporL, vast and arid distances, and extreme swings
 

from flood to dry-season famine, it is perhaps startling to read
 

that "Somalia has more nospital beds per thousand population than
 

there 	are in the Unites States." (57) Even discounting the great
 

portion of these beds which are not functional--no mattresses,
 

sheets, pillows, nor staff and supplies to properly man them-­

the statement 
is accurate enough in its evocation of the orientation
 

of western health care here: In most areas of the country, modern
 

health services are only available in cities, heavily curative in
 

orientation, and inaccessible to most of the rural public.
 

Detailed discussions of Somalia's overall health profile
 

and national health policy are available in several sources and
 

will not be repeated here (see, e.g., 57,19,53,32). This
 

chapter will concentrate on particular aspects of health conditions,
 

health service delivery, and national policy which, in our opinion,
 

either have not been adequately discussed elsewhere, or which seem
 

to us 	to bear with particular relevance on the nature and design of
 

the project to be outlined in Part Two.
 

a. Health Status
 

Quantitative indicators reveal that the health status of
 

the Somali people is poor on a world scale. Life expectancy at birth
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is 43 years (45 for urban residents, 40 for rural people),
 

reflecting high 
infant and child mortality rates. Infant mortality
 

is variously estimated from 150 to 177 per 1000 live births as 
a
 

gross national average; for rural areas the rate was placed at 193 

by one study (cited in (53). Child mortality (1-4 years) is 30
 

per 1000. (The well-supplied and supported primary health care
 

programs among the refugee population have succeeded in halving
 

these mortality rates in three years (48).
 

Factors which are most commonly said to cause poor levels
 

of public health include: (1) lack and poor quality of water
 

(only 30% of the population is estimated 
to have reliable access to
 

"safe" water, a figure which breaks down 
into 60% for urban
 

dwellers, 18% in rural areas); 
 (2) poor environmental hygiene;
 

(3) malnutrition, particularly of women and young children. 
 On a 

countrywide basis major disease problems include tuberculosis and 

malaria; waterborne diseases, particularly infant diarrhea; conta­

gious childhood diseases; respiratory infections. In the southern
 

interriverine and irrigated areas, malaria 
is reported to be
 

particularly widespread, and urinary schistosomiasis is common.
 

There are 
indications that malaria and schistosomiasis may be
 

increasing with the spread of irrigated agriculture. The increase
 

in number of artificial catchments and ponds, for livestock
 

watering and household use, may also contribute to a rise in these
 

diseases 
in the absence of appropriate environmental sanitation and
 

health education.
 

Analysis of the health status of Lower Jubba, 
the target
 

region for this study, will 
be found in Section IV.
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b. Health Service Delivery Status
 

Two major systems of health service delivery exist: the
 

indigneous and the western. 
 Indigenous medical 
theory and practice
 

preexisted the introduction of western practice during the colonial
 

period; and, in terms of availability, indigenous health services
 

continue to outstrip any sort 
of western practice by 100 to one.
 

Traditional medicine--''Somal i medicine" (dawo Soomaal i)
or "rural
 

medicine (dawo duur)--comprises a highly diversified offering of
 

preventive and curative herbal 
and dietary practice; surgery of
 

several 
varieties (notably including circumcision of boys and girls,
 

and infibulation of girls); first aid, 
 including sophisticated
 

bonesetting practice; midwifery, from simple to 
fancy; 6nd religious
 

and spiritual medicine, which is called upon for all 
problems of
 

mental illness but also for curing and 
some prevention of physical
 

disease.
 

The following should be stressed. 
 First, "Somali medicine"
 

is as comprehensively available to the entire Somali public, urban
 

and rural, as are aspirin and cough drops 
in the U.S. or Europe.
 

Second, for most of these services people pay, and often well.
 

Finally, even when both opcions are easily available--as is the case
 

in cities, large towns, and refugee camps--a substantial portion of
 

the population continues to prefer traditional solutions over
 

western interventions 
(even when the latter are provided gratis),
 

for certain health problems.
 

(1) Traditional or/Indigenous Health System
 

At the risk of oversimplifying, it can be said that a
 

majority of the rural public, and many urban people as well, 
will
 

tend to choose traditional 
over western remedies 
in the following instances:
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(a) 	Mental Illness
 

This includes both insanity (waalli) and spirit possession
 

(as a general category often called saar). Spirit possession has
 

many physical manifestations which may, on further investigation,
 

be found 	to arise from somatic causes. Also, certain definable
 

conditions--TB and anemia among them--are sometimes ascribed to spirit
 

or djinn 	possession and treated spiritually.
 

In the public perception, western medicine does not address 

problems 	defined locally as being of mental origin, at all;
 

(b) Broken Bones 

This includes compound and (very) complex fractures. 

Western 	bonesetting is widely, though not universally, perceived as
 

being, on the average, inferior to proper indigenous practice, and 

even as 
being liable to make serious, sometimes permanent, mistakes;
 

(c) 	Laxatives and Purgatives
 

These are generically called qarasbixin and are used in
 

many courses of curative treatment but also extensively used for 

regular 	health ma-ntenance, including prevention of illness 

(further 	discussed in 7,58,6). When the public are in contact
 

with western medical services, they quickly become aware that western 

practitioners do not support this practice; thus they continue to 

satisfy their demand for health maintenance care through recourse to 

!ndigenous services;
 

(d) Infant and Child Illness
 

In particijlar, these are infant diarrhea and respiratory 

diseases. These two are usually treated by women family members or 

neighbors by burning in the affected body area, or excision of the 

uvula and sometimes the tonsils (though, if antibiotics were
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plentifully available, many rural 
people would administer them for
 

these problems). 
 Worth noting in this context is that the refugee
 

population has proven substantially resistant 
to the intensive and
 

persistent attempts by 
the Refugee Health Unit 
(RHU) over seve;-al
 

years to introduce oral rehydration therapy.
 

The final point about traditional health practice which
 

should 	bear on planning and design is that, for the most 
part, the
 

terms "traditional practitioner'' (herbalist, bonesetter, etc.) 
and
 

"traditional birth attendant'' do not 
describe highly articulated
 

roles. Rather, the 
skills are widely and differentially spread among
 

the population. A significant proportion of 
the residents of most
 

villages or grazing settlements know and practice one or another,
 

or several, elements of 
the traditional medical 
armory. Particularly
 

worthy of note is the widespread pr ,.tice of home remedies by elder
 

female 	family members serving 
their close relatives and neighbors,
 

occasionally in defiance of recommendations made by 
a western­

trained worker. The implications of this point 
are already being
 

felt in the attempts to utilize TBAs 
in PHC delivery; they will be
 

discussed below.
 

(2) 	Western Health System
 

Slightly during 
the colonial period, and with increasing
 

vigor since independence, western or "modern" medicine has been
 

introduced into Somalia. At present the western health 
resources
 

available to the Somali public in'Clude private and government 

comporents. The government health 	system, operated by the Ministry 

of Health, will be discussed below. First, 
those elements comprising
 

the private western system will be briefly described, since they far 

surpass the government system in terms of their extension into the 
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Somali Countryside. 

(a) Private Systern--Pharmacies
 

Since mid-1983, MDs who work for the MOH 
are allowed to
 

practice privately during off-work hours. 
 However, this service is
 

strictlyurban-based and will not, therefore, be further considered
 

here. The 
 other aspect of private westernized practice, which does
 

contribute substantially 
to health care outside the cities, is the 

system of private pharmacies. At least one, and more 
if the market
 

will bear, is available in regional 
and district capitals almost without
 

exception, as well as in many of the larger towns along the more traveled 

main roads. Rural 
people, especially pastoralists, will come from one
 

to two hours' walk to buy penicillin for a supposed pneumonia (to be
 

administered by the 
local injectionist), antibiotics 
for a variety of
 

ills, one or more chloroquine tablets to 
L-reat a locally diagnosed
 

case of malaria, and multivitamins--tablets, or preferably in syrup
 

form--which are often used in 
a way somewhat analogous to the tradi­

tional practice of qarasbixin--as a body refurbisher or health jackup. 

Also, western preventive measures which have been derronstrated to be 

effective are 
fairly popular; it is generally not difficult to persuade
 

rural 
people to participate in immunization programs.
 

Thus, just as the mass of the public prefers Somali medicine 

for purposes in which they see 
that western medicine has 
little interest
 

or expertise, at the same time they embrace western medicine where, 

in their eyes, 
it has proven its capacity. 
 In remote areas, they will
 

pay up to several times the Mogadishu price for those western drugs 

they know to be effective.
 

By law, pharmacies can only be run 
by cooperatives, but in
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fact most are effectively owned and managed by one person. More often
 

than not, the owner-operator has some western medical background-­

normally not pharmacy training per se, but paramedical, nursing,
 

midwifery or even some MD training. Running a pharmacy is one of the
 

commoner forms of molighting fur qovern ,,,. holth personnel. Many 

of these pharmacists do not merely sell drugs, but act as mini-doctors, 

offering medical advice and effectively prescribing over-the-counter
 

from their own stocks. The more knowledgeable play a role in correcting
 

prior self-diagnosis and sel f-prescription on the part of their clients,
 

who can be extremely opinionated about what treatment they wish to buy.
 

As an example, RHU notes, "Vien co-trimoxazole is used, parents (and
 

health workers) learn to report the child's diarrhea as "diarrhea with
 

blood" so they can get (or give) a "real" medicine instead of the ORS."(48)
 

Given the active demand, the ignorant or venal pharmacist will often
 

yield to an insistent client or to his own desire to make a sale. However,
 

in comparing the potential and performance of the private sector with the
 

government one, it should be kept in mind that the same "drug abuse"
 

problem is all-too-often evident in the practice of government health 

staff who are ill-prepared or poorly supervised. 

Two points should in conclusion be stressed about the pharmacy
 

system. First, as a deliverer of western health care, it is a funtioning
 

and self-suppo-ting system which far outstrips the government service
 

in successful delivery to semi-remote areas. Even in the large towns where
 

both services coexist, pharmacies are as a rule far better stocked than
 

the government dispensary, leading to the curious situation that the per­

ceived failures of the governme-nt service are made up for by referral of
 

patients from the clinic to the pharmacy, where the pharmacist can
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often supply an alternative if the suggested medication is not in
 

stock.
 

Second, in the interaction of the public with the western
 

medical system, there exists what RHU has described as "a drug abuse
 

problem." While outside the refugee camps, people universally complain,
 

and correctly, about the lack of western drugs, serious abuses occur 

with those drugs which are available. Further, the strong demand for 

drug treatment complicates outside attempts to introduce cheaper and 

more healthful, but less spectacular, measures--like those promoted
 

and used in primary health care programs. 

(b) Public or Government System 

The MOH itself controls and operates most of the western 

health system--all dispensaries, clinics and hospitals as well as MCH, 

EPI and other special (vertical) programs. The national office in 

Mogadishu heads up a hierarchical service structure which includes: 

(i) Regional Medical Centers
 

Each headed by a Regional Medical Officer (RMO, a doctor),
 

to which a regional hospital and MCH center are attached;
 

(ii) District Health Centers 

Headed by a District Medical Officer (DMO, a doctor) or
 

District Health Officer (DHO, a nurse), with a dispensary and inpatient
 

clinic or small hospital, and usually an MCH center;
 

(iii) Town or Central Village Dispensaries
 

Staffed by an auxiliary or fully-trained nurse, several 

per district in the larger towns and villages (beels). These centers
 

are intended to provide curative services to the public. Their work
 

is seriously hampered by problems of staffing and supply; both tend
 

either to adhere to city centers or to "trickle back up" once they 
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have gotten out.
 

Many regional hospitals are themselves poorly stocked and
 

staffed. 
The effect is compounded in the remoter district capitals.
 

Many beel dispensaries have received no 
new supplies in many months
 

or longer. In addition to the obvious implications of this for the
 

basic effectiveness of curative medical 
care in the countryside,
 

it creates serious morale problems among the rural health staff,
 

compounding the sense of isolation which urban people feel when
 

they are posted in rural areas. 
 Even at the regional level in remote
 

parts of the country, there is frequent 
turnover of dissatisfied staff.
 

Civil servants are uniformly un, rpaid relative to their
 

perceived living needs. 
 Most, especially family men, therefore
 

moonlight--in more or 
less visible and regular ways. Also, medical
 

staff outside Mogadishu who are responsible for hospitals, clinics
 

or dispensaries find that in order to resupply they must qo to
 

their source; representatives from the metropole do not bring the
 

supplies to them. Thus, a D0 makes trips 
to the reg'onal capital
 

for suppl;es; a bee] nurse similarly must go to his district capital
 

to restock. 
 This means unavoidable periods of absence from post.
 

Also, mroonlighting and social 
life are in general enhanced by trips
 

to the larger city, but constrained by trips away from town 
to the
 

village or the countryside.
 

Effectively, therefore, most 
civil servants, including most
 

MOH personnel are--of perceived necessity- -somewhat less than full­

time government workers, and the effect is compounded by 
rural posting.
 

An attempt to lessen competing demands on their time is made in donor­

supported projects like 
the primary health care programs, by paying a
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graduated set of salary incentives or top-ups to MOH staff in these
 

programs. 
 However, this incentive system does not compensate the more
 

rural-based health workers for their isolation from urban opportuni­

ties and social life.
 

In conclusion, one can 
say that in regions where PHC has not
 

yet been introduced, the existing government system is curatively
 

oriented, limited in outreach, poorly staffed and 
stocked, and all
 

too often evinces a narrowly technical approach to clients which
 

can be alienating to the public (7). 
Furthermore, in these areas,
 

both traditional and pharmacy medical services have at present greater 

credibility and outreach than does 
the government service.
 

c. National Health Policy
 

During the 1970's, general health goals were formulated for 

the nation. These included strengthening the existing health services;
 

diversifying the availability of services 
to rural and nomadic popu­

lations, both preventive and curative; 
raising the level of services
 

by increasing the number and qualifications of personnel; and
 

acquiring more modern and sophisticated medical equipment. 
The 1978
 

constitution stipu!ated that 
free preventive and'curative health
 

care is to 
be made available b, government to all citizens. At the
 

beginning of the 1980's, the MOH began to 
stress and develop its focus
 

on rural health care delivery. In the 1980-85 Health Plan, primary
 

health care is specified as a strategy to this end for the first 
time.
 

The MOH is now engaged, with the help of 
a number of foreign donors,
 

in a serious effort to 
extend services into rural areas. 
 The MOH
 

has recently affirmed that "PHC 
will be /the/ dominant force in the 

next 20 years and the first priority should be given to its implementation
 

through well-defined duties and responsibilities at all levels." (33) 
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(I) 	 Primary Health Care Policy
 

PHC policy itself is 
 currently under debate in a number of areas. 
Underlying this 
debate 
is a tension between two opposing drives. 
 On the
 
one hand, there is inuch 
desire 
to develop a national policy which will
 

provide standardized guidelines, no matter how general 
these may have
 

to be, which can apply throughout the country. 
 Competing with this 
is
 

an equally strongly felt need to keep programming extremely flexible, in 
order to respond both to 	demonstrated failures in approach and to local
 

variation in health problems and socio-economic, logistical, 
and cultural
 

conditions. Though it was 
resolved, 
this conflict was 
openly aired at 
the
 

recent Hargeysa conference in the context of a number of specific issues. 
An operating compromise was enunciated--namely, 
in most areas of strong
 

disagreement, 
it was affirmed that national 
guidelines 
should be established
 

but should be treated as guidelines rather than 
as requirements, 
in order 

to allow regional programs to deal with local realities in appropriate ways.
 

The following discussion will concentrate on certain policy
 

elements 	 which we think are particularly worthy of attention in developing 

an effective PHC project design for a region like Lower Jubba. These
 
include: increasing access for 
all parts of the population; nature and 
selection of the front-line health workers; the nature of the interface 

between 	recipient communities and program iniiiators 
(goverpment and donors);
 

free provision of health services, including drugs; the existence of an 
intimate 	dependency, or interlinkage, between health development and
 
development in certain other sectors; integration of vertical programs
 

into the PHC system; and centralization 
and standardization of drug 	and 

logistical systems. 
 In some c:ses, existing policy has both formal 
(exp;icit) and informal 	 (unstated) components; where both are important, 

both will 
be discussed.
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(a) Increasing Access to Health Care
 

The MOH arid the GSDR are explicit on this subject. Health
 

care is to be made accessible to all 
sectors of the population-­

rich or poor, male or female, young or old; 
 urban, rural settled,
 

or rural nomadic. 
 In fact, this is an extremely challenging goal.
 

In our view, however, it is being made additionally difficult by
 

what may be called the "village orientation" of PHC policy.
 

"Health posts" are set up in "villages'' which are considered to
 

constitute whole "communities.'
 

With sensitivity to the possibility that 
some villages may
 

comprise more than one community, this 
is an adequate approach in
 

agricultural 
and fishing areas. However, in nomadic areas villages
 

and towns are never communities in and of themselves. Their year­

round populations represent only the stable cores of communities,
 

other part: 
of which are mobile. Indeed, a sizeable village or rural
 

town may contain small cores of three cr 
four distinct communities.
 

Despite this, 
most PHC programs to date have approached
 

villages in nomadic areas 
by employing a village-oriented vocabulary
 

with which village residents willingly comply (it is what they have
 

learned to expect from outsiders). The result has usually been the
 

appointment of one or 
two CHWs who remain in the village year-round
 

and who are, first, expected to serve what may 
in fact be parts of
 

several communities, i.e., all people settled in the village itself
 

or nearby; and, second, not available year-round to the mobile parts
 

of these same communities.
 

An extreme but illustrative example came 
to our attention during
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the Hargeysa Conference. A particular northern coastal village 
is
 

regarded as a capital and is controlled almost entirely by one 

lineage group. However, a few members of another group live there 

during the winter, its most populous time. MOH/Primary Health 

Care Program (PHCP) representatives visited for orientation purposes 

during the winter. The main community consulted among 
themselves, 

but no member was willing to take on this unpaid job. The village 

committee, in an effort to comply with the program, pressured a 

resident from the minority group to take on the position, which he
 

did. However, when the spring 
rains came, he moved away, as did
 

most people--But he moved to his own group's grazing area, thus
 

removing him entirely from access 
 to the majority community. CHWs
 

for his community should have been 
(and in fact were) selected in
 

other towns which are 
their normal winter centers to serve the
 

minority community. Care should have been taken 
to see that the
 

majority community, rather 
than simply the village, nominated a CHW
 

at the meeting which 
took place in the above village. 

In general, a number of problems have arisen with "community
 

participation." 
 For example, the rather widespread failure of so­

called "communities" to give promised compensation 
to their health
 

workers may well arise in part from the fact that most PHC programs 

are btructuring their work around physical villages -ather than
 

around communities. And equal access for all is far from being
 

achieved or even approached if supposedly grass-roots programming 

provides settled and nomadic members of the 
same community with
 

sharply distinct levels of care.
 

(b) Nature and Selection of Frontline Health Workers
 

It is a fundamental element of PHC policy that 
the base of
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MOH structure delivering PHC is to be two complementary types of community
 

worker, the Community Health Worker (CHW) and the Traditional Birth 

Attendant (TBA). They are to be trained, supplied and supervised by MOH
 

workers at the subdistrict or Primary Health Care Unit (PHCU) level,
 

but not paid by MOH. Any compensation for their new responsibilities is 

to be determined and paid by the communities who are to choose them and
 

whom they will serve. A CHW-TBA pair are further described as constituting
 

a "health post,'' the implication being that their functions are comple­

mentary, that they will in some ways constitute a team, and similar
 

numbers of each kind of community worker are needed.
 

In practice ("informal policy"), the CHW job has turned out 

thus far to be a full-time, not to say, arduous, one. Though few PHC
 

programs have trained substantial numbers of TBAs, current perceptions 

of the TBA's role and clientele would also have her working fairly
 

full-time. The issue of compensation cannot be avoided for full-time
 

workers. 
 Though CHWs in North West Region claimed to cite visitors to
 

be cheerfully carrying on in the absence of months' or year's worth
 

of promised salary, it seems unlikely that these people will continue to 

function indefinitely on this basis.
 

With particular regard 
to the TBA, it has been previously noted
 

that this 
is not a highly articulated traditional role. Preliminary
 

findings of a UNICEF survey 
in North West Region suggest that, particularly
 

in nomadic communities, many TBAs exist, and each serves only a small
 

percentage of her immediate community. 
The cost-effectiveness of
 

training and supplying them all (so as to achieve community-side
 

coverage), or of selecting and training 
a few from the many (thus reaching
 

only part of each community), seems equally questionable at present. 
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This is particularly so in the case of nomadic populations.
 

(Exactly the same considerations would apply if a program decided
 

to insist on the selection of traditional practitioners as CHWs.
 

However, though MOH guidelines state that traditional practitioners 

will be given "special ccnsideration" as CHWs, there has been to
 

date no insistence that they must be trained. 
 Indeed, in practice
 

they have been igncred in most instances. Many MOH staff look
 

down on traditional 
health practices and have little understanding
 

of rural health attitudes in general. This considerably under­

cuts their credibility when they work with rural people.)
 

Community workers are 
to be "selected" by their communities,
 

under the Influence of national guidelines set by MOH. The-se
 

guidelines (previously called criteria) were said at 
the Hargeysa
 

Conference to be optional; community orlenters are enjoined 
to
 

clarify to communities that 
this is the case. Nonetheless, the
 

interaction of national 
guidelines with community preconceptions
 

is a complex process which, to date, has produced rather similar
 

candidates 
in many regions, despite the extremely varied cir­

cumstances under which they will 
be working. The experience of
 

the North West PHC program is representative: "The typical CHW
 

is male, in his early 20's, a long-time resident of the
 

community, can read and write, although often not very well...
 

is a farmer or a shopkeeper." (65)
 

Selection of this type of CHW suggests that many potential
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candidates are not going to be tapped. In areas with a high
 

percentage of nomadic and semi-nomadic population as are found
 

in Badhaadhe, Afmadow and parts of Jamaame Districts, these 

"typical" characteristics will undoubtedly exclude or deter the
 

selection of some of the mcre potentially effective menibers of
 

a group or community. Although literacy is helpful, many primary
 

health care programs operate effectively with non-literate CHNs. 

PCI can attest to this in its PHC programs in The Gambia and
 

Bolivia. Special non-literate training approaches and even
 

reporting forms have been devised.
 

For fully rural programming, two of these effective criteria 

pose some concern. The first is that CH-Ws "should" be literate.
 

Despite the non-obligatory nature of this "guidelines," the
 

message is getting across. Posters painted in Somali which were
 

observed by our team in Lower Jubba state that candidates must b( 

able to read and write. The very statement that literacy would
 

be preferable seems to signal communities that it is necessary; 

they nominate literate candidates while giving less weight to
 

other elements, e.g., motivation and talent, which should per­

haps, in the event of a choice being necessary, be given relatively 

greater weight.
 

In at 
least one PHC program, only literate TBAs were recruited
 

by staff for a tire, producing number- of young women with 
some
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education but without prior birthing experience. (53) This is an
 

extreme example, perhaps, but illustrative of the conflict which
 

multiple criteria can generate.
 

Among villagers it is generally possible to find literate
 

candidates, though these may not 
in other ways be the most desirable.
 

Our team did not do a literacy survey among nomads in Lower Jubba,
 

but experience in the northern regionsl suggests 
that mobile
 

pastoral ists may not have retained the minimal literacy they gained 

during the literacy campaign of the 1970's. 
 ( 7) If early experience 

in Lower Jubba shows this to be the case, such a "preferable"
 

guideline may effectively stymie rural programming at its inception.
 

Another criterion which, in practice, is being formally
 

imposed Is that CHWs be male. Again, 
this is not required by policy.
 

Still, due both to a certain understandable bias in the communities
 

themselves (particularly when the principal contact is with village
 

committees, which in Lower Jubba were 
unformly male), and also to 

rather explicit hints which are frequently given by MOH represent­

atives during community orientation sessions, the vast majority of 

CHW nominees to date have been men. Justifications of this practice 

turn upon two factors. First, there is the common assertion that men are 

more "respected," even by women, and their work will thus have more impact. 

Analysis of the multiple fallacies contained in this apparently
 

simple statement are beyond our scope here. However, it is precisely
 

this male-dominated orientation of rural society which should suggest
 

that in many instances the access of a male health worker to family 
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health concerns may he far less than would that of a woman. Indeed,
 

it is quite possible that the advice of a male CHW would at times be
 

overruled by the older women who traditionally have much say over health
 

at home.
 

The second factor is pragmatic. As noted, the current CHW
 

job is very full time, and it is itinerant; CHWs based in central
 

villages are expected to do regular walking rounds of nearby sub­

villages or settlements, covering many kilometers alone. This pre­

cludes a woman holding the job.
 

The matter of "selection criteria"--for, effectively, these
 

do exist--will be raised again. Here we will only conclude by
 

observing that we have certain reservations about the process of
 

"community selection" as it is working out in practice. Prior PCI
 

experience in other programs has shown that all too often a raw
 

process of community selection, often with the added complication of
 

criteria formulated and suggested by outsiders, can produce inap­

propriate choices. We will address ourselves to the issue of
 

structuring processes of "appropriate selection'' in Chapter V.
 

(c) Interface Between Participating Communities and Program Initiators
 

Another fundament of PHC policy is that communities will
 

interact with MOH staff (and donor staff during project periods),
 

through representative ''committees." In general it is envisioned
 

that villages will constitute communities, and village committees will
 

appoint Iealth committees who5e functions will be to aid in community
 

selection of health workers, organize and supervise community support
 

mechanisms for the healih workers, and in certain ways supervise their
 

subsequent performance. In short, village committees are to be the
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key link to community participation.
 

Three co,,mrt~ s will 
 ae made about this formulation. First, 

it turns upon defining and acting upon, what a community is. 
As was
 

mentioned, a clear definition has 
not been explicitly formulated.
 

One reason for this 
is that in Somalia it is illegal even to discuss
 

pastoral social 
structure explicitly. 
 In such an environment, MOH
 

workers who are responsible for developing 
effective liaison with
 

real pastoral communities may well be reluctant to pursue the work 

with any zeal. However, in order 
to 
rationalize decision-making
 

about client: 
 community worker ratios, deployment and supervision
 

of workers, means of communication, and resupply during grazing seasons,
 

it will be necessary for program staff to articulate and accept among 

themselves 
a realistic definition which is explicit enough 
to be
 

acted upon.
 

Our second observation relates to 
the nature of the village
 

committees themselves. 
 Their members are nominated by the local
 

party structure and confirmed 
in office by community vote 
(see Claxton).
 

It is therefore likely that they 
reflect a more centralist appro,3ch
 

to government activity than 
is needed to involve rural people in even
 

the modest program participation which is envisioned by 
the PHCP.
 

Furthermore, they are not managerial 
bodies but are, 
rather, information
 

and opinicr channels between 
the public and government representatives.
 

It seems clear that 
they will 
be the first point of contact of PHCP
 

staff with communi ties, and in all likelihood they will haive major 

influence on public understanding of the program, selection of health 

committee members and health workers, and so thaton. This means 

project staff will have to devote considerable time and thought to 
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working with village committees--encouraging them to involve their
 

communities very broadly, and possibly offering them some technical
 

assistance as they carry out intermediary functions for the program.
 

The third concern of the PCI team relates to the general
 

issue of decentralization in government. Though this issue is not
 

emphasized as a strategy in discussion of PHC policy, 
it is strongly
 

implied by the very objectives of creating strong and viable 1bwer­

level supervisory structures and stimulating lasting local partici­

pation as a program base. Responsibility at the lower and community
 

levels will not grow unless a certain amount of authority is also
 

delegated to them. It seems to us that the first step in delegating
 

authority--in a case such as this program, where the major focus has
 

already been determined by outsiders--is making it quite clear to
 

the communities, in a consistent fashion over 
time, that if they
 

participate in the program, it is because they choose to do so in a
 

responsible and informed fashion--not because the donors and the
 

government have mutually decided that 
it is for their good, so they
 

had better go along. Unfortunately, "informal policy" again unwittingly
 

tends to lend itself to a more centralist approach than would be
 

optimal for fostering real community involvement. Orientation talks
 

with community leaders often evince a top-down approach, the program
 

being presented as one which "is going to be done" in the community.
 

At times one member of this team has heard government officials,
 

not only MOH workers, wonder why communities do not "cooperate"
 

with government development efforts. We suggest that less power­

'
ful people "cooperate with more powerful people under circumstances
 

which are not necessarily promotive of "participation." Furthermore,
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the phrase "community participation" 
(ka qayb galka bulshada) is
 

-associated entirely with government, hence with past top-down 

approaches. 
 Proper community orientation procedures should eschew
 

all 
use of vague and unfortunate governmental vocabulary. 
 In place
 

of "participation'' and 
the like, it is probably preferable to think
 

in terms of developing 
a community job description, which the
 

community 
is free to undertake 
to do if it wishes to receive the
 

program inputs. In the performance of this, if it feels the need,
 

the community can requ-.st 
technical assistance from the program-­

as, for example, 
in developing a workable system for collecting and
 

handling funds for community health projects or 
drug resupply.
 

(d) Free Provision of Health Services and Drugs
 

This is a cornerstone of MOH policy--even to the extent
 

that when the MOH has been unable to 
supply drugs, it has neverthe­

less stopped at 
least one community from buying and reselling 
its
 

own drugs in order to keep 
its CHW functioning. However, the thriving
 

pharmacy trade indicates 
loudly and clearly that pharmaceuticals
 

constitute one (perhaps the only) aspect of western health 
practice
 

for which the Somali public is willing and, 
in many cases, able to
 

pay (while any willingness to 
pay for CHW services has yet to be
 

demonstrated).
 

The scarcity of government funds, which 
is so often adduced
 

as 
a program constraint in other instances, 
makes the provision of
 

free drugs a burden which, given public demand, is wholly gratuitous. 

Furthermore, it is inconsistent with other government policy, which
 

allows veterinary 
treatment to be sold--admittedly at 
a subsidized
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cost. Finally, providing drugs free is inconsistent with the western
 

health establishment's vociferous c.omplaints about the magnitude
 

and seriousness of the "drug abuse problem. Frankly, a more approp­
' 


riate response in this regard might be to overprice drugs!
 

This approach is not recommended. We only wish to point out
 

that there is a real lack of clarity concerning drug use and abuse,
 

ability of rurai dwellers to pay for drugs, and building 
local capacity
 

for sustaining a community-based health program.
 

(e) 
Linkages Between Health Development and Development in Other Sectors
 

The MOH has recently made some strong affirmations of the
 

importance of intersectoral coordination in achieving health 
care
 

for all (35). The Vice Minister has stressed that "it is the 
re­

sponsibilityof the institutions under the Ministry of Health, rather
 

than the relevant other ministries, to pursue actively to achieve this
 

intersectoral coordination and to promote action by 
the relevant
 

other ministries" (35). 
 Problems in what are traditionally considered
 

"other" sectors all 
too often constitute health bottlenecks, blocking
 

major achievements in the best-run health program. 
 In a country like
 

Somalia, increasing the quantity of water will 
have- far greater posi­

tive impact on public health than will improving the quality of what
 

water is available; increasing the production of fruits and vegetables
 

is a necessary precursor to increasing their consumption; improving
 

transport is prior to creating an effective health delivery and
 

referral system or 
promoting wider marketing of agricultural products.
 

(f) Integration of Vertical Programs
 

In most rural areas, at least in Lower Jubba, vertical programs
 

such as the Expanded Program of Immunization (EPI) and MCH are non­
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existent. It is doubtful that 
the 1Ot has the additional resources
 

to extend separate vertical programs very far into the 
rural areas,
 

but the PHC program can provide the functional channel and context
 

for the delivery of these services in the rural 
areas.
 

(g) Standardization of Drug and Logistical 
Subsystems
 

The MOH is moving toward a standardized drug formulary
 

(with some local variation) for the PHCP. This 
seems desirable
 

both ir terms of order and efficiency. Economies of scale and lower
 

cost 
source of supply are prevailing arguments for standardization.
 

Similarly, the ruggedness of road conditions throughout
 

much of rural Somalia, the availability of spare parts, and skilled
 

mechanics or, conversely, the lack of these necessities for appropriate
 

vehicle maintenance, requires 
that careful attention be paid to the
 

composition of vehicle and transport fleets. 
 Vehicles should be
 

selected on the basis of 
ruggedness, high performance, reasonable
 

cost of operation, and mainten~ance tactors such as availability of
 

spare parts and trained mechanics. PHC Program success is highly 

dependent on the proper functioning of these two 
support subsystems.
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III. 2. 	NATIONAL PHC DEVELOPMENT PLANS AND CURRENT PROGRAMS
 

a. 	PHCP Organization
 

The Primary Health Care Program is probably the most active
 

and rapidly growing part of the MOH. The National Primary Health
 

Care Office (NPHCO) comprises a Director and a sizeable program and
 

administrative staff. PHC is currently being implemented in eight
 

of Somalia's eighteen regions, supported by foreign
one o- more 


donors in each instance. In each region where the program is being
 

developed, current MOH program staff 
is or should include a region­

al PHC team of five, including a Regional PHC Coordinator (RPHCC)
 

as 
team leader, and a public health nurse, midwife, sanitarian and
 

laboratory technician. MOH has recently decided to add a new
 

regional PHC position, that of Regional Training Officer. Regions
 

are subdivided into an average of four districts. In each district
 

a PHC team of similar composition to the regional one is to be
 

deployed, with the exception that the coordinator position is, in
 

effect, filled by the DMO or DHO ex officio.
 

Within each district, plans call for the establishment of
 

several subdistrict units--Primary Health Care Units (PHCUs)-­

each to be staffed by a nurse, midwife and sanitarian. As organ­

izational plans still stand, these PHCUs to be the final
are node
 

in the governmental outreach structure, providing the institution­

al linkage with the grass-roots community workers --CHWs and TBAs.
 

To date, PHCUs have been cited in some areas and not in others as
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a result of variations in approach adopted by different regional
 

programs. Their functions, staffing, and indeed their very 
use­

fulness at all have been, and continue to be, the subject of
 

lively debate in the PHC community.
 

If fully implemented, such a pattern in the average
 

region (four districts, four PHCUs) implies the addition of 72
 

professional individuals to man 
the PIICP alone, most of them
 

additional to preexisting MOH staff. 
 This extensive administra­

tive structure was originally designed to provide sufficient
 

professional outreach in order to offer effective training, super­

vision, and supply services to grass-roots workers, as well as
 

referral facilities, on a region-wide, rural basis. It rests 
on
 

the presumptions that staff will be available to accept rural
 

postings in considerable numbers, and that staff will 
regularly
 

sally forth from their already rural sites to deliver training,
 

supervision and supply at even more rural sites. These assump­

tions fly in the face of both resource scarcity and the existing
 

dynamic of attraction which draws people toward urban, metropole
 

centers, ratner than away from them.
 

In general, the problem of transport and fuel to "get
 

the staff out" is addressed, during the period of donor involve­

ment, by donor-provided vehicles, maintenance and fuel. 
 The
 

motivational problem--keeping professionals in rural areas at all,
 

let alone getting them out to the countryside--is said to be
 

addressed by a system of "rural incentives" or salary top-ups,
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authorized by MOH, but paid by the relevant donor. 
 How','ver,
 

examination of this incentive structure 
(see Appendix 1) reveals
 

that these payments are graduated by levels of responsibility and
 

thus, effectively, inversely scaled in terms of rural postings. 

They are incentives to work in the PHCP, but--far from being rural
 

incentives--they are incentives to 
urban service. It is instruc­

tive to note that more isolated regions with PHC programs continue
 

to experience staff turnover problems.
 

b. Community Workers
 

CHWs and TBAs are intended to be "the first contact of
 

the community with health and health-related facilities" (33).
 

General job descriptions for these workers exist 
(see Appendix 2 ). 

However, as has been the case with many other initiatives from the
 

center for standardization, regional staffs have in some cases 
re­

sisted hard and fast application of job descriptions. Assurance
 

was obtained from national MOH representatives at the Hargeysa
 

Conference that job descriptions may be tailored, to a considerable
 

extent, inways appropriate to local needs.
 

In general, CHWs are expected to serve all 
the subpopula­

tions of their communities, offering simple curative care aimed
 

at the principal causes of morbidity and mortality (e.g., 
child
 

diarrhea, malaria, anemia), and to promote preventive activities
 

such as appropriate environmental and domestic sanitation measures,
 

vaccination when this 
is made available locally, improvements in
 

nutrition, and so on. 
 However, even so general a definition of
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the TBA's role is still the subject of major disagreement. 

Original plans formulated in 1979-80 had TBAs taking on responsi­

bility for supervising pregnancy, handling birth with improved
 

techniques and referring emergency cases to hospital, and post­

natal supervision. The same ground swel! of opinion which ques­

tions the cost-effectiveness of working with TBAs argues that
 

the principle impacts on maternal and infant mortality and mor­

bidity which can be achieved through PHC are to be achieved,
 

not through improving midwifery techniques, but through super­

vision and prophylaxis measures which CHWs could do as well.
 

The MOH feels strongly that TBAs should be trained, but what
 

their role is to be is still open to local experimentation.
 

As noted above, CHWs trained and deployed to date in
 

the various regional programs have tended to serve fairly large
 

client populations (one o.- two for an entire village with 
sur­

rounding farms and settlements) and the job has turned out to
 

be effectively a full-time one. It is probably too early to
 

assess the impact these workers are having either on community
 

attitudes about health, on health practices, or more directly,
 

on health statistics. It is, however, instructive to observe
 

the experience of the RHU. Worker-to-client ratios in RHU pro­

grams are smaller by an effective factor of five to ten; distances
 

they must cover during home visiting are negligible; most RHU
 

programs have been operating for three to Four years. Nonethe­

less, health education activities have, to date, achieved very
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little observable change in community attitudes toward drug use
 

or 	the benefits of ORS. PCI's experience in other PHC programs
 

suggests strongly that the CHW, as a health educator and promo­

ter, 	can only be effective in fairly small groups where fairly
 

intimate ongoing social relationships obtain. This, combined
 

with the difficulty of covering large and dispersed nomadic
 

populations, suggest that a truly rural program, in the Somali
 

context, will have to restructure the CHW job as a part-time
 

one 	serving smaller client groups. Such a role structure would
 

also be more in keeping with the traditional structuring of
 

service roles in the community.
 

c. 	Relationship of Regional and District Programs to National
 

Training Centers
 

The national PHC training centers at Burco and Baydhabo
 

are intended to reorient traditionally trained nurses, sanitarians,
 

and midwives so that they can successfully implement and manage
 

PHC work at district and subdistrict or PHCU levels. Basically,
 

the intent of this training could be idealistically described as
 

turning clinical people into true community health workers: train­

ers, managers, and community organizers, and turning their scale
 

of medical values upside down, so that community health, rather
 

than technical health, becomes the focus of their thinking.
 

This goal is not being achieved. The explosion in de­

mand for PHCP staff, fueled by rapid program expansion, has meant
 

that inexperienced, callow recent graduates of technical training
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programs are sucked immediately into the training centers. Their
 

lack of experience and weak technical preparation has forced center
 

staffs to concentrate on providing them with remedial technical
 

training, to the detriment of the training and management skills
 

which are fundamental to implementing PHC. Regional PHC programs
 

which have worked with these people have found they must train
 

them first, and subsequently, have them work alongside skilled
 

trainer/organizers for some time before they are able to do such
 

work on their own. This situation seems unlikely to improve in
 

the near future. Hence, any donor considering entry into PHC in
 

Somalia must plan to provide substantial training and on-the-job
 

education in community orientation, training and management skills
 

for district and subdistrict MOH staff.
 

d. Relationship of Regional Programs to Each Other
 

One of the great strengths of the PHCP in Somalia is its
 

extraordinary range, diversity, and potential for internal 
cross­

fertilization. Twenty-odd RHU programs working with different
 

donors have produced, over four years, a wealth of varying experi­

ences within a common policy framework. Furthermore, core RHU
 

staff has gained invaluable experience in coordinating and manag­

ing a varied and often feisty group of donors. Much of the lore
 

and the skills thus amassed are turning out to be applicable in
 

many aspects of national PHC programming. Even in highly dispersed
 

or nomadic areas, where the logistical ease of refugee camps is
 

lacking, the soc:o-attitudinal aspects of the RHU experience 
re­
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main applicable in large part. As regards the newer, regional
 

PHC programs, the style and focus of individual donor agencies
 

and regional variation in conditions and in the nature and capa­

bilities of MOH staff have created a wide variety of approaches
 

and experiments in the different regions.
 

Some useful lessons may already be inferred from some
 

of these experiences, though few regional programs are mature
 

enough to provide immediately applicable solutions for a wide
 

range of problems. Of particular interest to PCI (in addition to
 

other regional inputs which have been previously discussed) were
 

some current findings, or "takes", on: (1) service delivery to
 

the mobile sectors of nomadic groups; (2) potential and actual
 

relationships between PHCP and private purveyors of western drugs
 

(pharmacists and others); and 
(3 ) what seems to be the best
 

structural level at which to begin implementation of PHC.
 

(1) PHC for Mobile People
 

The Sanaag PHC program has trained some CHWs who move
 

from one village center to another when their groups move from
 

one village center to another when their groups move from one
 

vicinity to another, thus achieving substantially broader group
 

coverage than UNICEF's CHWs, who remain based iq the same village
 

year-round. 
 It seems that in Sanaag whole communities, or their
 

majority, fan out to the same general area for the forage season,
 

thus allowing appreciable coverage by a few full-time CHWs.
 



(2) Relationships with Pharmacists
 

In what used to be North West (now two regions, Awdal
 

and North West), the PHC program has found that demand for PHC
 

is greatest in isolated areas. It is particularly low in towns
 

with pharmacies. Further, 
in larger towns with pharmacy in­

fluence, CHWs may be tempted to go into the drug business them­

selves. There are actual conflicts between pharmacy practice and
 

PHC practice--pharmacists' misuse of drugs, 
in line with public
 

demand, undercuts the efforts by CHWs to use drugs responsibly
 

and to introduce less dramatic remedies such as 
ORS. Drug misuse
 

by pharmacists also undercuts "drug education" efforts by the PHC
 

program. 
There is also a serious potential conflict; pharmacists
 

may fear substantial loss of business due to the competition from
 

free drugs or as a result of successful drug education campaigns.
 

Given their current credibility with the publiz, since they respond
 

to demand for medicines, it would not be difficult for them to
 

cast doubts on the quality of the program.
 

In North West and Sanaag, the PHC programs have offered
 

basic courses for pharmacists to introduce the idea of PHC and
 

responsible drug use and to explore possible means of seeking
 

"cooperation rather than conflict." 
 In Hargeysa, which has on
 

the order of 100 pharmacies, no pharmacists were willing to attend;
 

the Sanaag program successfully ran one short course for repre­

sentatives of the three pharmacies in Ceerigaabo and plans to hold
 

a second. Sanaag PHC also plans to carry out a survey of public
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health-service choice patterns 
in order to develop a profile of
 

public demand and, among other findings, determine how serious
 

the competition between pharmacy services and PHC services may be.
 

(3) 	Implementation--Top-Down or Bottom-Up?
 

Programs working from the-top down, 
like those in
 

Togdheer and Bay regions, seem to get bogged down at the middle.
 

Other programs have taken a bottom-up approach, using mobile
 

district 	teams to 
train CHWs before moving on to consider what
 

permanent supervisory/referral 
facilities should be established.
 

These programs argue that if PHCUs are established before the 

grass-roots structure 
is deployed, nearby communities will refuse
 

to support the "less-qualified" community workers. Also, local
 

variations in distance, road conditions, available transport,
 

local CHWs who might become good local supervisors, and the like
 

can only 	be accurately assessed and meshed well 
into a functional
 

superstructure once the local 
programs are actually functioning.
 

The Ministry of Health recently took the lead in facili­

tating the interchange of substantive information and views among
 

regional PHC programs by holding the first national working PHC
 

conference in Hargeysa. 
 It is to be hoped that such conferences
 

will occur regularly every year. PCI feels, further, that there
 

is also much to be gained from more thorough and concrete inter­

change with other regional programs. This is best facilitated
 

by low-fanfare, careful site visiting in programs which are work­

ing with 	areas of particular interest or concern. Thus, it will
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be proposed that selected programs in other regions be visited
 

by donor and MOH staff as 
part of their orientation activities
 

before beginning work in the districts of Lower Jubba.
 

Ill. 3. SUMMARY AND CONCLUSIONS
 

To date, western medical resources have failed to reach
 

substantially, consistently and sympathetically beyond the urban
 

or town minority, with the partial exception of private pharmacies. 

However, where health is concerned the rural public is anything 

but a blank slate waiting for outsiders to write upon it. Sugges­

tions that one of the most important functions a PHC program can 

perform is to create a "demand structure for health" or a "self­

reliant approach to health," which will 
benefit communities
 

whether or not government continues 
to provide supplies and 

support, are, it seems to us, incorrect. These things already, 

to a real extent, exist: people often go to extraordinary lengths
 

to obtain the health care 
they feel they need, both preventive and
 

curative; 
and they pay for it. The real problem is that in many
 

cases 
the demand and the self-reliant approach are misguided and
 

may do harm; in others, they are simply ineffective where western 

health care could be effective; in still others, the demand is right 

on target, but the resources are not there. In some instances,
 

traditional practices may effectively fill 
health needs which
 

western resources are unprepared to handle, or even to recognize. 

It would be more accurate and productive to see the need 

as one of enabling sustained and mutually respectful cooperative 
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interaction between western and local expertise and resources. 

As regards "self-reliance," again the problem is not so much 

that it does not exist, but rather that indigenous forms of sus­

tained self-help to not interface easily with the forms of out­

reach conditioned by centralized health service systems. 
 The
 

crucial issue, as we see 
it, is one of facilitating change on
 

both sides of the interface so as to bring public and government 

energies into line and enable cooperative interaction to occur. 

In o-der to achieve this, programming cannot flow all
 

one way. Government outreach 
 programs must shape themselves, 

to some extent, in accordance with rural people's life style,
 

rahter than expecting them to give up their base in order to
 

conform to government style. This requires an 
ongoing program
 

response to local 
realities, community perceptions, and lessons
 

learned during the implementation process.
 

This adaptive 
 process has been referred to as "buffering" 

or'as requiring a "buffer institution" in one study of rural 

change and development. ( 9) A buffer institution is a new insti­

tutional form or institutional mechanism that allows for an 

adjustment or change of perceptions and action during a tran­

sitional phase. When 
new technologies, concepts, or ways of
 

doing things are being introduced - tried, the "buffer" absorbs 

the shocks on both sides, traditional 
and new, while change is
 

taking place.
 

When any 
new activity is being introduced to a rural
 

community or group, whether it is a health service, agriculture
 

technique, or educational program, new demands are made on the 
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community. 
 At the same time, 
the government or other intervention
 

agencies must learn how to 
adapt to local conditions. An intermediary
 

organization or buffer institution reduces the shocks of these 

encounters. 
 A buffer institution can be a PVO, a project, or a
 

new local organization.
 

A good deal of this andbuffering adaptation is already 

occurring in the PHCP. 
 As was often said in Hargeysa, national
 

policies and guidelines must serve 
as a flexible blueprint, a
 

framework within which implementers should develop and modify 

novel and individualized responses to problems. Without such
 

a process approach, it seems to us unlikely that rural communi­

ties will invest themselves strongly in making 
the PHC program 

work over the long term. And, given that the productive back­

bone of Somalia is its agricultural and pastoral rural majority, 

it is clearly not merely humane but economically sound policy 
to
 

attempt to redress the imbalance of health and other resources, 

offering country people a wider ra.ge of choices and resources, 

knowledge which enables them to make 
the choices well, and the
 

ability to act 
upon those choices.
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IV. 
 SURVEY MEHTODS AND DATA ANALYSIS
 

I. Methodology 

a. 	 Introduction 

The Lower Jubba Region was selected by the MOH and AID as 

the area 	 for the PCI field survey, following the unfortunate 

abortion 	of the PCI insurvey the Nugaal Region in November, 1983. 

The full mandate for the feasibility study is discussed Section II, 

Part One of this report. 

The intentions of the survey 
team in the Lower Jubba
 

were basically threefold:
 

(1) To 
visit all four districts 
in Lower Jubba and examine the
 

socio-economic situation of the population, their health problems,
 

and other general environmental conditions that affect health status; 

(2) Identify the available government services in the rural areas 

and observe their capabilities and interrelationships with each 

other and to the general population; 

(3) Examine the existing health care system at all levels in order 

to assess 
its capacity to provide services, to determine the feasi­

bility of 	a PHC program for the region, and recommend a program design. 

The survey was carried out 
in Lower Jubba between April 27
 

and May 26, 1984. An additional follow-up trip to Kismaayo, the
 

regional 	capital, was made by the Executive Director of PCI 
and a
 

member of the team during June 27 to 
June 29, 1984. They visited the
 

Governor and other officials and also made ac'ditional site surveys 
in
 

Kismaayo District.
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b. Team 	Composition
 

The PCI 	 Team was comprised of a Rural Development Specialist, 

a Community Health Planner/Training Specialist, a Community Organi­

zation Specialist, a Development Anthropologist/Social Scientist,
 

the Director of Training of the National Primary Health Care Office 

of the MOH in Mogadishu, and three field assistants with social work
 

and health backgrounds. One did double duty a driver.
as Among this
 

group was an array of 1aruage 
skills which covered every situation.
 

A driver 	and a second vehicle were supplied by the regional
 

government in Lower Jubba. This assistance allowed our group to divide 

into two 	teams and thus cover more territory.
 

c. 
Survey Schedule and Activities
 

(I) 	Information Obtained inMogadishu
 

Prior to the initiation of the field survey, the 
team
 

gathered 	 information in the national capital 	 from various ministries 

and central government agencies: AID-Somalia, United Nations Agencies
 

including UNICEF, WHO and UNHCR, international private and voluntary
 

organizations working in Somalia, and various Somalia research agencies.
 

In addition, reports and studies dealing with Somalia and the Lower
 

Jubba were reviewed. Analysis of data from reports and these
 

meetings, revealed that there was scant region-specific information 

available at the national level.
 

During this time, a Somali field support staff was put
 

together 	and a vehicle procured for the regional survey work. 

(2) Regional Contacts and Activities
 

While making cordial and successful contacts with regional
 

officials, 
team members began compiling information about the general
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characteristics of the 
region. Regional staff in Kismaayo, especially
 

representatives of the ministries of Health, Local Government and
 

Rural Development, Livestock Forestry and 
 Range, Agriculture and 

Education provided vital information on the region's four districts. 

The data included overall 
information on the distribution of govern­

ment services; population density and distribution; transport/travel 

conditions and constraints; and socio-economic patterns. 

This information helped determine 
the s-heduling of the
 

field survey. Because the spring rains (gu) were 
imminent, we
 

decided to survey the most 
remote districts first. 
 It had often
 

been cited to the team that the rains could shut down 
the roads to
 

both Afmadow and Badhaaahe districts for long puriods of time. The
 

truth of these statements were born out later through direct
 

experience. It should also be noted that 
the Governor's Office and
 

the police provided impressive followup support when the team 
in Af­

madow got stranded by the rains. The support and cooperation of all 

regional and district officials was outstanding. PCI is highly in­

debted to all of them for many personal courtesies as well as their
 

assistance 
to our survey effort. In addition, the PCI Team visited
 

regional facilities and offices including 
the Regional Hospital,
 

Regional MCH Center, TB Hospital, Regional Sanitarian's Office, and
 

the Animal Diagnostic Laboratory of the 
Ifni-try of Livestock, Rznge,
 

and Forests.
 

(3) District Surveys 

Survey work was completed in all four districts at 
district
 

capital beel, tuulo and settlement levels. For a full 
explanation
 



of these terms, see Part One, Section IV. 2. a. of this report. 

(a) District Capitals 

At each district capital, the team met with the district
 

commissioners, representatives of the technical ministries, and
 

local government officials as well as representatives of other 

organizations (e.g., Somali Women's Democratic Organization,
 

National Service Development Campaign, and the Somali 
Youth Organi­

zation).
 

We visited existing health facilities in the capital to
 

observe the services being offered, the condition of facilities, 

and quantity and quality of supplies and equipment. The team
 

•sought to investigate: 

(1) The Type of GSDR services available at district level, as well
 

as their extent, relationships between the programs, 
and thei - poten­

tial for contributing to a community health program; 

(2) The current status of the existing health care systems (Somali 

Government, private, and traditional); 

(3) Number, names and locations of the beels in the district; 

(4) The general population levels, structure, and socio-economic
 

base of the district;
 

(5) Major features such as watering centers, grazing/farming areas; 

(6) General Problems and health needs and problems in particular. 

Information was obtained from 'ocal representatives of the 

Ministries of Health Education; Agricuiture, Livestock, Range, and 

Forests; Fisheries Department; and Local Government and Rural Develop­

ment (now incorporated in the Ministry of Interior). 
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(b) Sub-District Level 
(Beel, Tuulos, and Settlements, 

Once this information nad been gathered, we surveyed as 

many beels in each district as possible in the time available to us. 

The District Health Officer (DHO) of Badhaadhe and the District
 

Medical Officer (DMO) of Jamaame accompanied us extensively; the
 

DMO of Afmadow assigned us a district nurse for our field survey
 

work in Afmadow. By dividing into two teams, we covered major parts
 

of Afmadow and Badhaadhe--the most remote districts with the worst,
 

most rained-out-roads--and substantially all of Kismaayo and 

Jamaame Districts. 
 Meetings were conducted with beel officials,
 

village and town committees in most instances, or with one ot 
two
 

members when the entire committee could not be quickly assembled.
 

Frequently, open village meetings of 20 to 25 people, including some 

women, were conducted.
 

We again investigated the types and extent of government
 

services, relationships between the different services and their 

potential for involvement in aspects of community health programming, 

and the health care resources which were currently available along with 

the villagers' evaluation of them and recommendations for improvement. 

We also obtained information on the beel-tuulo relationships with 

respect to trading, population rrDvement, water sources, service 

sharing, etc.; and private and public transport systmms.
 

In each beel, we surveyed a sample of tuulos and/or 

settlements attached administratively to the heel. in the tuulos and 

settlements, we concentrated on local demographic patterns (permanent, 

nomadic, semi-nomadic); levels of community organization present 
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(traditional, GOS, and attempts at integrating the two); access to 

services from the beel; 
sources of livelihood, nutritional/health
 

status of the population, and relationships between the two; patterns 

of community resource allocation; and the communities' perception 

of their major needs and problems including general problems, health,
 

livestock, and agriculture. 
 One team also visited several current 

grazing areas and spent an enforced night camping in the car in 

ano the r. 

In each location, specific data collection methods 

Included: 

(I) Administration of the MOH Health Assessment Form
 

(See Appendix 7), This was done normally with full
the village commit­

tee and villagers, but occasionally with only one or two of its
 

rep resentati ves. 

(2) Substantial Open-ended Interviews
 

This included government representatives (particularly, all avail­

able health personnel), towvn or 
village committee members, pharmacists,
 

women, local TBAs, teachers, etc.
 

(3) Brief, Single-purpose Interviews
 

This involved herders, farmers, fisherman, traders, truck and Xaaji 

Khamsiin (passenger pickup) drivers, boat owners, shop owners, 

dispensary and hospital patients, idle children, market people, etc. 

(4) Observation and Inspection of Facilities 

Health facilities and health records, homes, schools, and water 

facilities were included.
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(5) Notation and Collection of Spontaneous Comment
 

For example, discussion leading to agreement on the to a
answer 


question 
in the Health Assessment Form was usually as informative
 

as the answer itself, and often more so. 

d. Concluding Remarks 

It should be noted here that the MOH questionaire is not 

designed to elicit meaningful information about pastoral demography 

and movement; it is village-oriented. Moreover, explicit inquiry
 

about social structure is illegal in Somalia. Methods (3), (4) and
 

(5) above yielded occasional suggestive clues on these matters
 

which, when combined with subsequent interviews by the social
 

scientist with staff of the Ministry of Livestock and the Academy of
 

of Science and Arts' Livestock Research Project, as well as with
 

extensive debriefing of our driver (He spent and enforced two weeks 

in the mud of southern Afmadow/northern Kismaayo districts) have
 

together yielded what must at this time be considered as informed 

hypotheses. Hence, observations about size, continuity of exis­

tence, and movements of potential "target communities" among 

pastoralists--which can support and maintain reasonable ongoing
 

access to a CHW and/or TBA--will have to be tested and refined
 

during program implementation. It may not be as hard as it looks
 

now.
 

Finally, since the survey schedule did not allow for site 

visits to ongoing PHC programs, one team member attended the
 

Hargeysa Conference with the principal purposes of participating
 

in the planned site visits, remaining aware of the current state of 

policy formulation, and consulting with representatives of other 

-64­



programs about issues raised in this report.
 

IV. 2. Survey Analysis of Lower Jubba
 

Introduc t ion 

Lower Jubba is the southernmost of Somalia's eighteen
 

regions (see Map 1). Bordered to the east by the fertile Jubba 

River area and the Indian Ocean, it 
is in the main made up of
 

flat or gently rolling land which ranges from open savanah to
 

thick thornbush. Rainfall in parts of the region can be as high
 

as 500 mm. per year. This, plus the presence of large tsetse fly­

infested areas, determines the choice of cattle pastoralism as the
 

principal economic base of most of the rural population. 

Kismaayo, locat,'d near the mouth of the Jubba, is the
 

regional capital--a thriving city which is Somalia's 
third largest
 

port. The region's four districts represent administrative divisions
 

designed to bring government and services to populations roughly
 

comparable in terms of overall logistics and administrative diffi­

culty. Jamaame, for example, is the most populous district but few
 

logistical factors complicate the delivery of services compared to 

Afmadow--the least populated but logistically most difficult area 
in
 

which to deliver services.
 

The following outline of important findings about the region 

will discuss administrative and "organic" patterns separately, since 

the two do not coincide. This has implications for a government-based
 

rural program which will be pointed out. Health status of the popu­

lation, distribution and organization of government and non-government
 

health service delivery, and the status of other development activities 

in the area will also be noted. 
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a. Administrative Structure and Government Services 

(1) Administrative Structure
 

(a) Government Structure 

The four districts of Lower Jubba--Kismaayo, Jamaame, 

Badhaadhe and Afmadow--have capitals by the same names. The top
 

political/administrative official of each district is the District
 

Commissioner. 
 Under his general authority, ministries maintain
 

district offices in each district seat. By far the widest range
 

of government services in the districts of Lower Jubba concen­

trated in district capitals. Districts are administratively
 

subdivided into beels, 
a term which can be applied either to the
 

town or central village, which is the bee] seat itselt or to
 

the entire group of smaller villages which are administratively
 

attached to it. Each district capital is itself also a beel seat
 

for nearby villages.
 

The district capitals and beel 
seats of Lower Jubba are
 

indicated on Map 2. Their concentration generally reflects the
 

relative local concentration of villages, though not of absolute 

population, which shifts about seasonally.
 

The administrative term for any permanent town or village 

which is not a beel seat is tuulo. The number of tuulos reported 

by beel officials as being attached to their beel varied from one 

to 25; in a few instances, representatives of two lifferent
 

beels claimed the same tuulo. 
 In addition, there are often nomadic 

settlements of a semi-permanent nature that are part of the beels. 

In general, beel seats represent the end points of govern­

ment service delivery: all are supposed to have public schools,
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a government dispensary manned by 
a nurse, a police post, a vet­

erinary worker--which should provide services to the surrounding
 

population including the tuulos and, theoretically, even the 

nomadic settlements. 
 As will be illustrated in the case of health 

service delivery, these services exist at 
the beel level more often
 

in theory than in fact.
 

The relationship between "theory" and 
 "fact" is heavily
 

mediated 
 by the organic or non-governmental structure of the region. 

The District Medical Officer (DMO) of Jamaame stated that medical
 

supplies receive preferential distribution: Kismaayo city gets the 

most, Jamaame District next most, and all 
the rest (Afmadow,
 

Badhaadhe and the rural parts of Kismaayo), the least. In general,
 

beel level services are fairly accessible to most dependent tuulos
 

in the riparian areas 
of Kismaayo and Jamaame districts. Here are
 

the best roads, the densest transport network, the shortest distances 

and (as a consequence) the most 
dependably present government staff.
 

However, the off-road areas 
of Kismaayo district, and all of Budhaadhe
 

and Afmadow, present the 
more 
typical rural picture: government
 

staff is, by necessity as well as preference, often absent in the 

larger metropole, whether this be 
a beel official gone to the
 

district, or a district official off in Kismaayo city. 
 Physical
 

access 
from outlying tuulos and the countryside to beel services is
 

more difficult due to greater distances, roads which are sometimes 

impassible, thick bush, perceptions of danger to the individual 

traveller (lions and thieves are often cited). Furthermore, in 

these areas rural people know that the likelihood of obtaining service 
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satisfaction is low, so they 
are simply less motivated to go for this 

purpose alone. Hence, effective adminis.trative ties are looser in 

these areas than along the river. 

As an extreme cise, the southern coastal fishing villages 

are wholly cut off by rain from Badhaadhe town, their titular 

district seat, for weeks or months each year. 
 Effective commu­

ni.ation at these times is by radio or by boat. 
 The dichotomy
 

is further reinforced by cultural and language differences 

between them and the rest of the district population. Thus, they
 

depend for most services on Kismaayo, reached by boat, and on the 

towns across the Kenya border. 
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(b) Village Committees 

Every permanent village or town. has a committee (guddi)
 

whose principal function may be described as mediating the rela­

tions between the public and the government: it channels public
 

opinion, problems, needs, requests for self-help funding and the 

like, to bee] officials--and government opinion and needs to the
 

public. Since these committees will constitute the principal
 

formal link into communities, by which project staff is to foster
 

the community engagement process and development of a constituency 

base for primary health care development, some comments on those
 

we met in Lower Jubba are in order. 

Committee members are nominally elected from among the
 

public. In Lower Jubba they are entirely male. In larger villages
 

and bee-] seats, the membership is generally seven; in small villages,
 

usually three. The committee head (guddoomiyaha guddida) may or may 

not be the same individual as the village "headman" (samaddoon or
 

"seeker of good"), a stipended post. In nomadic areas, the govern­

ment-stipended representatives of nomadic communities (nabaddoon, or 

"seeker of peace") may be included among the membership of that village
 

committee with which they are most closely associated, usually that 

of their dry-season center. 

In beels and district capitals, government officials are 

ex officio members. When we asked to meet with a committee, those 

government representatives who were in town invariably participated,
 

actively. In well-staffed beels or district capitals, this could
 

include not only representatives of service ministries, "people's
 

organizations," and the local national-service corps, but also of 
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the police, the Daraawiish (border patrol), national security force 

and Guulwadayaal (described to us in English at Afmadow as 
"the people's
 

army." These youngsters are responsible for such functions as forcib!e 

conscription) . 

As previously mentioned, the Somali equivalents of "community
 

participation" and "self-help" (is kaa was u qabso) are historically 

associated with centralist approaches to development which have all
 

too often failed to benefit the rural majority. While committees in
 

Lower Jubba were, as 
a rule, very polite in their response when we
 

broached these concepts 
(in marked contrast to the more outspoken camel
 

pastoralists of other areas), a number of private comments and obser­

vations garnered by team members indicate a considerable reservoir of
 

skepticism about the possibility of a truly cooperative relationship
 

between government--with whom a donor becomes associated--and the
 

public.
 

During our survey, we were not able to observe village
 

committees at work, beyond their PR function of interfacing with our 

team. We did meet with a great number of them. At first glance, they 

appear to be administrative artifacts first, constituency respresenta-­

tives second. The uniform failure of village committees in Lower Jubba 

to say they should consult their communities before responding to the 

idea of participating in PHC; and, on the other hand, the frequency of 

such on-the-spot responses as: "Oh yes, we will do it!" or, "We will 

have to do it!" is at least suggestive that the initiating agencies 

must assume considerable responsibility for ensuring that the "community 

participation" process is more widespread. This will require more time
 

and a more 
relaxed or human approach to each village with its catchment
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population, than is normally the case in fast-paced, massive develop­

ment projects. Otherwise, it is likely that, as in North West,
 

villages will 
nominate CHW candidates in an effort to demonstrate
 

a "cooperative" attitude, without real understanding or acceptance 

of the responsibility which they are undertaking by entering into 

the program.
 

(2) Government Services
 

Almost all SDR government services arefound in the district
 

capitals. In Lower Jubba, and fisheries in the coastal areas, 

education and livestock proved to have the best outreach to beel
 

levels and below. 
Of 57 population locations, the team obtained
 

information on (45 site visits): educational services reached 22 of
 

the locations 
or 39%; livestock services reached 27 or 47%; agricultural 

extension services reached 7 locations or 12%; and Fisheries Coops 

were found in 6 of 10 locations or 60%. 

Health services were found or reported in 17 or 30% of the 

locations. 6 of the 23 health facilities 
identified were closed or
 

inoperative due to lack of staff or 26% 
of the total. Many of those
 

health facilities that were operating had no 
drugs and to all intents
 

were unable to provide services beyond issuing prescriptions to be 

filled at private pharmacies.
 

A complete list of services identified in the survey is found
 

in Appendix 5.
 

When people were questioned, they generally were satisfied 

with livestock services. A few comments about shortages of veterinary 

mediciires were voiced; but, on the whole, livestock services had
 

adequate staff, medicines, and vehicle support -far better than
 

-71­



health or agriculture. Conversely, when talking about health, people
 

readily commented on the lack of health services.
 

A comment should be made about private western and tra­

ditional health services. Private pharmacies are generally found in 

the same communities along with government health 
facilities and,
 

to some extent, are replacing them as providers of rodern health 

care. Traditional practitioners- bonesetters, herbalists and spit-it 

healers--are reported in many communities. For example, 39 communi­

ties reported TBAs or 
682. Twenty reported other traditional healers 

or 35%. There is considerable under-reporting here, however. 
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b. Organic Profile of the Districts 

Economic activity, demography, logistics and, to some extent,
 

health problems directly reflect geography--or, more accurately, 

environmental resources and constraints. On this basis, 
the region
 

may be divided into three areas (see flap 3). It takes its name from
 

the Jubba River, Somalia's only permanent watercourse which always 

debouches into the sea. The riparian area, 
fertile and abundantly
 

wate-ed, is densely populated and heavily farmed. The coastal strip,
 

extending from south of Kismaayo city into Kenya, 
is mainly populated
 

by a string of small settled communities whose principal economic
 

activity is fishing. The remainder of the region is primarily
 

pastoral, although many villages and towns in Kismaayo District 

and a fair number in Afmadow, also engage in rain-fed farming on a 

small scale; here, this is a secondary economic activity. 
The riparian,
 

fishing and pastoral areas will each be described with reference to 

basic economic activity, population type and demography, and
 

logistical factors.
 

(1) Riparian area (P-irts of Jamaame and Kismaayo Districts) 

This fertile area with abundant rain and good water is
 

heavily farmed. It is the most densely populated area in the
 

region, as is suggested by the concentration of beel seats along 

the river (Map 2) and also by population estimates: 
 by 1985, Jamaame
 

District is proje:ted to have approximately 112,000 population.
 

When compared to the projections for the far larger, principally 

pastoral districts--Afmadow and Badhaadhe, 69,000 and 42,500 respec­

tively--this population figure 
reveals a clear correlation between
 

population density and livelihood.
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Large, irrigated plantations produce bananas 
for export
 

and other produce (mangoes, papayas, grapefruit, sesame, maize)
 

for national markets. 
 However, the majority population are small
 

farmers who raise 
maize and small quantities of sesame, beans,
 

peppers, groundnuts, watermelon and 
tomatoes. Di-etary staples were
 

said to be principally maize (prepared several ways but most often
 

as soor, a c(oked maize-meal porridge eaten with ghee or a meat
 

sauce), tea, sometimes river fish, and occasional rice or meat.
 

There was some indication that soor is considered the "poor person's
 

diet" by the better oFf. Many small farmers have no livestock at all;
 

in Mugaambo, interviewees estimated 
that perhaps 5% of small farmers
 

own livestock. Milk is not 
regularly mentioned as 
a major feature of
 

the diet; and, though chickens, eggs and fruits are produced in
 

small quantities by many, these are normally treated as cash crops
 

rather than consumed regular'ly 
at home. Wage labor is available as
 

part of the economic package for many families: men work on the
 

large banana plantations, for
for the Jamaame plastics factory, or 


the new Hlugaambo rice project.
 

In the river area, one speaks of "the regular Somalis"
 

(Soomaalida caadiqa ah) 
and the "river people" (reer gosha, as the
 

"regular Somal is" say; "Msigul i," as 
they call themselves). As a
 

first language, Msiguli speak Swahili or, in some 
villages, what appears
 

to be either a dialect of Swahili or a closely related language.
 

However, most speak Somali 
also. On superficial observation--all
 

we had opportunity to do--it looks as though 
in these communities,
 

while the vast majority are Msiguli, 
the Somalis are disproportion­

ately represented (and disproportionately vocal) on the village
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committees along the main road and as owners of the large commercial 

fa rms 

Logistically, this 
is the most promising rural area of
 

the region. Despite the season, our 
team was able to reach, with­

out difficulty, every town or 
village we proposed to visit. Villagers 

stated that they were seldom, if ever, cut off by rain from the 

towns along the main paved road. Traffic along that road is frequent,
 

transport of trade goods and people 
is continuous, and access to the
 

Jamaame health center and to the shops, markets and pharmacies of 

the road towns, 
Jamaame town and Kismaayo City, is easy. Intervillage
 

communication is by foot, by donkey cart, and by truck 
or bus.
 

(2) Baajuun Coastal Strip (Coast of Badhaadhe and Part of 
Kismaayo Districts 

An estimated total of about 9,000 Baajuun people, Swahili 

speakers, live in a number of settlements along the coast. Here the 

principal economic base is fishing, an activity which is controlled
 

and assisted by 
a government fishing cooperative setup which is head­

quartered in Kismaayo. Pastoral nomads use the area also; at the 

time of the team's visit, approximately 2,000 total were reported to 

be present in different settlements in the two coastal beels, 

Kudhayo and Kambooni. Somali is, of course, commonly spoken as a 

second language, but 
this is a seaward-and coastal-affiliated culture
 

with most ties to Kismaayo, Lamu and Mombasa and intervening towns. 

Both logistics and culture cut 
the Baajuunis off from Badhaadhe.
 

Foodstuffs, medicine and commerce flow along the coast; our team 

visited these settlements by boat.
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(3) Primarily Pastoral Areas (Interior Badhaadhe and Afmadow Districts) 

Though Lower Jubba receives substantial rainfall overall, 

its unpredictability mediates against primary dependence on fixed 

agriculture outside 
the riverine area. The timing, quantity, and
 

distribution of rainfall 
 varies from year to year, causing unpre­

dictable variation in the quality and quantity of graze and forage 

which a given area will 
yield at any time. Such variety is best
 

exploited by a highly mobile crop--livestock. Most pastoral pro­

duction is, therefore, more or less nomadic.
 

(a) Livestock
 

Large tsetse-infested areas and the presence of flourishing
 

grass during part of each year determine the choice of cattle rather
 

than camels as the basic investment stock, with secondary husbandry
 

of small numbers of sheep and goats. People from the coastal areas 

may keep camels as well as cattle, particularly in the savannah area
 

east of the river where there 
is no tsetse and shallow wells dot 

the coastline. Keepers of both cattle and camels will often split 

them up, sending cattle to a different area from camels since the two 

have different needs. Another area of secondary production in many 

areas is small-scale dry farming, which 
is particularly prevalent
 

around many villages of Kismaayo District, but also common near 

population centers in Afmadow. (Only two beels in Badhaadhe 

reported any farming activity.) The primary food products of 

livestock husbandry are milk, ghee and buttermilk (ciir or garoor); 

meat is marketed in large towns, but country people do not 
regu­

larly slaughter to meet family needs any more than prudent investors 

in other sorts of stock would regularly liquidate investments in 
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order to 	meet day-to-day needs. For bulk and carbohydrate,
 

families 	regularly consume 
corn meal dis.hes and occasionally rice
 

(and pasta 
in towns); sorghum is not grown here and is apparently
 

not much 	 imported from other regions. 

(b) 	Nomadic Population
 

Classification of people as "nomadic" versus "settled" tends
 

to be an 	 extremely subjective exercise in the absence of careful 

definition (what about a shopkeeper or a "town wife" who shifts 

seasonally from one village center to another?) The figures avail­

able are 	also incomplete. However, data obtained from Badhaahde
 

District 	indicate a rough percentage of 17% nomadic population at
 

the coast and 62% in the entire interior area; for the entire district,
 

the figure is 48%. 	 Figures for Afmadow are too incomplete to build 

such an 	estimate, but considering it similar to interior Badhaadhe
 

(lowering the figure to account for the greater farming activity), 

reasonable
it seems 	 to estimate that 55-60% of Afmadow's people are
 

probably 	also nomadic. 
 Thus it can be said with some conviction that
 

on 
the order of 50% minimum of the region's population outside Kismaayo
 

City and 	 the riparian area are from somewhat to extremely mobile. 

As will be seen, this mobility is extensive enough to hamstring any
 

outreach program which is purely village-based. The nature and
 

organization of nomadism in this area will be briefly discussed here, 

since it has informed many of the more unorthodox elements of the 

project design to be subsequently recommended. 
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(c) Nomadic Movement/Spatial Orqonization 

The spatial organization of a nomadic community is based
 

on a watering area, with wells and/or ,,atering ponds and usually 

a town or several towns/villages, where a stable core of the com­

munity remains year-round. There the group concentrates in dry
 

seasons. During and after the 
rains, nomadic families disperse
 

mor. widely into grazing areas where the green fodder is; and, 
in
 

this region, temporary pools of water tide over cattle without 

trips to permanent water sites. (In the meantime, grass and forage 

replenish themselves &,c the permanent sites.) Though home watering 

sites for groups remain the same, grazing areas can be different at 

different times. Before moving, families send out scouting parties
 

(sahan). They assess known grazing areas and return with 
recom­

mendations, since even the well-known grazing areas may be better or 

worse in a given year, or even early or 
later in the season. As an
 

example, an encounter between our driver and a scouting party from
 

middle Kismaayo District yielded the information that they planned 

to visit at least three grazing areas in southern and mid-Afmadow, 

thus suggesting that this first or, more likely, second move of the 

season could -ake them from one district into another. Later in 

the season, they may move again. Given the relative lack of terri­

toriality which obtains in grazing matters, they could as likely
 

*The word can alsu mean "survey" in the modern sense, as well as 
"breaking trail"-- an activity in which our team engaged for several 
days in the mud and bush of Afmadow. Hence, on both counts, the
 
sub-title of our report: "sahan caafimaad" means "health survey." 
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move farther north in Afmadow or even beyond, before falling back
 

toward Kismaayo. The total range of movement away from home and
 

back can 
also vary from year to year; in general, people move
 

farther and more frequently during dry years. People consistently
 

reported that, given two equally good 
areas to choose between,
 

they would move to the 
area without tsetse or other exoparasites.
 

However, in
one 3rea on the edge of a tsetse belt, a number of
 

pastoral ists were settled because, as 
one woman stated, non-infested
 

areas nearby were not in pasture at the time.
 

We do not have sufficient data to draw any firm genera­

lizations about the average extent of nomadic movement 
nor dispersal
 

of communities. 
 The constraints described under "methodology" limited
 

us 
to primarily gathering village-oriented data for the most part.
 

Furthermore, pastoral ists 
fiercely resist requests to generalize
 

about their movement patterns, though they will readily re. oond
 

to more properly framed questions (e.g., "Where have the people from
 

here just moved to?") However, our observations convince us that, first,
 

there is sufficient movement of rural 
populations over sufficient
 

distances that village-based CHWs would not be able to 
remai'n even
 

within 
referral distance of substantial portions of their communities.
 

And, second, even if we were to redefine the CHW's role, making him
 

or her a service provider to anyone. in his/her (whether from
area 


his/her community or not), village based. 
 CHWs would not be accessible
 

to many grazing populations, since the two grazing areas we saw were
 

15-20 km. from the nearest permanent villages. A third observation,
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which will be hard on the overly schedule-oriented, is that nomadic
 

people cannot commit themselves one or two months in advance to
 

attending a course in a given location. 
Though they may do so under
 

pressure from a project staff which is anxious to "get the program
 

going," when the scouts come 
home and a decision is reached--one
 

goes. It seems unlikely to us that, before a PHC program has gained
 

a certain fame in the region, CHW candidates will willingly remain
 

behind when their families move away, in order to await a promised
 

course.
 

Representatives of one pastoral 
group in Kismaayo District,
 

when they were asked if they would be interested in having a CHW,
 

responded honestly that they thought it would be 
impossible: "Not
 

enough of us to stay together." Optimistic estimates have it that
 

in Lower Jubba as many as fifteen families may constitute a fairly
 

stable group, moving together from one grazing area to another for
 

years at a time. Though this figure sees high to us 
as a working
 

average, it is probably true that most pastoralists in Lower Jubba
 

move about in nuclei of at least several families each. (This is
 

in contrast to North West and Togdheer, where easier travEl condi­

tions and greater safety allow families to make individual noves.)
 

Such groups are composed of people w'io are fairly close
 

relatives. In the 
Somali social context, they thus constitute what
 

may, for amny purposes, be treated as "subcommunities." As a general
 

rule in pastoral societies like Somalia's, the size of the operant
 

community is a variable, determined by the nature of the issue at
 

hand. While very large groups can "pull together" for the purpose
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of paying blood compensation, and middle-sized ones can work it
 

out to pay jointly in order to have a water tanker come out to fill 

a watering pond for them during 
the dry season, health is generally
 

a small-group, local issue as far as group cooperation in non­

emergency situations is concerned. Furtheri,xjre, if one plies a 

medical specialty (whether traditional or modern), one helps out 

one s closer relatives free of charge, in co'itrasL to one's 

distant relatives or members of other groups. In a sense, one 

could look at groups of the grazing-nucleus size, made up of close
 

relatives, as tLe natural "health resource sharing group," within 

the zonfines of which there is a tradition of part-time, voluntary
 

service--a tradition which, for issues 
like health, does not obtain 

in larger communities. It seems likely to us, therefore, that a 

number of logist~cal and participative problems may be resolved by 

a 'countryside" rather than a "village" approach, which trains CHWs 

to be part-time workers for their own small mobile groups.
 

(d) Towns and Villages as Nodes in the Pastoral Network
 

Though nomadic communities are in no way coincident with
 

physical villages, villages and towns do constitute important
 

logistical resources for them. A successful "countryside" approach 

will take advantage of the fact that Kismaayo City, district capitals,
 

beel seats, permanent villages and temporary towns built out of brush 

all constitute nodes in the pastoral network. They constitute gather­

ing points where people come together to carry on commercial, social, 

political and personal transactions; and they are nodes for the 

dissemination of information to the countryside. Except for the brush 
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towns, all the others contain stable or non-mobile cores of nomadic
 

communities--whose movements can be tracked, and with wqhom 
 communi­

cation can be maintained, by project staff who develop relation­

ships with these core people. They are the people who run shops and
 

private trucking, practice rain-fed farming or work in government 

offices (some of them) and whose livestock is probably with a more
 

mobile relative.
 

Pastoralists in Somalia do not ride animals, though in
 

Afmadow District two interviewees stated that a seriously ill
 

person might be transported to a health facility by camelback. 

Normal transport, where one cannot hitch a ride, is on foot. A village 

or town normally serves as a regular meeting and communications center
 

for people who are settled within an hour or so's walk of it-­

"those who meet here" (kuwa meesha u soo shir taga). This will
 

probably constitute the effective radius for drawing people to 

meetings from the countryside, during the comm,,nity orientation and
 

engagement phases of program work. 
 If such program work is done
 

during the grazing season, when people are fairly dispersed in large 

grazing areas, meetings will probably have to be held in 
a number of
 

locations in each grazing area 
in order to include representatives
 

of the entire populaiton. 
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c. Problems 

(I) Summa ry 

Appendix 6 details the problems defined by the communities 

surveyed by district. We asked village committees members of 

the community, and governement staff to identify their major 

problems in four categories: general, livestock, farming, and human 

heal th. 

Following is a summary of major problems by category
 

by district.
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PROBLEMS IDENTIFIED BY COMMUNIIIES 

Total 
-,,strict Places General Livestock Farming Human Health 

Badhaadhe 19 Water: 9 Pests (tsetse, Lack of rain: 2 Malaria: 7 

Roads: 13 ticks, etc.): 6 Schisto: 8 

Isolation: 8 Lack of vet Worms: 7 

services: 2 TB: 7 

Anemia: 5 

Diarrhea: 5 

Malnutrition: 3 

URI 4 

Fetal Death: 2 

Eye: 2 

Measles: 2 

Kismaayo 14 Water: 7 Pests (tsetse, Lack of rain: 1 Malari: II 

Roads: I ticks, etc.): 4 Insects: 3 URI: 11 

No Transport. i Lack of vet Lack of Schisto: 5 

services: 3 pesticides: 1 Anemia: 5 

Other: 3 Seasonal TB: 4 

problems: 1 Diarrhea: 3 

Malnutrition: 1 

Measles: 2 

Afmadow 6 Water: 3 Pests (tsetse, None Malaria: 5 

Roads: I ticks, etc.): 3 Schisto: 4 
Food short- Ga3troenteritis Anemia: 4 
age: 1 in cows: I URI: 4 

Predators: I Malnutrition: 2 

TB: 2 

Diarrhea: 2 

Worms: I 

Fetal Death: I 

VD 2 

Snakebite: 2 
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PROBLEMS IDENTIFIED BY COMMUNITIES (Cont'd) 

Total 
District Places General Livestock Farming Human Health 

Jamaame 10 Poorsani- Lock of vet Lack of techni- Schisto: 7 
tation: 6 services: cal services: 1 Malaria: 6 

Malnutrition: 5 

Anemia: 5 

Worms: 4 

URI: 2 

Diarrhea: 3 

Maternal 

Death: l 
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(2) Health Problems
 

Following is 
a summary of major health problems:
 

COMMUNITIES IDENTIFYING AS A PROBLEM
 

Fetal
Places Malaria Schisto Diarrhea Anemia TB 
 Worms Malnutrition Death
 

45 29 24 
 13 19 10 12 
 11 3 

Percent- 64 
 53 27 42 22 
 27 24 7
 
age
 

Reporting
 
as Problem
 

The rank order of health problems is as follows:
 

1. Malaria
 

2l, Schistosomiasis
 

3. Anemia
 

4. Diarrhea
 

. Worms 

6. Malnutrition 

7. TB
 

8. Fetal death
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V. IMPLICATIONS OF THE FEASIBILITY STUDY 

I nt roduct 	ion 

The feasibility study confirmed existing general impressions 

that there are serious and widespread health problems throughout 

the Lower Jubba Region. In addition, PCI gathered site and district­

specific information on the types and incidence of disease and 

other health problems and their relationship to the environment 

and other socio-economic factors. The survey revealed serious gaps
 

in health services. Staff, facilities, and equipment, are deficient, 

expecially in the interior districts of Afmadow and Badhaadhe and 

in the coastal areas of Badhaadhe. Existing patterns of rural out­

reach are inadequate to serve the more isolated and inacessible 

villages, and, more especially, the nomadic population of the region.
 

The PCI 	 Team concluded that a primary health care program 

is feasible in the Lower Jubba Region. In fact, we think the only
 

way in which health services could be improved in the region is
 

through a community-based decentralized health development program.
 

This PHC Program would have to be organized district by district,
 

taking into account the varying needs, problems, conditions, and
 

resource capabilities of each district, and even of areas within 

districts (e.g., interior Badhaadhe and Coastal Badhaadhe). 

The field survey also underscored that there is an inti­

mate relationship between water, transportation, productivity, 

agriculture, nutrition, and the health of the people in all of the
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districts 	of Low:.r Jubba. 
 These relationships make it unlikely
 

that 	health and nutrition could effectively be improved and sus­

tained without working through these multi-sectoral linkages. 

Accordingly, the successful 
implementation of a PHC
 

Program in the Low Jubba will 
require supporting development work
 

in other 	sectors for two reasons: First, to remove impediments
 

that will act as bottlenecks 
 to 	 the improvement of health services; 

second, to bring about the synergism that will advance and sustain
 

basic social and economic development.
 

V. 	 A. Health Service Development and Delivery 

V. 	 I. General Considerations 

a. 	Emphasis must be on:
 

services, not structures;
 

functions, not schedules;
 

communities, not places.
 

b. 	Begin the Least Accessible Areas (Districts) First
 

Given the history of differential service provision 
to more
 

and less accessible areas, and given public skepticism about govern­

ment and donor ability to deliver rural services, a rural outreach
 

program should begin 
in 	the least accessible areas first.
 

c. 	Begin at the Community Level and Work Up
 

The program should begin 
at 	the community level 
and 	work up.
 

Therefore, it is proposed to adopt the district team approach, wherein 

district PHCP staff and 	 donor staff would comprise a mobile team, 

working in cooperation with any subdistrict (beel) staff in each area,
 

to develop and supervise community-level 
PHC. At 	 a later dz:te, when 
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the team must withdraw from ongoing supervision, intermediate
 

supervisory/referral resources will be developed, in line with the 

local resources and realities of each area. 

d. Roles of CHWs, TBAs, Village Committees, and Communities
 

Specifics of the roles of CHWs, TBAs, communities, and 

committees, as well as 
the precise nature of target communities,
 

logistical arrangements, etc., must be planned in detail locally on
 

the basis of local 
input. There must be flexibility to allow for
 

variations in local 
conditions, health needs and perceptions of health
 

needs, and community resources and commitment.
 

e. Training of Supervisors and Trainers 

The training of district PHCP staff (and later, subdistrict­

or beel- level staff) will 
be critical to the successful implemen­

tation of the PHC Program for Lower Jubba. 
 In some ways, it will be
 

PCI's most critical training constituency. These people will need
 

major initial training in PHC skills, including:
 

- community engagement process, a decentralized approach; 

- training skills for working with rural, possible illiterate, adults;
 

- management and supervisory skills appropriate for working with 

rural volunteers;
 

- positive approaches to traditional health resources.
 

They will also need to work alongside trainers who are skilled 
in the
 

above areas for a considerable 
time, since packaged training modules
 

are not sufficient for actually building these skills.
 

f. Flexibility in Establishing Referral/Supervisory Structures 

During the later development of intermediate supervisory/ 

referral institutions for each 
locale, flexibility should be paramount.
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If a local CHW can become a local supervisor, this should happen.
 

Bee] dispensaries can be refurbished and existing MOH staff can 
be
 

retrained. A full PHCU staff complement may not be necessary 
in
 

all locations. Supervisory and supply ''lines" should reflect local
 

logistical realities: for example, the Baajuun coastal strip should
 

not be made to depend on Badhaadhe, Also, the final institutional
 

form should reflect the reality of the "metropole" or urban center 

attraction.
 

g. Rural Incentives 

Professional MOH staff should receive not only the standard
 

PHCP incentives but also rural hardship incentives as well. 
 These
 

would be of Iwo kinds: (a) for working in a rural post, a salary
 

top-up, graduated solely by the degree of isolation and physical
 

hardship and without reference to the person's professional creden­

tials. Thus, district-level staff in Jamaame and Kismaayo would
 

receive no hardship payment; beel staffs in these two districts
 

would receive the most. (b) An additional incentive payment for
 

rural travel and supervision work outside of post. This would per­

haps best 	be structured simply as a very adequate per diem setup. 

V. 2. 	Community Engagement in PHC Implementation
 

a. 	Operant Communities 

Working out from villages as communication centers, the 

first task will be to define, in discussions with village leaders, 

what are the operant communities for PHC to work with. Logistical 

and social factors will interact in determinling what will constitute 

effective base groups for health workers. Village communities should 
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never be considered as representing single communities, but should 

be engaged in nelping to plan how all 'he different groups can be 

reached. 

Experience in ot.he- PHC programs, traditions of health­

resource sharing in Somalia, and the (.onsiderable moverpent and thin 

dispersal of nomadic groups all suggest the need for small client­

to-health-worker ratios i:i the case of mobile groups. As a working 

hypothesis, we suggest 100:1, However, this will undoubtedly vary,
 

perhaps 	 greatly. 

b. Community Engagenlent Process
 

The process of community engagem'r, nt in any given village 

center/catchment area (or grazing area if done after the rains) will 

last approximately three months, from initia, orientation meetings 

to the initiation of CHW training. During this time, approximately 

4-8 village centers, or grazing areas, should be regularly visited 

by the team. Most of these meetings will involve one or two days' 

presehce (at least one night each visit) in each village center or 

in settlements near 
it. Two 	tu three weeks will be allowed between
 

each contact, to allow for the news of what 	 happened and announcement 

of the subsequent visit to be widely diffused among the catchment
 

population.
 

(1) 	Orientation
 

Initial meetings, the orientation phase, will undoubtedly
 

involve speechmaking, including the explanation of the PHC program. 

rhe true community engagement phase begins when meetings move into
 

mutual discussion of such topics as:
 

-9)2
 



- defining operant communities; 

- logistics which can work;
 

- "institutional" job descriptions- what the program is willing 

to offer; what the communities are willing to offer; and negotiating
 

these two into line. (The team will approach these discussions without 

assuming that supply and demand will necessarily link up and be pre­

pared to accept that some
ir: instances agreement will not be achieved); 

- initiation and completion of the selection process (at least two
 

separate visits; see below);
 

- training to be initiated as promptly after selections as possible.
 

V. 3. Selection of Candidates for Training 

a. Community Input and Criteria 

A delicate combination of appropriate selection with community
 

input and concurrence will be sought. If criteria are used at all,
 

they should be individually developed in the discussions during the
 

engagement process in different village centers. Injection of MOH 

preferences, as in the "guidElines," should not occur except as 

further contribut*-ins, probably in question form, to earlier suggestions 

by the public. Even community-generated criteria should be minimal,
 

fundamental, exten!.ively discussed and recognized as optional.
 

(Agreement on these sh-:uld not be sought.) During the engagement 

process, care will be taken to elicit discussicn on current health 

roles in the community: traditional herbal and surgical practice, 

birth and family health, injectionists and drug sellers, etc., and how
 

these would relate to the delivery of PHC, and whether or not people 

already engaged in health delivery should become CHWs or should relate 
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to the program in some other way. 

The upshot of all this, however., should not be a vote nor 

the presentation of a short list of names oy the village committee. 

We strongly recommend that the result should be the offer in open 

meeting of CHW training to all who are interested and able to attend. 

This process will have to be refined and shaped during 

field work. The end goal is an informed process of self-selection
 

by motivated individuals with community concurrence, rather than
 

the offering of bodies by communities anxious to appear coopera­

tive. PCI experience using this approach in other countries 
(e.g.,
 

Mexico, Bolivia, and, to some extent, The Gambia) is that a program
 

is seldom deluged by 
too many people wanting to be trained. Becoming
 

a CHW involves commitment and hard work. 
Once that 	 is made apparent, 

the curious and the lazy drop out.
 

B. Other Health Practiticners
 

Even if other health -racitioners of any stripe are incorpor­not 


ated directly into the PHCP as 
CHWs, the potential for constructive
 

interaction with the private-enterprise health services should be
 

explored. Offering "parallel" courses, such basic training for local
as 


pharmacists, is an example.
 

V. 4; 	 CHW:Training
 

a. 	 Balance Between Local Needs and Program Inputs and Goals
 

The training of health workers must be responsive to demand
 

from two sides: what the communities want, and what the program
 

implementers want. If CHWs do not 
learn some of the curative skills
 

which their constituencies value, they will not be considered again
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nor further supported. If they do not learn some of tile pro­

motive and prvcntive skills shich the outsiders value, there is 
no
 

reason for the outsiders to train and support them. 
Thus each train­

ing phase should equip trainees to begin working in some curative
 

and some preventive ways. A balance or fit must be found between
 

the communities --their needs and expectations-- and the resources
 

and services to be made 3vailable as inputs to real ize program
 

outputs. 	(50)
 

b. Initial Training
 

Specifics will vary according to location and perhaps even
 

according to the time of year, but 
the first training phase miaht 

well cover: 

- diagnosis and treatment of anemia and malaria; malaria prophylaxis 

for pregnant women; 

- diarrhea; the concept and use of oral rehydration salts (ORS); 

- introduction to concepts of health, disease, and disease pre­

vent ion;
 

- home visits;
 

- immunizations: what can be immunized for, orientation to 
EPI 

program, how to prepare community for immunization campaigns; 

- introduction to reporting: elementary recording, for the literate 

and nonliterate. 

c. 	Subsequent Training
 

Subsequent phases of organized training would respond to
 

CHW requests where possible (communities wili pressure them to
 

treat things they can't yet treat), e.g. in all likelihood respi­

ratory, eye and skin diseases and first aid. Simultaneously, the
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agendas 	of the proiram implementors would e followed up on:
 

nutrition, sanitation, and developmeit of promotive skills could
 

be introduced.
 

d. 	Pattern of Training
 

Group training will be delivered in short phases to allow
 

for maximum absorption and minimum disruption of home life. In
 

many instances, it may be preferable or even necessary, as in the
 

case of women trainees who may not be allowed to leave home for
 

several weeks, not to deliver training in blocks at all, but on a
 

one- or two-day-a-week basis, near home. We suggest that the
 

initial training for these health workers include three weeks or
 

approximately eighteen to twenty contact days, which will be
 

scheduled and located according to the local logistical situation.
 

e. 	Appropriate Training Methods
 

Emphasis should be on nonformal, adult education training
 

methods. The classroom or lecture approach should be minimized in
 

favor of 	practical, "hands-on" work. (This means, as aiready
 

indicated, that a great deal of prior training of district and beel­

level 1OH staff will have to be accomplished. MOH staff must know
 

how to teach CHWs and other community workers. And CHWs must learn
 

how to "teach" and reach members of their communities.) Once the
 

project has staff from the district and some CHWs functioning fairly
 

well, much training will be done by taking small groups of trainees
 

to spend time with CHWs who are already working. It will probably
 

be advisable to establish a working pilot PHC program with a CHW, etc.
 

in an appropriate community as part of the training of district and
 

subdistrict staff, and as a demonstration of community-based primary
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health care.
 

V. 5. 	Ongoing Relations with Communities and Health Workers in Place
 

a. 	Training and Supervision Rounds
 

The team will make regular training and supervision rounds
 

in the areas where new CHWs are working, at an interval of 4 - 6 weeks
 

for each CHW. Health committees (which may be simply a single contact
 

person for small groups) should be actively involved duriig supervision
 

visits; 	they themselves may need training, advice and support in
 

carrying 	out managerial functions like the supervision of drug supply
 

and !n order to relate actively to the program, the health worker,
 

and the 	health needs of the group.
 

The proposed large numbers of CHWs make it likely thaL every
 

CHW cannot be visited in situ on each supervisory round, particularly
 

during the grazing seasons when people are, relatively, widely dis­

persed. When this turns out to be the case, groups of CHWs can very
 

possibly gather within a walking radius (about one hour or 5 Kms)
 

at a pre-decided settlement, meeting tree, or other landmark for a
 

morning's discussion (it tends to rain in the afternoon), reporting
 

of basic 	statistics and problems, additional training input and
 

resupply 	of medicines. This could perhaps take place at a different
 

settlement each time, to have regularly rotating, if infrequent,
 

contact 	with each group.
 

b. Remaining in Contact with Nomadic Groups
 

To remain in contact with nomadic target groups, supervisory
 

work will have to shift to different areas as the communities shift
 

with the season. Village contact people will be able to 
inform the
 

team where the people have gone. Though logistically this is, of
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course, 	more difficult than working continuously with a settled
 

group, it offers the advantage that on the new supervisory circuit
 

the team 	can probably begin a simultaneous new cycle of "community"
 

engagement" discussions with other groups which are in the 
same areas
 

as the groups already contacted.
 

c. 	Drug Supply
 

Given the strong public demand for, and misuse of, drugs-­

we recommend that drugs for PHC be sold at or near cost. This
 

approach 	will take advantage of public demand to eliminate one
 

important 	recurrent cost implication arising from the program; it
 

may also 	bring the ancillary benefit of being somewhat less threat­

ening to 	village pharmacists. To ensure access to drugs by all,
 

those are 	unable (or unwilling) to pay for them will be allowed to
 

earn needed medicines through a "drugs for work" program --a system
 

which will eliminate complicated efforts to determine impartially
 

who is and who is not able to pay.
 

d. 	 EPI Programming
 

Immunizations should be scheduled to follow on after train­

ing and placement of CHWs in a given area. The CHWs can help with it;
 

it can lend them credibility.
 

V. 6. 	Health-Related Development Activity
 

In accordance with MOH policy and the focus of PHC on
 

community and environmental health, project staff will take on
 

responsibility for proposing and developing areas of inter-sectoral
 

cooperation within the districts. This will be discussed in item
 

B of this section.
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V. B. Multi-Sectoral Development and Cooperation
 

1. Overview
 

When the herder told us, "When our animals are healthy,
 

we are healthy; when there 
is no water, our animals become sick and
 

we 
become sick", he summed up concisely the intimate relationship
 

that exists between water, productivity, and health and nutrition.
 

The lack of rain in Badhaadhe and Afmadow Districts was evidenced 

by the scores of dead cattle we observed along the roads, by 

reported shortages of milk in the towns, and by persistent reports 

of malnutrition. 

In fact, what the herder and others are telling us, backed
 

up by our own observations, is that reality is multi-sectoral or
 

multi-disciplinary, so 
in life and so in development. Neither reality
 

nor the development arena is broken up into discrete fields or 

sectors but 
runs together in dynamic processes. Development practi­

tioners, whether in primary health care, water, or agriculture, better 

take note of this. They cannot, because of the nature of their work, 

be afraid to jump across the disciplines. 

The different sectors need to be joined together at the 

local level in an enabling context to do a proper, full job of 

promoting community and individual health and development. At the 

local level, there is almost always 
a need for either resources to
 

complement the technical tools or skills available or a need for the 

skills to utilize the resources available or both. 
 To an encouraging
 

degree, 
the PCI Team found district officials cooperating together to
 

approach and solve common and 
related problems. An effective rural
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program, whether the focal point is primary health care, water supply,
 

or agriculture, can recommend no less.
 

2. Inter-Sectoral Problems Identified in the Survey
 

Thirty-nine percent of the locations surveyed in Lower
 

Jubba identified lack of water as 
a major problem. Thirty-one per­

cent also identified poor roads as a problem. 
 If Lhe 10 locatiorns
 

with relatively good roads in Jamaame District 
were taken out of the
 

overall total, the percentage identifying poor roads would then be
 

38%. Eighteen percent (23% 
if adjusted for Jamaame) identified
 

isolation, also related to 
lack of roads, as a problem.
 

The need for water deveiopment and for improving roads in
 

the interior is borne out both by our observations and the priorities
 

which rural people and local government place on thcm. These needs will
 

have a major impact on the implementation of a PHC program in these
 

districts. The lack of water and transpori will act as se-ious
 

constraints on the improvement of health and nutrition status. 
 Poor
 

roads seriously impact on service delivery.
 

Earlier in this report, we stated that there 
is an intimate
 

relationship between water, transportation, productivity, nutrition,
 

agriculture, and health of the people 
in all the districts of Lower
 

Jubba. We have concluded that 
an effective PHC program must incorporate
 

these multi-sectoral linkaces in its design if 
it is to be effective.
 

A PHC program is an instrument of primary contract and is in a
 

strategic position 
tcopromote a coordinated rural approach, as
 

the Vice Minister cf Health stated at 
the Hargeysa workshop on Primary
 

Health Care.
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3. Multi-Sectoral Cooperation in Somalia 

The Ministry of Health justly recognizes the need
 
for close inter-sectoral coordination especially in
 
the areas of food and nutrition, envrionmental sani­
tation and safe water supply, and health education.
 
It seeks the active participation of the relevant 
other ministries in furthering the country's aim 
of providing health care for all 
based on primary
 
health care concept and its underlying principles.
 
It must, however, be emphasized that it is the 
responsibility of the insti tutions under the Minis­
try of Health to pursue actively to achieve this 
inter-sectoral coordination and to promote appropriate 
action by the relevant other ministries. (40)
 

Section I has identified and discussed these linkages in
 

some detail. They include:
 

- Water development 

- Roads and transportation 

Agriculture and nutrition 

- Forestry and village woodlots 

- Livestock 

The PCI Team found -n excellent spirit of cooperation and 

sharing of resources in the districts, particularly in Badhaadhe and 

Afmadow. This can be built on a strong multi-sectoral component will
 

energize and attract other resources to the districts.
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PART TWO
 

RECOMIMENDED PROJECT DESIGN
 



I. 	PROPOSED PCI APPROACH TO DISTRICT AND COMMUNITY DEVELOPMENT FOR
 
PRIMARY HEALTH CARE IN THE LOWER JUBBA REGION
 

1. 	Conceptual Underpinnings
 

a. 	Emphasis on Development as a Process of Social Learninq
 

Project Concern shares the growing view that development is
 

best thought of as a social learning process. Social leirning has
 

been defined as "the creation of an ability of the human to solve
 

his (and 	her) problems (and) to discern better pathways to goals, no
 

matter how the environment may change" (25). Development which in­

volves people, is responsive to the needs of the poor, and builds.
 

local capacity to do something about those needs, does not lend it­

self to conventional project planning methods which emphasize a
 

blueprint 	approach, and the discrete project as the basic unit of
 

development action.
 

The 	blueprint approach assumes a high degree of certainty
 

in dealing with development needs and problems, and a rather precise
 

correlation with a technology, or procedure, that will meet the
 

needs, or solve the problems. The process approach, in contrast to
 

the certainties of the blueprint style, assumes considerable un­

certainty in the development environment, and is characterized by
 

flexibility and a continual openness to redesign and adaptation 
to
 

changing circumstances. On-the-spot study and solution of problems
 

are relied upon, rather than remote expertise. (25)
 

PCI has no blueprint for the Lower Jubba. We do have enough
 

information gathered on-the-spot to tell us there is going to have to
 

be a great deal of flexibility built into the approach to PHC in the
 

Lower Jubba. We also know that we need to know a great deal more.
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Programs and project activities, rather than being the vehicles for
 

"known" solutions, must be cast 
as flexible responses to local needs
 

and problems in which learning is a key element. Implicit in this
 

responsiveness is the capacity for the adaptiveness 
 necessary for
 

effective learning. (47)' 

While the blueprint approach of goals, timeframes, and care­

ful specification of resource requirements predominates 
in all pro­

jects, David Korten notes that 
the blueprint approac-h is:
 

..well suited to the construction of large-sc %
 
physical infrastructure where the 
task is defined, 
the outcomes terminal, the environment stable, and
"he costs predictable. However, in rural develop­
ment, objectives are more often multiple, 
ill-de
 
fined and subject to negotiated change, tasks 
re­
quirements unclear, outcomes unbounded by time,

environments unstable, and costs unpredictable. (45)
 

This can be applied to small-scale infrastructure also. For ex­

ample, a health clinic is a physical, terminal outcome, .while
 

improving and maintaining the health of a rural 
population is not.
 

Thus, the learning process approach allows 
us to confront
 

uncertainty, to 
learn from error, and become progressively more
 

efficient in our development assistance. 
 If you are willing to
 

admit that you, as a developer, are 
learning from development, not
 

merely providing answers, and the beneficiaries are truly partners
 

in the process, 
it is possible, together, to discontinue design
 

elements (technology, organization, goals, even projects) which are
 

determined to be inappropriate. There is a cav-eat in all of this,
 

however; there must be an overview of where you are going, and
 

what you are trying to do. Otherwise, you cannot learn from your 

experience; you are willy-nilly doing things.
 

b. Emphasis on People-Based Development
 

The challenge of development is to help people. 
And people are
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not abstractions. 
 John Thomas of the Harvard Institute for
 

International 
Development believes that, "individual 
or human change
 

is development; all else is ancillary." 
 But development is not a
 

simple input, here and there. It is
a complex process of interactions.
 

Thomas observes:
 

Only as the individual 
is freed of the limits that

predetermine personal, social, or economic roles, ic 
real development possible. Providing pjcople with what
 
I call a sense oF their own efficacy to cha.7ne and im­
prove their lives 
is the essence of development. But
 
human change cannot take place 
in a vacuum. It is
 
dependent on changes in the physical and social 
en­
vironment that hold the individual in poverty. These

changes must include opportunities for increasing in­
come and economic potential as well as improvements in

the services, such as roads, water supply, and health 
care; these together provide the individual a release
 
from the acculturation of Doverty.*
 

PCI stresses that its PHC approach reaches people in direct
 

and immediate ways that contribute to this 
sense of their own efficacy.
 

Or in Korten's words: "People 
are 
the central purpose of development
 

and that human will and capacity are 
its most critical resource." (50)
 

We think that one of the reasons 
Project Concern is success­

ful is that, by focusing on 
the individual and the community__that is,
 

people--the development process 
it is able to tap an enormous resource.
 

As Arthur Mosher has commented, that development requires effort, and
 

effort is a function of persons. 
The crucial question in development
 

is how to release persons into work, innovation, and creativity. (63)
 

c. Primary Health Care As a Core Intervention in Rural Development 

Some development interventions are core interventions. They
 

have multiple impact; the complementarities 
involved build development
 

*John W. Thomas, International Assistance in the 
1980s: Can We Be
 
Efficient and Compassionate?, Keynote address to Annual 
Board

Meeting, Project Concern International, San Diego, 1982. 
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momentum. 
Examples of core interventions in rural development are:
 

(1) Improved seed and technology packages - with credit and
 

marketing services;
 

(2) On-farm agricultural research; and
 

(3) Water development linked to domestic and productive use.
 

A community-based primary health care program, with emphasis
 

on curative as well as prevenrive/promotive health services, such 
as en­

vironmental 
sanitation, health and nutrition education, immunization,
 

etc., is also a core intervention. 
 There are other multi-sectoral
 

linkages; these interventions can become even stronger.
 

There are two ways to conceptualize this. One is that the
 

intervention 
is a kind of enzyme, providing activation energy that
 

lifts, 
or pushes, problems, needs, and unperceived opportunities to
 

the level of benefits, with the capacity of people to perceive and act
 

on new opportunities, being strengthened 
in the process.
 

A second way to look at a core intervention is as a kind of
 

fish lure with lots of little hooks that catch on to activities, re­

sources, energies, etc., going by.
 

Core interventions impact on development problems, and cut
 

across narrow 
technical and sectoral boundaries, This is why they
 

have impact, or the potential, for grEster impact. They intervene
 

in the circles of development/underdevelopment at several points,
 

and have a simultaneous effect. According to Mosher, it is simult­

aneity that is more important than integration. (63)
 

As we. have stressed earlier in the report:
 

Because PHC is strategically placed and emphasizes
 

building local capacity in individuals, groups, and
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institutions, it is at the cutting edge of develop­

ment, a core intervention in rural development.
 

However, these core interventions will not be successful un­

less the technologies anc inputs introduced focus on needs and prob­

lems in a way appropriate to local conditions and potentials.
 

d. Respect for Traditional Knowledge and Survival Skills
 

The farmer, or the herdsmen, or the fishiman, knows a lot 

more in certain circumstances than we do. He knows enough about his
 

world to survive in it more effectively than we can. We need to
 

be very careful when we enter that world, and we need to learn thu
 

lesson that:
 

...there remains a basic need to integrate parti­
cipation and expert problem-solving within the con­
text of viliage experience so that both contribute
 
to the solution of the problem. (29)
 

Unless development strategies and policies take into account
 

age-old mechanisms for survival, and unless they are based on the
 

understanding of local cultures and economic structures, the likeli­

hood is that they will only make matters worse. (23).
 

As an example, no one group, 2erhaps, has been more victi­

mized by these cultural blinders than the nomadic peoples. Plans for
 

nomadic development usually involve misplaced schemes for sedenteri-


Zation, range management, or ranching, that drastically alter, or
 

terminate, the transhumant patterns that constitute pastoral nomads'
 

fundamental (and largely successful) adaptation to environmental
 

uncertainty. (23) 

e. Project Activities as Training Mechanisms
 

Project activities, or even thz whole program, are develop­

mental tools. They are a training mechanism that broadens the aware­
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hess of tht community of irs probiciurs ani how they can be soved. 

The 	 tievelopment. of leadership an d the strengther ing of commlunity 

organization; the growh of problem-sclving sikills; the improved 

management of local resources; and the change in individual and 

community attitud-s to reach a commitment that is oositive toward 

change and developmant are as riuch a part of the project goal as 

is the accomplishment of tie immediate task, or physical o:ftput of 

the 	program.
 

However, in all of the abov, a cautionary note must be 

sounded: This process must be tied to identifiable goals, to 

measurable outputs. The failurE to tie developmcnt of humar 

capacities and social institutions to trgets of achievement, 

weakens the potential of community-based, people-oriented develop­

mIent. 

2. 	Program Characteristics for PHC and District Development in the
 
Lower Jubba
 

a. 	 Commun ity-Eased
 

A community-based PHC program with people trained from 

the 	 local communities, adequately supplied with basic drugs, and 

properly supervised and suoported, is the best method of delivering 

improved health service to rural and nomadic populations in Lower
 

J ubba. 

b. 	Decertralized Ditstrict-Oriented Training and Support 

For such a PH. Froara:m to succeed, it requires a decentralized 

system of training: planning, support, and supervi5;o-n oF the 

community-based programs. 1raining, planning, !.zupporc ond supervision
 

must be relevant -o districr needs and problems, and shaped by local 

capacities and resources. At the same time, there may be differing 
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conditions within different areas 
in the same district.
 

c. Multi-Sectoral Linkages 

Decause problems are interrelated at the district and local
 

levels, multi-sectoral linkages and intersectoral cooperation will be
 

actively promoted by the 
project. PHC is, by definition, multi­

sectoral. There is 
a need for close cooperation with other government
 

agencies in the districrt ­ especially among livestock, agriculture,
 

education, and local 
government officials. As the promotion of com­

munity health recognizes and stresses the relationships between various
 

social and economic sectors, and requires their complementary action,
 

it has the capacity for being an effective core intervention in rural
 

development.
 

d. Phased Approach
 

While an appreciation of the holistic and interrelated nature
 

of development is maintained, a phased approach following a feasible
 

sequence of objectives should be the operant mode of implementation.
 

The mystique of integration all at 
once should be avoided. Project
 

staff must work with the opportunities they have, and be alert to
 

future ones.
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!I. 	PROGRAM DESIGN
 

II. 	 1. Summary - Goals and Targets
 

Goal 	Statement/ 
 1985 

Objectives 
 Activities/Targets 


1. Develop and implement a PHC & l.a. Establish PHC ser-

District Health Development vices in 1 sub-

Program designed to improve 
 district 

health service delivery and
 
health status in Lower Jubba
 

b. Maintain & streng-


then PHC services 

2. Training & Upgrading of 2. Training/Skill 

ski1ls Development 

a. District Health Team a. 4 

b. Beel Nurses b. 6 

c. CHWs (including TBAs c. 106 

trained as CHWs) 

d. Upgrade TBAs d. 20 

3. Parallel Programs 
 3. 	 Parallel Programs
 

a. Training Private 
 a. To be developed in 

Pharmacists 
 work 	plans
 

b. Wild plants - nutrition- b. Underway 

al value & use
 

c. Folklore & health materi-
 c. Underway 


als
 

d. Traditional Practitioners 
 d. 
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1986 

Activities/Targets 


l.a. 	Establish PHC ser-

vices in 3 

subdistrictb
 

b. one subdistrict 


2. 	 Training/Skill 


Development 


a. 4 


b. 20 


c. 340 


d. 56 


a. 


b. Completed 


c. Completed 


d. Underway 


1987
 
Activities/Targets
 

l.a. 	Establish PHC services
 
in 2-3 subdistricts
 

b. Four subdistricts
 

2. 	 Training/Skill Develop­

ment
 

a. 4
 

b. 18
 

c. 245
 

d. 65
 

a.
 

b.
 

c.
 

d. Completed
 



Goal Statement/ 

Objectives 


4. 	Upgrading & improving rural 


health facilities 


5. 	Develop health support 

Subsystems 


a. 	Drug Supply 


b. 	Referral 


c. 	Supervision 


d. 	Information 


6. 	Develop Targetted Nutrition 


Program 


a. 	Establish nutrition sur-

veil lance 


b. 	Identify & treat mal-


nourished at-risk MCH 

group
 

7. Develop & implement multi-

sectoral -ural development 

componer to complement & 

support r'HC program in health 

related areas:
 

a. 	Water catchments (reser-


voi 	rs) 
b. Roof catchments/storage 


c. Road repair & improvement 

d. Agriculture & nutrition 


(kitchens, gardens, small 
farms ) 

1985 
 1986 

Activities/Targets 
 Activities/Targets 


4. To be developed in 4. 


work plans
 

5. 	Health Support Sub-
 5. 	Health Support Sub-

systems 
 systems 


a. 	1 subdistrict 
 a. 	Operating in 4 


b. 	1 Subdistrict 
 b. 	Operating in 4 


c. 	1 Subdistrict 
 c. 	Operating in 4 


d. 	1 Subdistrict 
 d. 	Operating in 3 


6. 	Establish program 
 6. Establish program 


in I district 
 in 	2nd district 


a. 	Train CHWs & a. 	Train CHWs & 

Beel nurses 
in 	 Beel nurses in 

I district 
 2nd district 


b. 	3,240 benefici-
 b. 18,400 benefici-

aries
 

7. Multi-sectoral 
 7. Multi-sectoral de-

development in 1 
 velopment in 2 new 

district 
 districts continue
 

in three
 

To 	Be Developed in Work Plans
 
a. 
 a. 


b. 
 b. 


C. 	 c. 

d. 
 d. 
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1987
 
Activities/Targets
 

4.
 

5. Health Support Sub­
systems
 

a. Operating in 6-7
 

b. Operating in 6-7
 

c. Operating in 6-7
 

d. Operating in 6-7
 

6. Establish program in
 

3rd district
 

a. Train CHWs & Beel 
nurses in 3rd dis­
trict
 

b. 	30,060 beneficiaries
 

7. Multi-sectoral develop­
ment in 3 districts
 

a.
 

b.
 

C. 

d.
 



Go'1 Statement/ 
Objectives 

1985 
Activities/Targets 

1986 
Activities/Targets 

1987 
Activities/Targets 

e. Cattle dip construction e. e. e. 

f. Village woodlots & forestry f. f. f. 
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II. 	 l.a. SUMMARY - COMMENTS 

The 	 foregoing summary chart of program goals and targets attempts 
to project MOH staff training and CHW 	 training numbers. These 
are 	planning numbers only are our bestand based on population
estimates from surveys in Lhe four districts. The plan for the
first three years iloes not call for activity in Kikmaayo District 
until year four. This .s because Kismrayo District has more 
health facilities, both public and private, than the other 
districts. However, if circumstances permit, it may be possible 
to start in one sub-district in 1987. 

b. 	Estimates a *egiven for start up of parallel activities but
numbers are not given at this time for pharmacy training. These 
will be developed in subsequent work plans, when staff is on site.
 

c. 	Numbers for multi-sectoral activities will be worked out in 
subsequent work plans when staff is on site. 

11.2. BASIC GUIDING PRINCIPLES
 

a. 
Start with planning and implementation of community-based activities
 
first. This involves PCI and District Health Team contact at the
 
community level for PHC dfvelopment, community engagement, and
 
training. It is part of the training process as well for District
 
Health Teams (DHTs) and beel nurses. 

b. 	As communilv-based activities and 	 training of CHWs are established 
and 	 functioning, the upgrading and strengthening of district
and 	 lower-level support structures can begin. The initial effort,
however, must go into the community level. 

c. 	Emphasis is on training and services, not places and structures. 
Most communities can undertake necessary improvements of local 
health posts and dispensaries. (The PHCU complex is far too
elaborate and costly' for rural conditions and population service 
areas. Money saved can go into other more beneficial things like 
training, simple equipment, and community education.) 

d. 	The CHWs in the community are the main training and outreach 
constituency of the Project. PCI 	will work with the district
 
health tearis and health staff at Beel levels to allow that
training to happen, to provide for proper suppprt of CHWs, and to
enable thei to take over the training as their training and PHC 
skills are developed. Initial training rounds with CHWs will 
involve PCI 
staff. They will he working with PCI Somali outreach 
staff to ensure that training of beel staff, CHWs, and TBAs is 
stressing the appropriate material. However, the District 
Health Team and the beel or central village staff are crucial 
in the whole process of training Somali and supervisors. 
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e. 
 It is highly unlikely that the subdistrict (or the PHCU level)
 
can be assigned the planned four staff--nurse, midwife,
 
sanitarian, and lab 
technician. Therefore, a modification of 
Bee] or subdistrict staff appears necessary. The most advan­
tageous combination would appear to be a nurse plus sanitarian. 

f. 	The whole process of community engagement will require extensive 
time, presence, and commitment of the PCI team at the communicy 
level. 

g. 	The training will 
have to include the village committees,
 
given the need to work with this institution at the community
 
level: in supervision, their responsibilities in PHC, and
 
management of resources.
 

h. 	Because of our determination to 
reach the nomadic communities
 
and 	avoid an exclusive tuulo- or village-based focus, the
 
training design will 
have to be flexible and adaptable to
 
different types of communities. The clear implication is
 
training more CHWs than GSDR/MIOH and other agencies have
 
envisaged or attempted. We think a nomadic community CHW
 
ratio of 100 to I CHW is about the highest for adequate coverage.
Please refer to Part One, V for a discussion of the need for 
flexib i I i ty. 

•.3. FACTORS INFLUENCING DESIGN OF TRAINING AND SERVICES,
 

a. 	Size of population.
 

b. 	Dispersal of population.
 

c. 	Nomadic settlements, patterns and extent of movement, affected 
by rains - average, gocd, and bad. In good rain years, the nomads 
will generally not go so far. In average years, they will 
go
 
to their usual grazing areas. 
 In bad years they will be forced
 
out of their normal patterns, hence will be the least accessible.
 
Lack of rain impacts on available pasturage and this affects the 
health of the animals. Ultimately it may mean the loss of the
 
animal and the loss of the milk it produces for the nomadic
 
family's own consumption or sale for income.
 

d. 	Accessibility - Influenced by rain, road conditions and the
 
like.
 

e. 	Availability and quality of supervisory staff. 
 Good superviscry
 
staff will make training and supervision eacier. If th.-y are
 
not available, PCI staff and the District Health Team will 
have 
to be more involved. Fortunately, the District Health Officer 
in Badhaadhe is exce1lrInt--a real asset to the PHC program. The PCI 
Team found other capable MOH staff in Badhaadhe. These are 
good people to build on.
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Ii.4. 
 BASIC GEOGRAPHICAl. APPROACH TO PROGRAM IMPLEMENTATION
 

a. Training and Service Areas
 

We are basing implementation on identified training and
service areas, largely grouped around beels (central towns/villages)
but sometimes cutting] across. 
 These training and service 
areas 
encompass settled villages, semi-permanent nomadic
 
settlements, and transitory nomadic settlements. 
 Training

will be grouped around beels but in some cases will be under­
taken in villages or settlements away from the beels. 
considerable arfount of follow-up training for nomads c
be given ar meeting points one hour's distance by walkii, ; 
from encampments. 

The proposed training and service areas are based on the 
analysis of centers of population and a corresponding 
population catchment area. See tap Nos. 4 and 5 of Badhaadhe
and Jamaarie Districts, and also the District Lists of 
towns, villages and settlements by bee] for an idea of the
number of commurni. ies involved. Some of these are temporary
locations, however. 

b. District Coverage 

The Team recommcnded dividing districts into two sub­
districts. 
 In the case of Badaadhe District, this meant a
 
division into an interior region and a coastal 
region. Upon

further analysis into training and service areas, we found 
a large area around Hossweyne that cannot readily be accom­
modated into 
the proposed training cycle because of the dispersed

nature of settlements and the large extent of the area. 

We do not know if it will be possible to conduct two training

cycles a year because of the rainy season and the difficulty
of travel. 
 The point is, neat divisions of the population
 
may not work.
 

11.5. THE TRAINING CYCLE
 

a. Phased Basis
 

The training cycle is flexible to allow for the different
 
types of population, local 
planning, and participation in
 
determining training modes, and 
to promote the self-selection
 
process. Training will 
not be rigid as to time and place.

It will 
involve a mix of grouping CHW trainees at times in
 
central locations and following them 
to their locations
 
at other times.
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b. The Concept of Self-Selection 

This concept of self-selection for CHW training is based on
PCI's exDerience of open candidacy fcr training. All those 
interested m-;/ attend the initial orientation sessions 
in the community. Those who are really interested come forth
and continue in the training. Quite often they are found 
to be natural leaders in the community. The end goal is an
informed proc.css of self-selection by motivated individuals 
with communit, concurrence. See Part One, Section V.3 For 
further discUssion. 

c. Training Phases 

Following is a description of the phases of training: 

Phase I Community participation - includes time 60 days
with communities, village committees 
and potential CHWs over several weeks ­
m-aybe 2 days a week in several com­
munities up to 2 months - orientation 
to PHC, selection Process 

Phase II Orientation of CH\, candidates & vil- 20 days

lage council (to some extent) to PHC 
(follow-up) duties & responsibili­
ties of CHW & Community 

Phase III Skill development for CHW 
- up to 3 21 days
 
weeks
 

Succeed- On-the-job training 
- ongoing training 80 days
ing reaffirm what learned, add special
 
Phases skills 
- disease entities, activities, etc.
 

The whole thing takes place between a 180 to 200-day period. 

The cycle repeats itself in second year in other subdivisons 
and training and service areas. (This is assuming that the
 
proposed training cycle 
is found to be workable.)
 

d. Training Curriculum
 

PCI has developed training curriculums for CHWs and TBAs,

community health nurse supervisors, 
 and other health workers
under a variety of different conditions. Many of the most
successful CI-GUs trained in these programs have been non-literate. 
An example of some of these training materials are included in
Appendix 8. The curriculum, in effect, 
are the pictures that
illustrate each subject. Drama, songs, etc. are used to get the
lesson across. Illiteracy need not exclude a person from being 
a good CHW. In The Gambia reporting forms were developed for 
non-literate CHWs. PCI's experience in tnis respect may be
 
relevant in Somalia.
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As noted throughout this report, flexibility in designing

training, service, and other components of the PHC program will 
be critical to success. 
 The standard CHW curriculum needs to
 
be acdjusted according to local circumstances.
 

11.6. TYPES OF TRAINING
 

a. 	Main Programs
 

(1) Training of TBAs as CHWs
 

as PHC workers especially for women & children 

(2) Training of CHWs
 

as PHC workers 

(3) Training of beel or central village nurses 

- PHC supervision, reporting, training methods 

(4) Training of District Health Team 

-	 PHC planning, management, supervision, training 
methods 

b. 	 Training of TBAs as CHVis 

After extensive discussion of the matter, and noting that the health 
problems of women and .young children were frequently underreported, 
it seemed clear that women and young children are subject to
 
considerable discrimination in accessibility to health care. Even
 
at the underreporting, 42% of the communities reported anemia
 
of women and children as a 	 serious health problem. Malnutrition, 
at 24k, and diarrhea, at 27', were also quite high.
 

The 	prevailing tendency to appoint male CHWs 
is unlikely to redress 
the imbalance either. We propse to train TBAs in the skills of 
CHWs as one way to 
try 	and ensure better distribution of health
 
services to women and young children. By offering the opportunity
 
to TBAs, criticism of the program will 
likely be forestalled.
 

We think this is an important innovation that should be tried.
 

11.7. PARALLEL PROGRAMS
 

The Team identified a number of parallel programs, not part of the 
main program, but supportive of the entire PHC effort. Each in 
its own way is an important program element. 

a. 	 Tra!ning of private pharmacists in proper drug use; some elements 
of PHC and CHW training to make them programmatic allies rather 
than competitors; and to correct drug abuse--incorrect prescriptiort, 
under and over prescriptions.
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b. 	 Action research into the nutritional value of wild plants

eaten by nomads and 
 rura I dwellers to ascertain nutritional content 
and the nutritional contributions these make to the rural diet and 
their possible incorporation into health and nutritior education 
activities.
 

c. Collection of oral teaching material developed for CHW and TBA 
training in RHU PHC 'programs - stories, songs, dramas--as an
important addition to methods of conveying health knowledge.
The traditional oral Somali methods may be more effective 
than visual and other types of information transmission and 
education. 
 At the least they would he supportive and
 
reinforcing. 

d. Investigation of the whole area of traditional 
medicine and
 
how appropriate elements of traditional knowledge might be
 
incorporated into the PHC program. 

11.8. HEALTH SUPPORT SUB-SYSTEMS
 

PCI 	 will work with District Health Team, supervisory beel
staff, and community level health workers to establish viable and 
functioning health support subsystems including:
 

- Drug supply (either a drug fee system or community work 
credit system for drug replenishment)
 

- Referral 

- Supervision
 

- Health Information 

Drug Supply
 

Despite the fact that there are some problems associated with a 
drug fee system we think this 
is advisable. Many community-based

primary health care programs charge for drugs and drug replenish­
ment is locally financed. This would relieve 
one 	recurrent cost
 
pressure on the MOH. At the same time, it would help to cut down 
on drug overuse and misuse. 

The 	 village committees or some other community body would possibly 
require training in supervison of a drug supply system and manage­
ment of local funds.
 

In order to ensure fairness, PCI proposes that an alternative system
to payment be established. This would enable those who could not
 
pay 	 to earn credit for drugs through community or health-related 
project work. The precise mechanism for this would, of course,
have to be worked out. The work payment system would insure that
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some lasting benefit be made to the family or the community.
 

PCI has recently been requested by the Bolivian MOH and AID/

Bolivia to set up a national drug supply system in four depart­
ments in that country. A copy of the manual PCI developed for 
Lhe program is included in the Appendix. 

II.9. UPGRADING DISTRICF AND LOCAL HEALTH FACILITIES 

A modest and low cost component to aid in simple upgrading of
 
district heel, 
and local level health facilitios would be
 
included as part of the district health development program.
 

11.10. COORDINATION WITH REGIONAL PRIMARY HEALTH CARE 
COORDINATOR
 

The PCI District Project Director would work with the Regional 
Primary Health Coordinator and other regional health authorities 
in developing PHC plans and programs for the region.
 

11.11. RURAL DEVELOPMENT (MULTI--SECTORAL COMPONENT',
 

PCI proposes a district based multi-sectoral component
 
to provide linkages and complementary support to PHC program
 
activities.
 

a. Elements
 

(1) Work with District Commissioners and District Rural
 
Development Coordinating Committees, local government
 
bodies including village councils, village development
 
committees, village health committees, and rural
 
people to identify local needs and problems and plan
 
activities 
to meet and solve them that relate to PHC
 
(planning, technical advice, materials and equipment);
 
and to assist them in planning, organization, and technical
 
advice that would help the district in other rural develop­
ment activities.
 

(2) Rural development activities so far identified include:
 

- water development (catchments, reservoirs, shallow 
wells,roof catchment systems,
 
water storage, simple filtration
 
methods)
 

- Improvement of rural roads and village tracks (simple
 
upgrading, repair, drainage, and 
plaring of culverts)
 

- Cattle dip construction 

- Aqricultural development (kitchen and family gardens, 
improvement of local crop production, 
crop diversification) 
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- Livestock development and improvement (to be determined)
 

- Forestry and village woodlots (planting of trees to
 
protect the environment and for fuel,
 
building materials, and income gener­
ation (charcoal making)
 

- Environmental sanitation 
 (village cleanup activities,
 
digging refuse pits, village drainage,

etc.--also a part of direct health 
pr .vention and promotion activities)
 

The above activities would promote to the maximum extent
 
possible the use of local resources including district rural
 
development funds, and local 
contributions of cash, labor, and
 
building materials through self-help. Many villagers stated
 
their willingness, for exampe, to 
pay for fuel and operation
 
costs for a bulldozer to do water catchment work.
 

(3) Possible training of community paraprofessionals as volunteer 
rural development workers, in agriculture, forestry, live­
stock, and general village improvement. 
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I. IMPLEMENTATION PIJ'i4
 

111.1. Implementati6n Plan
 

111.2. Implementation Schedule
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11.1. IMPLEMENTATION PLAN 

The following is an overview of the activities which will be 
undertaken through tite completion of the first cycle. These 
activities include the initiation of the second cycle. 
The
 
implementation schedule for the continuation of the second 
cycle will be based bn the lessons learned in the implementation
 
of the first cycle of the program in Badhaadhe District. 

1. Establishment of Support Systems: 

September 1984-December 1984 
 - Mogadishu contingent sets up 

January 1985-February 1985 


March 1985-April 1985 


May 195-June 1985 


July 1985-August 1985 


September 1985-October 1985 


support systems 
Culture and Language Training 

2. MOH/PHC Orientation, Team I: 

- PCI District Team I (Badhaadhe) in 
Mogadishu for MOH/PHC Orientation, 
Culture and Language Training, Visit 
other PHC sites 

3. Field Orientation, Team I: 

PCI District Team I in Kismaayo for 
Orientation, site visit to Badhaadhe 
(March) and continue language training 

4. Training of District Health Team: 

PCI District Team I works with Badhaadhe 
District PHC Team on teaching methods, 
community participation methods, 
training curriculum for CHW and TBA 
training, and plans for training beel 
nurses as trainers and PHC super­
visors. Each district divided into 

two sub-districts. 

5. Training of Beel Nurses, Badhaadhe: 

PCI District Team I and Badhaadhe 
District PHC Team trains beel nurses 
in PHC, community participation, non­
formal education methods, and upervision. 

6. Community Engagement Process: 

PCI District Team, Badhaadhe District, 
PHC Team and Sub-District Team undertake 
community participation process leading 
to VHW and TBA selection and partici­
pation in PHC program. 
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October 1985-November 1985 


November 1985 


December 1985-January 1986 


December 1985-January 1986 


February 1986-March 1986 


February, 1986-March 1986 


7. lIOH/PHC Orientation Teams II & III: 
- PCI District Teams I and III for 

Jamaarie and Afmadow in Mogadishu for
 
MOH/PHC orientation, culture and
 
language training, visit other PHC
 
sites.
 

8. Orientation of CHW Candidates:
 

PCI District Team I, Badhaadhe
 
District PHC Team, and Sub-District
 
team pre-training of CHWs, TBAs to be
 
trained as CHWs and TBAs 

Pre-training includes CHW/TBAs return
 
to villages/settlements to carry out
 
initial assignments.
 

9. Skills Development
 

- Main training of CHWs, TBAs to be 
trained as CHWs and TBAs and post­
testing on first phase of training by
 
above.
 

10. Field Orientation, Teams II & III:
 

- PCI District Teams II & III in Kismaayo 
for orientation, site visits to Jamaame
 
and Afmadow, and continue language
 
training.
 

11. On the Job Training:
 

- PCI District Team I and Badhaadhe 
PHC Teams - Main training process con­
tinues with establishment of CHWs, TBAs
 
in communities, post-testing second
 
phase, development of sub-systems--drug
 
supply, information, referral, super­
vision by Beel (Sub-District) Nurses.
 

12. Training of District Health Teams:
 

- PCI District Teams II & III work with
 
Jamaame and Afmadow District PHC Teams 
on teaching methods, community partici­
pation, training curriculum for CHW &
 
TBA training, and plans for training
 
Beel Nurses as trainers and PHC super­
visors. Each District sub-division into
 
two sub-districts. 
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13. 	 Evaluation/Planning Workshcps (End 
of First Cycle) 

April 1986-May 1986 
 PCI District Team I and Badhaadhe
 
District PHC Team and sub-district
 
nurses concentrate on rainy season
 
health problems with CHWs, TBAs, and
 
communities.
 

In last 
two weeks in May PCI District
 
Team I carries out assessment of
 
experience in first sub-district in 
Badhaadhe. Regional 
Team in Kismayo
 
participates. Also begins work with
 
Kismayo District PHC Team.
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111.2 IMPLEMENTATION SCHEDULE
 

FIRST CYCLE
 

I. ESTABLISHMENT OF SUPPORT SYSTEM 

2. MOH/PHC ORIENTATION, TEAM 1. 

3. FiELD ORIENTATION, TEAM 1. 
'I 

S 
1984 
0 N 

-

D J F I 

.... 
1985 

A M J J A S 0 N 

I I............--... 
-

-! t . . .. 

D 

_ 

J F 

I 

_____ 

1986 
M A 

, 

M 

,. FRAINING OF DIS1RICT HEALTH TEAM I 
i 

5. TRAINING OF BEEL NURSES 

6. COMMUN I TY ENGAGEMENT PROCESS 

7. MOH/PHC ORIENTATION, TEAMS 1I & III 

8. ORIENTATION OF CltW CANDIDATES 

9. 

10. 

SKILLS DEVELOiMENT 

FIELD ORIENTATION, TEAMS II & III. 

..... . .......4-- - .. -_ 

11. ON THE JOB TRAiNING 

12. TRAINING OF DISTRICT HEALTH 
TEAMS II & III. 

13. EVALUATION/PLANNING WORKSHOPS 
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SECTION A 

Cost Proposal
 



PROJECT CONCERN INTERNATIONAL
 
ropo fl Somal iafor Projec 

Summary Budget for Year One 

Salaries 

Consul tants 

Fringe Benefits 


Sub-Total: 


Overhead (Rate 32.2%) 

Travel/Transportation 

Allowances 

Other Direct Costs 

Equipment, Vehicles, Supplies 


Sub-Total : 


General & Administrative 
(Rate 6.8%) 

GRAND TOTAL: 


Primary 

Health Care 


95,306 

83,032 

14,807 


193,145 


62,3.93 

96,950 

80,045 

37,291 


122,665 


592,289 


40,276 


632,565 


Rural Total 
Development Program 

36,008 131,314 
24,258 107,290 
4,890 19,697 

65,156 258,301 

20,980 83,173 
38,050 135,000 
48,190 128,235 
12,430 49,721 
127,911 250,576 

312,717 905,006 

21,265 61,541 

333,982 966,547 
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PROJECT CONCERN 
Pro-osal 

INTERNATIONAL 
ia Project 

Budget for Year One 

I. Salaries 

A. U.S. StaffField Professional 

B. [bst Country StaffField Nonprofessional 

II.Consultants 

Ill. Fringe Benefits 

IV.Sub-Total: 

%nths 

44 

234 

15 

Primary Halth Care 
*Local U.S. Total 

67,166 67,166 

28,140 28,140 

83,032 83,032 

4,732 10,075 14,807 

-2,872 160,273 193,145 

Rural Developrmt
*Local U.S. Total 

22,033 22,083 

13,925 13,925 

24,258 24,258 

1,578 3,312 4,890 

15,503 49,653 65,156 

*Local 

42,C55 

6,310 

48,375 

Total Program
U.S. 

89,249 

107,290 

13,387 

209,926 

Total 

89,249 

42,065 

107,290 

19,697 

258,301 

V.Overhead (Rate 32.2%) 

VI. Travel/Transportation
int'l. Travel 
Ciher Personnel Travel 
H.H. Goods/Vehicles 
Total Travel: 

10,55" 51,608 

36,700 
12,000 
48,250 
96,950 

62,193 

36,700 
12,000 
48,250 
96,950 

4,992 15,988 

14,500 
4,800 

18,750 
38,050 

20,980 

14,500 
4,800 
18,750 
38,050 

15,577 67,596 

51,200 
16,800 
67,000 

135,OWY 

83,173 

51,200 
16,800 
67,000 

135,000 



VII. Allowances 
Post Differential 
Qjar-ters 
Temp. LWdging 
Eiucation 
Spple. Post 
Total Al Ioiances: 

16,791 
15,000 
9,645 

35,250 
3,359 

16,791 
15,000 
9,645. 

35,250 
3,359 

5,521 
5,000 
6,015 

30,550 
1,104 

48,196 

5,521 
5,000 
6,015 

30,550 
1,104 
T) 

22,312 
a0,000 
15,660 
65,800 
4,463 

3 

22,312 
20,000 
15,660 
65,W] 
4,463 

TT463 

> VIII. tOrer irect Costs 
PaX 1 tles 
Postaqe 
Tel egrap/TeI ex 
Total Direct Costs: 

25,675 
5,016 
6,600 

T779 

25,675 
5,01 
6,600 
7,9 

8,558 
1,672 
2,200 

8,558 
1,612 
2,200 

34,233 
6,688 
8,800 

34,233 
6,63 
8,800 

49, 7, 17--

IX.Equifrrent, Vehicles, 
Suppl i es 

Dru.s#/!ed. Supplies
[busing Maint'./Equip. 
Office Supplies/Equip. 
Other Eqip rnt 
Vehicles (C.I.F.) 
Fuel/Spare Parts 
Total Equip./Vehicles: 

16,933 
5,625 

10,900 
10,748 
60,000 
18,459 

122,665 

16,933 
5,625 

10,900 
10,748 
60,0O 
18,459 

122,665 

1,875 
3,633 
3,582 

96,675 
22,146 

127,911 

1,875 
3,633 
3,582 

96,675 
22,146 

127,911 

16,933 
7,500 

14,533 
14,330 

156,675 
40,605 

250,576 

16,933 
7,500 

14,533 
14,330 

156,675 
40,505 

250,576 

X. Sub-Total: 80,/48 511,541 

XI. (-neral & Adninistrative 
(Rate 6.E%) 5,491 34,785 

XII. GRAND TOTAL: 86,239 546,326 

*lhe rate of exchange for convertinq to Somali schiMings 
is 17.38 S.S. = $1 U.S. 

592,289 

40,276 

632,565 

,925 

2,239 

35,164 

279,/92 

19,026 

298 ,818 

M277 

21,265 

333,962 

113,673 

7,730 

121,403 

791,333 

53,811 

845,144 

905-9 

61,54! 

966,547 



PROJECT COCERN INTERNATIONAL 
r-oosa-l for Sunlia Project 

Budget for Year Two 

I. Salaries 
A.U.S. StaffField Professional 

B. Fbst Country Staff 

Field Nonprofessional 

II.Consultants 

III. Fringe Benefits 

IV. Sub-Total: 

Man-

Mbnths 

108 

444 

12 

Primary Health Care 
*Local U.S. Total 

140,675 140,675 

44,749 44,749 

66,996 66,996 

7,307 20,674 27,981 

52,056 U28,395 -

Rural Developent 
*Local U.S. Total 

65,025 65,025 

28,111 28,111 

25,272 25,272 

3,599 10,182 13,781 

- 710' 1-00,479 132,8 

Total Program 
*Local U.S. 

205,700 

72,860 

92,268 

10,906 30,856 

-

Total 

205,700 

72,860 

92,268 1 

41,762 

q64 II 

V. Overhead (Rate 32.2%) -- 762 7,27 9 10,211 32,5 -9 105,871 132,8S4 

VI. Travel!Transportation
int'l. Travel 
Other Personnel Travel 
H.H. Goyds/Vehicles 
Total Travel: 

50,705 
16,416 
23,100 
92 

50,705 
16,416 
23,100 

-- 2 

42,220 
9,984 

31,500 
-37G4 

42,220 
9,984 

31,500 
-M7 7N 

92,925 
26,400 
54,600 

92,925 
26,400 
54,600 

173,925 



VII. AV1c'aances
Post Differential 
Qjarters 
Tenp. Lodging 
Education 
Supple. Post 
Total Allowances: 

VIII. Cther Direct Costs
Rent & ULilities 
Postae 
Tel eg,--ph/Te1ex 
Tota] Direct Costs: 

26,256 
6,633 
8,844 

41,733 

29,764 
22,680 
2,400 

34.498 
5,953 

95,295 

29,764 
22,680 
2,400 

34,498 
5,953 

95,295 

26,256 
6,633 
8,814 

41,733 

12,932 
3,267 
4,356 

20,555 

21,662 
13,320 
6,600 

59,502 
4,333 

105,417 

21,662 
13,320 
6,600 

59,502 
4,333 

105,417 

12,932 
3,267 
4,356 

20,555 

39,188 
9,900 

13,200 
62,288 

51,426 
36,000 
9,000 

94,000 
10,286 

200,712 

51,426 
36,000J 
9,000 

94,000 
10,286 

200,712 

39,188 
9,9J 
13,200 
62,2881 

IX.Equi t Vehicles, 
SjI Ii2S

Drus/.d. iJppl ies 
Fbusing W'int./Equip. 
Office SuppI ies/Equip. 
Other Equipment 
Vehicles (C.I.F.) 
Fuel/Spare Parts 
Total EIiuip./Vehicles: 

44,738 
7,500 
8,185 
9,364 

57,530 
47,866 
175,784 

44,733 
7,500 
8,786 
9,364 

57,530 
47,866 

175,7 4 

7,500 
4,328 
4,612 

287,345 
158,249 
462,034 

7,500 
4,328 
4,612 

287,345 
158,249 
462,G34 

44,738 
15,000 
13,114 
13,976 

344,875 
206,115 
637,818 

44,738 
15,000 
13,114 
13,976 

344,875 
206,115 
637,818 

X. Sib-Total: 110,551 663,172 773,723 62,476 783,988 846,464 173,027 1,447,120 1,620,147 

XI. Cneral & Acninistrative
(Rate 6., 7,517 45,096 

XII. G(ArD TOTAL: 118,068 708,268 

*The rate of exchange for converting to Somali schillings 
is 17.38 S.S. = $1 U.S. 

52,613 

826,336 

4.248 

66,724 

53,311 

837,299 

57,559 

904,023 

11,765 

184,792 

98,407 

1,545,567 

110,172 

1,730,359 



PROJECT CONCERN INTERNATIONAL 
P lc f ia Project 

Budget for Year Three 

I. Salaries 

AT. U. Staff 
Field Professional 

B. Fbst Country Staff 
Field Nonprofessional 

Ii.Consultants 

III. Fringe Benefits 

IV.Sub-Total: 

Man-
Months 

108 

444 

11 

Primary Health Care 
*Local U.S. Total 

147,710 147,710 

46,054 46,054 

60,970 60,970 

7,689 21,707 29,396 

53,743 230,387 284,130 

Rural Development
*Local U.S. Total 

68,276 68,276 

30,448 30,448 

26,337 26,337 

3,787 10,691 14,478 

34,235 105,304 139,539 

Total Program
*Local U.S. 

215,986 

76,502 

87,307 

11,476 32,398 

87,978 335,691 

Total 

215,986 

76,502 

87,307 

43,874 

423,669 

V. Overhead (Rate 32.2%) 17,305 74,185 91,490 11,024 33,908 44,932 28,329 108,093 136,422 

VI. Travel/Transportation
Int'l. Travel 
Other Personnel Travel 
H.H. Goods/Vehicles 
Total Travel: 

53,646 
16,416 
76,130 

146,192 

53,646 
16,416 
76,130 

146,192 

62,457 
9,984 

55,072 
127,513 

62,457 
9,984 

55,072 
127,513 

116,103 
26,400 

131,202 
273,705 

116,103 
26,400 

131,202 
273,i05 



VII. All owances 
Post Dierential 

QUarters 
Terp. Lodging 
Education 
Supple. Post
Total Allowances: 

31,252 
22.680 

34,498
6,250

94,680 

31,252 
22,680 

34,498
6,250

94,680 

22,746 
13,320 

59,502
4,550

100,118 

22,746 
13,320 

59,502
4,550

18 

53,998 
36,000 

94,000
10,800

194,798 

53,998 
36,000 

94,000
10,80

194,798 

VIII. Other Direct Costs 
Rent & Utilities 
Postage 
Telegraph/Telex 
Total Direct Costs: 

26,898 
7,296 
9,548 
3,742 

26,898 
7,296 
9,548 

13,249 
3,594 
4,702 

21,--

13,249 
3,594 
4,702 

21 

40,147 
10,890 
14,250 
65,27 

40,147 
10,890 
14,250 
65,287 

IX.Equipment, Vehicles, 
Suppl ies 

Drugs/Med. Su.plies
Housing I-laint'./Equip. 
Office 5,ppl ies/Equip. 
Other Equi pmiat
Vehicles (C.I.F.) 
Fuel/Spare Parts 
Total Equip./Vehicles: 

66,478 
7,500 
5,360 

36,580 
73,736 

189,6 

66,478 
7,500 
5,360 

36,580 
73,736 

7,500 
2,640 

154,090 
221,519 

7,500 
2,640 

154,090 
221,519 

,744 

66,478 
15,000 
8,000 

190,670 
295,255 

4U 

66,478
15,(00 
8,000 

190,670 
295,255 
575,403 

X. Sub-Total: 

XI, General &kkrministrative 
(Rate 6.8%) 

114,790 

7,806 

735,098 

49,987 

849,888 

57,793 

66,804 

4,543 

752,592 

51,175 

819,396 

55,718 

181,594 

12,349 

1,487,690 

101,162 

1,669,284 

113,5111 

XII. GRAJ) TOTAL: 122,596 785,085 

*The rate of exchange for converting to Somali schillings 
is 17.38 S.S. = $1 U.S. 

907,681 71,347 803,767 875,114 193,943 1,588,852 1,782,795 



Long-term Technical Assistance Personnel
 

Positions 


Project Director:
 
.lMarried, 2 children (6 & 9)
 
36 Man-months
 
Location: Mogadishu
 

Salary 

Benefits 


Round-trip travel 

R&R travel 

In-country travel 

Vehicle transport 

Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


Total : 


Regional Project Director:
 
Married, 2 children (8 & 10)
 
33 Man-months
 
Location: Ki smaayo
 

Salary 

Benefits 


Round-trip travel 
R&R travel 

in-country travel 
Vehicle transport 
Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


Total: 


Year 1 


30,000 

4,500 


4,200 

12,200 

4,800 

3,000 


12,000 


7,500 

4,000 

4,860 

9,400 

1,500 


97,960 


20,833 

3,125 


4,200 
12,200 

3,600 
3,000 


12,000 


5,208 

4,000 

3,600 


28,200 

1,042 


101,008 


Year 2 


31,500 

4,725 


0 

12,600 

4,800 


0 

0 


7,875 

4,000 


0 

9,400 

1,575 


76,475 


26,250 

3,938 


0 
12,600 

3,600 

0 
0 


6,563 

4,000 


0 

28,200 

1,313 


86,464 


Year 3 Total
 

33,075 94,575
 
4,961 14,186
 

4,632 8,832
 
13,230 38,030
 
4,800 14,400
 
3,308 6,308
 
13,230 25,230
 

8,269 23,644
 
4,000 12,000
 

0 4,860
 
9,400 28,200
 
1,654 4,729
 

100,559 274,994
 

27,563 74,646
 
4,134 11,197
 

4,632 8,832 
13,230 38,030
 
3,600 10,800 
3,308 6,308
 

13,230 25,230
 

6,891 18,662
 
4,000 12,000
 

0 3,600
 
28,200 84,600
 
1,378 3,733
 

110,166 297,638
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Long-term Technical Assistance Personnel
 

Positiens 


Assist. Health Program Coordinator:
 
Single
 
33 Man-months
 
Location: Kismaayo
 

Salary 

Benefits 


Round-trip travel 
R&R travel 

In-country travel 

Vehicle transport 

Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


Total: 


Rural Development Technologist:
 
Married, 2 children (14 & 15)
 
31 Man-months
 
Location: Badhaadhe
 

Salary 

Benefits 


Round-trip travel 

R&R travel 

In-country travel 

Vehicle transport 
Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 
Educational allowance 

Suppl. post allowance 


Total : 


Year 1 


i3,333 

2,000 


1,400 

4,000 

2,400 

3,000 

8,000 


3,333 

4,000 

1,200 


0 

667 


43,333 


14,583 

2,187 


5,600 

4,800 

3,600 

3,000 


12,000 


3,646 

4,000 

4,800 

28,200 


729 


87,145 


Year 2 


16,800 

2,520 


0 
4,200 

2,400 


0 

0 


4,200 

4,000 


0 

0 


840 


34,960 


26,250 

3,938 


0 

16,800 

3,600 


0 
0 


6,563 

4,000 


0 
28,200 

1,313 


90,664 


Year 3 Total
 

17,640 47,773
 
2,646 7,166
 

1,544 2,944
 
4,410 12,610
 
2,400 7,200
 
3,308 6,308
 
8,820 16,820
 

4,410 11,943
 
4,000 12,000
 

0 1,200
 
0 0
 

882 2,389
 

50,060 128,353
 

27,563 68,396
 
4,134 10,259
 

5,176 11,776
 
17,640 39,z40
 
3,600 10,800
 
3,308 6,308
 

13,230 25,230
 

6,891 17,100 
4,000 12,000 

0 4,800 
28,200 84,600 
1,378 3,420 

116,120 293,929
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Long-term Technical Assistance Personnel
 

Positions 


District Health Manager/Trainer: 
S1i ngl e 
31 Man-months 
Location: Badhaadhe
 

Salary 

Benefits 


Round-trip travel 

R&R travel 

In-country travel 

Vehicle transport 
Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


Total : 


Rural Development Technologist:
 
Married, I child (7) 
24 Man-months
 
Location: Afmadow
 

Salary 

Benefits 


Round-trip travel 
R&R travel 

In-country travel 

Vehicle transport 

Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


Total : 

Year 1 


10,500 

1,575 


1,400 

1,200 

2,400 

3,000 

8,000 


2,625 

4,000 

1,200 


0 

525 


36,425 


0 

0 


0 
0 

0 
0 
0 


0 

0 

0 

0 

0 


0 


Year 2 


18,900 

2,835 


0 

4,200 

2,400 


0 
0 


4,725 

4,000 


0 

0 


945 


38,005 


25,000 

3,750 


3,675 
10,500 

2,400 

3,150 

12,600 


6,250 

4,000 

3,000 


14,100 

1,250 


89,675 


Year 3 Total
 

19,845 49,245
 
2,977 7,387
 

1,544 2,944
 
4,410 9,810
 
2,400 7,200
 
3,308 6,308
 
8,820 16,820
 

4,961 12,311
 
4,000 12,000
 

0 1,200
 
0 0
 

992 2,462
 

53,257 127,687
 

26,250 51,250
 
3,938 7,688
 

3,860 7,535 
11,025 21,525
 
2,400 4,800
 
3,308 6,458 

13,230 25,830
 

6,563 12,813
 
4,000 8,000
 

0 3,000
 
14,100 28,200
 
1,313 2,563
 

89,987 179,662
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Long-teria Technical Assistance Personnel
 

Positions 


District Health Manager/Trainer:
 
Single 
24 Man-months
 
Location: Afmadow
 

Salary 

Benefits 


Round-trip travel 

R&R travel 

In-country travel 

Vehicle transport 

Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


Total: 


Rural Development Technologist:
 
Married, I child (15) 
24 Man-months
 
Location: Jamaame
 

Salary 

Benefits 


Round-trip travel 

R&R travel 

In-country travel 

Vehicle transport 

Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


Total: 


Year 1 


0 

0 


0 

0 

0 

0 

0 


0 

0 

0 

0 

0 


0 


0 

0 


0 

0 

0 

0 

0 


0 

0 

0 

0 

0 


0 


Year 2 


18,000 

2,700 


1,470 

4,200 

2,400 

3,150 

8,400 


4,500 

4,000 

1,200 


0 

900 


50,920 


25,000 

3,750 


4,410 

12,600 

2,400 

3,150 


12,600 


6,250 

4,000 

3,600 


14,100 

1,250 


93,110 


Year 3 


18,900 

2,835 


1,544 

4,410 

2,400 

3,308 

8,820 


4,725 

4,000 


0 

0 


945 


51,887 


26,250 

3,938 


4,632 

13,230 

2,400 

3,308 


13,230 


6,563 

4,000 


0 

14,100 

1,313 


92,964 


Total
 

36,900
 
5,535
 

3,014
 
8,610
 
4,800
 
6,458
 

17,220
 

9,225
 
8,000
 
1,200
 

0
 
1,845
 

102,807
 

51,250
 
7,688
 

9,042
 
25,830
 
4,800
 
6,458
 

25,830
 

12,813
 
8,000
 
3,600
 

28,200
 
2,563
 

186,074
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Long-term Technical Assistance Personnel
 

Positions 


FDistrict Health Manager/Trainer:
 

24 Man-months
 
Location: Jamaame
 

Salary 

Benefits 


Round-trip travel 

R&R travel 

In-country travel 

Vehicle transport 

Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


Total: 


TOTALS:
 

Salaries 

Benefits 


Round-trip travel 

R&R travel 

In-country travel 

Vehicle transport 

Household goods transport 


Post differential 

Quarters allowance 

Temporary lodging 

Educational allowance 

Suppl. post allowance 


TOTAL: 


Year 1 

0 

0 


0 

0 

0 

0 

0 


0 

0 

0 

0 

0 


0 


89,249 

13,387 


16,800 

34,400 

16,800 

15,000 

52,000 


22,312 

20,000 

15,660. 

65,800 

4,463 


365,871 


Year 2 


18,000 

2,700 


1,470 

4,200 

2,400 

3,150 

8,400 


4,500 

4,000 

1,200 


0 

900 


50,920 


205,700 

30,856 


11,025 

81,900 

26,400 

12,600 

42,000 


51,426 

36,000 

9,000 


94,000 

10,286 


611,193 


Year 3 


18,900 

2,835 


1,544 

4,410 

2,400 

3,308 

8,820 


4,725 

4,000 


0 

0 


945 


51,887 


215,986 

32,398 


30,108 

85,995 

26,400 

29,772 

101,430 


53,998 

36,000 


0 

94,000 

10,800 


716,887 


Total
 

36,900
 
5,535
 

3,014
 
8,610
 
4,800
 
6,458
 

17,220
 

9,225
 
8,000
 
1,200
 

0
 
1,845
 

102,807
 

510,935
 
76,641
 

57,933
 
202,295
 
69,600
 
57,372
 

195,430
 

127,736
 
92,000
 
24,660
 

253,800
 
25,549
 

1,693,951
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Long-term Technical Assistance Personnel
 

PAs sumptions: 

1. Total of 260 man-months required.
 

2. Benefits are calculated at 15% of base salary.
 

3. Raises are calculated at 5% per year.
 

4. Round-trip travel is estimated at $2,800 per adult; children
 
under 12 calculated at half fare. Air fare increased 5% per
 
year for inflation. Estimated return ticket will not be
 
purchased until completion of tour.
 

5. R&R travel is assumed to be one round-trip per family per year
 
to Rome at a cost of $1,200 per adult (half fare for children
 
under 12) and one round-trip per family per year to the U.S.
 
at the same cost as item 4 above.
 

6. In-country travel is calculated at $40 per day.
 

7. 	Vehicle transport is estimated at $3,000 per person in year 1
 
and increasing 5% per year for inflation.
 

8. 	Household Goods transport allowance is 7,500 lbs. for a family
 
and 4,500 lbs. for single employees. Cost is projected at
 
approximately 1.65/lb. with 5X increase per year.
 

9. Post differential is 25% of base salary.
 

10. 	 Quarters allowance is $4,000 per year with or without a family.
 

11. 	 Temporary lodging allowed $54/day in Mogadishu, $40/day else­
where (children 1/2 the adult allowance). Maximum term is 30
 
days.
 

12. 	 Educational allowance is calculated at $4,700 Kindergarten to
 
8th grade and $14,100 for grades 9-12 in Mogadishu. Elsewhere
 
allowance is $14,100 for all grades.
 

13. 	 Supplemental post allowance is calculated at 5% of base salary.
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Host Country Personnel
 

(Shown in Somali schillings)
 

Positions 


Location: Mogadishu
 
252 Man-months 

Administrative Assistant 
Salary 

Benefits 


Portman/Expediter
 
Salary 

Benefits 


Secretary

Salary 

Benefits 


Driver
 
Salary 

Benefits 


lWarehouseman/Watchman
 
Salary 

Benefits 


Office Boy

Salary 

Benefits 


Night Watchman
 
Salary 

Benefits 


Total Mogadishu: 


Year 1 


72,000 

10,800 


64,800 

9,720 


36,000 

5,400 


36,000 

5,400 


18,000 

2,700 


18,000 

2,700 


21,600 

3,240 


306,360 


Year 2 


75,600 

11,340 


68,040 

10,206 


37,800 

5,670 


37,800 

5,670 


18,900 

2,835 


18,900 

2,835 


22,680 

3,402 


321,678 


Year 3 


79,380 

11,907 


71,442 

10,716 


39,690 

5,954 


39,690 

5,954 


19,845 

2,977 


19,845 

2,977 


23,814 

3,572 


337,763 


Total
 

226,980
 
34,047
 

204,282
 
30,642
 

113,490
 
17,024
 

113,490
 
17,024
 

56,745
 
8,512
 

56,745
 
8,512
 

68,094
 
10,214
 

965,801
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Host Country Personnel
 

(Shown in Somali schillings)
 

Positions 


Location: Kismaayo
 
396 Man-months
 

Office Assistant
 
Salary 

Benefits 


Secretary
 
Salary 

Benefits 


Expediter
 
Salary 

Benefits 


Field Assistant
 
Salary 

Benefits 


Warehousman
 
Salary 

Benefits 


Office Boy
 
Salary 

Benefits 


Driver/Mechanic (4)
 
Salary 

Benefits 


Chief Mechanic
 
Salary 

Benefits 


Assistant Mechanic
 
Salary 

Benefits 


Total Kismaayo: 


Year I 


40,500 

6,075 


27,000 

4,050 


35,100 

5,265 


40,500 

6,075 


10,800 

1,620 


10,800 

1,620 


129,600 

19,440 


54,000 

8,100 


32,400 

4,860 


437,805 


Year 2 


56,700 

8,505 


37,800 

5,670 


49,140 

7,071 


56,700 

8,505 


15,120 

2,268 


75,120 

L,268 


181,440 

27,216 


75,600 

11,340 


45,360 

6,804 


612,627 


Year 3 Total 

59,535 156,735 
8,930 23,510 

39,690 104,490 
5,954 15,674 

51,597 135,837 
7,740 20,076 

59,535 156,735 
8,930 23,510 

15,875 41,795 
2,381 6,269 

15,875 41,795 
2,381 6,269 

190,512 501,552 
28,577 75,233 

79,380 208,980 
11,907 31,347 

47,628 125,388 
7,144 18,808 

643,571 1,694,003 
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Host Country Personnel
 

(Shown in Somali schillings)
 

Positions 


Location: Badhaadhe
 
186 Man-months
 

Field Assistant
 
Salary 

Benefits 


Clerk/Typist
 
Salary 

Benefits 


Driver (2)
 
Salary 

Benefits 


Watchman (2)
 
Salary 

Benefits 


Total Badiaadhe: 


Location: Afmadow
 
144 Man-months
 

Field Assistant
 
Salary 

enefits 


Clerk/Typist
 
Salary 

Benefits 


Driver (2)
 
Salary 

Benefits 


Watchman (2)
 
Salary 

Benefits 


Total Afmadow: 


Year 1 


25,200 

3,780 


21,000 

3,150 


21,000 

3,150 


16,800 

2,520 


96,600 


0 

0 


0 

0 


0 

0 


0 

0 


0 


Year 2 


45,360 

6,804 


37,800 

5,670 


37,800 

5,670 


30,240 

4,536 


173,880 


45,360 

6,804 


37,800 

5,670 


37,800 

5,670 


30,240 

4,536 


173,880 


Year 3 Total 

47,628 118,188 
7,144 17,728 

39,690 98,490 
5,954 14,774 

39,690 98,490 
5,954 14,774 

31,752 78,792 
4,763 11,819 

182,575 453,055 

47,628 92,988 
7,144 13,948 

39,690 77,490 
5,954 11,624 

39,690 77,490 
5,954 11,624 

31,752 61,992 
4,763 9,299 

182,575 356,455 
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Host Country Personnel
 

(Shown in Somali schillings)
 

Positions 


Location: Jamaame
 
144 Man-months
 

Field Assistant
 
Salary 

Benefits 


Clerk/Typist 
Salary 

Benefits 

Driver (2)
 
Salary 

Benefits 


Watchman (2)
 
Salary 
Benefits 


Total Afmadow: 


TOTAL ALL DISTRICTS:
 

Salaries 

Benefits 


TOTAL: 


Conversion to U.S. Dollars:
 
(17.38 S.S. = $1 U.S.) 

Salaries 

Benefits 


Total: 


Assumptions:
 

Year 1 


0 

0 


0 

0 

0 

0 


0 

0 


0 


731,100 

109,665 


840,765 


42,065 

6,310 


48,375 


Year 2 


45,360 

6,804 


37,800 

5,670 

37,800 

5,670 


30,240 

4,536 


173,880 


1,266,300 

189,545 


1,455,845 


72,860 

10,906 


83,766 


Year 3 Total 

47,628 92,988 
7,144 13,948 

39,690 77,490 
5,954 11,624 

39,690 77,490 
5,954 11,624 

31,752 61,992 
4,763 9,299 

182,575 356,455 

1,329,613 3,327,013 
199,446 498,656 

1,529,059 3,825,669 

76,502 191,427 
11,476 28,692 

87,978 220,119 

1. Benefits calculated at 15% of base salary. 
2. Raises calculated at 5% per year.
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Consultants
 

Positions Year 1 Year 2 Year 3 Total 

Anthropologi st 
20 Man-months 
Fees 31,680 24,948 26,195 82,823 
Travel 
Per Diem 

8,400 
10,608 

8,820 
7,956 

9,261 
7,956 

26,48). 
26,520 

Drug Consultant 
3 ian-months 
Fees 7,920 4,158 0 12,078 
Travel 5,600 2,940 0 8,540 
Pei, Diem 2,652 1,326 0 3,978 

Medical Consultant 
3 Man-month-s 
Fees 3,960 4,158 4,366 12,484 
Travel 2,800 2,940 3,087 8,827 
Per Diem 1,326 1,326 1,326 3,978 

Rural Development Specialist 
9 Man-months 
Fees 1.1,880 12,474 13,098 37,452 
Travel 8,400 8,820 9,261 26,481 
Per Diem 3,978 3,978 3,978 11,934 

Program Evaluator 
3Man -no ns 

Fees 
Travel 

3,960 
2,800 

4,158 
2,940 

4,366 
3,087 

12,484 
8,827 

Per Diem 1,326 1,326 1,326 3,978 

Total: 107,290 92,268 87,307 286,865 

TOTALS: 

Consultant Fees 59,400 49,896 48,025 157,321 
Travel 
Per Diem 

28,000 
19,890 

26,460 
15,912 

24,696 
14,586 

79,156 
50,388 

Total: 107,290 92,268 87,307 286,865 
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Consultants
 

Assumptions:
 

1. Total of 38 man-months required.
 

2. Consultant fees are averaged at $180/day.
 

3. Total of 27 trips required.
 

4. Travel cost estimated at $2.800 round trip in the first year;
 
costs increased at 5% per year.
 

5. 	Per diem calculated at $54/day in Mogadishu and $40iday else­
where in Somalia. Estimates are that 30% of the time will
 
be spent in Mogadishu, with the remainder spent in the field.
 

A-16
 



Overhead Rate
 

In determining an appropriate overhead, the following formula was used:
 

1. Calculate what percent primary health care represents of total
 
expense.


2. 	Multiply total general and administrative by that percent; then
 
subtract any transfers to AmDoc (awholly-owned subsidiary) and to
 
Hong Kong (a self-reliant project requiring no management by PCI).

This results in program-specific G&A.
 

3. Add to that expenses for general program development/evaluation.
 
The result is a true overhead.
 

4. 	Subtract from primary health care expenses the costs for AmDoc and
 
Hong Kong to get true program expenses.


5. 	Divide true overhead by true program expenses to get overhead
 
rate.
 

Using this formula, overhead calculations are as follows:
 

1980 1981 1982 1983 

PHC expenses 
total expenses 

= % 

2,454,618 
4,804,827 

51.1% 

1,474,253 
3,100,494 

47.6% 

2,721,714 
4,277,197 

63.6% 

3,234,598 
4,715,613 

68.6% 

G&A 
X % above 

415,339 
X 51.1% 

338,062 
X 47.6% 

376,837 
X 63.6% 

376,837 
X 68.6% 

- AmDoc transfers 
212,238 
- 74,335 - 37,854 

239,668 
- 45,211 

258,510 
- 41,380 

- H.K. transfers - 2,171 - 0 - 9,869 - 7,612 
= Prog. specific 

G/A 
+ Prog. Develop. 
= True overhead 

135,732 
+443,745 
579,477 

123,064 
+249,135 
372,199 

184,588 
+181,298 
365,886 

209,518 
+167,693 

PHC expenses 2,454,618 
- AmDoc expenses - 80,762 
- H.K. expenses -303,389 
= True prugram exp. 2,070,467 

1,474,253 
- 44,387 
-356,964 

1,072,902 

2,721,714 
-1,268,710 
- 508,840 

944,164 

3,234,598 
-1,455,094 
- 609,049 
1,170,455 

True overhead 
True program exp. 
= overhead rate 

579,477 
2,070,467 

28.8% 

372,199 
1,072,902 

34.7% 

365,886 
944,164 

38.8% 

377,211 
1,170,455 

32.2% 

PCI has not been audited by a government agency; we are submitting information
 
requesting an audit of our indirect cost rate.
 

A-17
 



PROJECT CONCERN INTERNATIONAL
 
Proposal for -3lia Project 

Drug/Vedical Supplies
 

Chloroquine Phos. 

Streptcoycin, Inj. 
Isoniazid (Inh.) 

Cotrimoxazole (Bactrim) 

Mebendazole (Vernoc) 

Piperazine (Ptepar) 

Piperzine (Antepar) Syrup 
Paracefamol or Tylenol 

Chlorhexidine (Hibiclens) 

Chlorhexidine (Hibitane) 

Benzyl Benzoate 

Promethiaz-ne (Phenergan) 
Promrethiazine (Phenergan) Syrup 

Penecillin V 

Ampicillin, Tabs/Caps 
Metrifonate 

Praziquantel (Biltricide) 

Ferrous Sul ./Folate 

Gentian Violet Rdr. 

Oral Rehy. Salt 

Ergometrine (Ergonovine) 

Iodine, Tincture 

Benzakoniun Chl. (Zephiran) 

WcnFcin/Bacitracin, topical 

Tape, Adhesive 
Bandage, Gauze 

Bandage, Elastic 

Gauze, [bsorbent 

Scissors, episiotoay 
Scissors, strt., shp/blunt 

Forceps, dressing 
Tongue depressors, metal 

Teaspoon, ss 

Sponge Bowl 

Sponge Bowl 

Basin, handwashing 


Size/
 
Strength 


250 mg. 
I gr. 

100 mg. 
80 mg. 

100 rg. 
500 mg. 
500 mg. 

325 mg. 


25 rg. 

5 g. 

250 mg. 
250 mg. 

100 mg. 
600 mg. 
300 mg. 


.2mg. 

3% 

17% 


2'x 10 yds 

2'x 5 yds. 

3"x 5yds. 

4" x 4" 

6" 

5" 

600 ml. 

1,200 ml. 

6 it. 

(Year Oe)
 

Q(antity 


8 Btls. 
3,000 Btls. 

35 Btls. 
30 Btls. 

335 Btls. 
150 Btls. 
60 Btls. 
30 Btls. 
20 Btls. 
100 Btls. 
20 Btls. 
50 Btls. 
50 Btls. 

250 

20 

40 

40 

20 

Z5 


2,000 Pkts. 

5 


45 

40 

60 


20 Boxes 

4 Cases 


20 Boxes 

3 Cases 

5 


35 

35 

35 

35 

5 

5 

5 


Package 


1,00s 

5 gm 


1,000s 
500s 
36s 


lOOs 
Pints 


1,000s 
32 oz. 

4 oz. 


Pints 

lOs 

8 oz. 


lOOs 
1,O00s 


lOOs 
6s 


lO00s 
25 grain 


1,000s 
1 oz. 
4 oz. 
20 gr. 

6/box 

8doz/case 

4/box 

2,000/case 


Uit Cost 


$ 9.75 

.65 


2.65 

11.72 

2.00 

.36 


3.20 

4.94 

8.00 

1.00 

3.57 

.50 

.57 


1.60 

30.92 

9.00 


24.00 
1.12 

1.00 

.06 


3.82 

.50 


2.00 

.40 


6.00 
15.00 

4.00 


15.25 

2.20 

2.00 

1.50 

.50 

.30 


1.50 

2.00 

3.89 


Total 

$ 829
 
1,950
 

93
 
352
 
770
 
54
 
192
 
148
 
160
 
100
 
72
 
25
 
29
 

400
 
618
 
360
 
960
 
23
 
25
 

120
 
20
 
23
 
80
 
24
 

120
 
60
 
80
 
46
 
11
 
70
 
53
 
18
 
11
 
8
 

10
 
20
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PROJECT CONCERN INTERNATIONAL 
Proposal for Su'Aia Project 

Drug/Vedical Supplies 
(Year One) 

Size/ 
Strength Quantity Package Unit Cost Total 

Soap 500 .20 100 
Soapdish 35 .25 10 
Najibrush 35 .45 16 
Measure, grad., ss. 1it. 5 2.20 11 
Cup, ss 150 ml. 35 .65 23 
Kerosene lanp 4 38.00 152 
Bottle 250 ml. 35 .25 9 
Bottle 500 ml. 35 .40 14 
Bottle 1,000 ml. 35 .70 25 
Tape masure 35 .25 9 
Finging Scales, Infant 25 kg. 5 40.00 200 
Thennometer, clinical, oral 50 .50 25 
Thermometer, clinical, rectal 50 .50 25 
IBA Kits, 12 itois: 20 26.04 520 

Aluminui case 4.00 
Solution Bowl, 600cc 1.50 
Solution Bowl, 1200cc 2.00 
Plastic Apron 2.00 
Plastic Sieeting 3.00 
Nailbrush .75 
Soap box .75 
Soap .40 
Tape, uibilical cord 3.44 
Solution Bottles, 250cc 1.50 
Scissors, wbil. cord 2.20 
Mucous trap 4.50 

26.04 

Blood pressure appar. 3 11.00 33 
Stethoscope 3 2.00 6 
Syringe, hypodennic, reusable 2 ml. 100 .36 36 
Syringe, hypodermic, reusable 5 ml. 50 .36 18 
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PROJECT CONCERN INTERNATIONAL 
Prop o-r SuiIlia PFroject 

-Drug/Medical Supplies
 
(Year One)
 

Size/ 
Strength Qantity Package 

Needles, 1ypo., ss. 22 g., 3/4" 20 12 
Needles, Hypo., ss. 23 g., 3/4" 20 12 
BCG Vaccination Kit 2 
Forceps, thunb, needle, 

spring type, ss. 6" 12 
Forceps, dressing/sponge, ss. 8" 12 
Syringe, hypo., Tuberculin 

Testing, glass i ml. grad. 12 
feedles, Hypo., ss. 26 g., 1/2" 20 12 
Jar, dressing, ss. 2 qt. 8 
Jar, Needle, ss 3 x 3" 12 
Stone, NedIe sharpening 6 x 2 x 1" 6 
Tray, Instrwment, ss 12 x 7 x 2" 8 
Sterilizer, Syringe & 

eedles 10 x 5 x 2" 6 
Vaccines: 
DPT 6,800 doses 
BCG Tubercul osi s 6,800 doses 
Polio, Sabin oral 6,800 doses 
Measles 6,800 doses 
Typhoid 6,800 doses 

Refrigerators, kerosene
 
210 It., 7.4 cu. ft. 2 


Refrigerators, electric
 
285 It., 10 cu. ft. 2 

Carrying Cases (Vaccine)
 
Refrigerated 4 


Sub-total: 


Inaddition to the above drugs/supplies for the comunity level facilities, 
approximately one-third of the items are required for the district health 
center. 

TOTAL ERUGS/MEDICAL SUPPLIES: 


Unit. Cost Total 

.40 

.40 
85.00 

8 
8 

170 

.75 
1.35 

9 
17 

2.00 
.50 

4.00 
2.50 
3.00 
5.00 

24 
10 
32 
30 
18 
40 

32.48 195 

.07 

.08 

.06 

.12 
.056 

476 
544 
408 
816 
380 

525.00 1,050 

226.00 452 

20.00 80 

13,933 

3,000 

16,933 
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PROJECT Ca)CERN INTER,ATIONAL
 

Proposal for Saral i i Project
 

Equi pTiet/Vehicl e [tail 

Vehicles (C.I.F.)
Toyota LC BG-60 
Toyota 3/4-Ton P.U. 
Fiat 10-ton 
Fiat 10-ton wltrailer 
D-7 Caterpillar-

Sub-Total: 

Uit 
Price 

16,000 
13,530 
36,580 
52,675 

154,090 

PHC 

48,000 

____ 
48,000 

Year One 
1-. 

32,000 

52,675 
_5T,675 

84,675 

Total 

60,000 

52,675 
127 
132,675 

PFC 

32,000 
13,530 

45,530 

Year Two 
--. l-. 

32,000 

36,580 
52,675 

154,090 
275,345 

Total 

64,000 
13,530 
36,580 
52,675 

154,090 
320,875 

PHC 

36,580 

36,580 

Year Three 
-.l3-

154,090 
154,090 

Total 

36,580 

154,09 
190,670 

> 

17'Travel trailer 

Total Vehicles: 

12,000 12,000 

60,000 

12,000 

96,675 

24,000 

156,675 

12,00(.J 

57,530 

12,00 

287,345 

24,000 

344,875 36,580 154,090 190,670 

pare Parts 
1st Year at 15% of cost 
aid Year at 20% of cost 
3rd Year at 30% of cost 

Sub-Total: 

7,200 

7,200 

12,701 

12,701-

19,901 

19,901 

6,829 
9,600 

16,429 

41,347 
16,395 

58,282 

48,176 
35,595 

74,711 

5,487 
9,106 

14,400 
2,993 

23,114 
55,069 
25,403 

103,536 

28,601 
64,175 
39,W303 
132,579 

Attachmnits for D-7 
Blade 7S 
Ripper, three shank 
Canopy (R.O.P.S.) 

Sub-Total: 

20,660 
16,625 
7,255 

20,660 
16,625 
7,255 
-4,540 

20,660 
16,625 
7,255 

7 

20,660 
16,625 
7,255 

20,660 
16,625 
7,255 

-

Total Spare Parts: 7,200 12,701 19,901 16,429 102,822 119,251 2B,933 148,126 177,119 

Fuel* 

Diesel: 
Toyota LC BG-60: 

Yr 1: 29,333 km @7/lt 
Yr 2: 40,000 km @6/lt 
Yr 3: 40,000 km @5/lt 

60.4Z 
63.4 
66.6z 

7,593 5,062 12,655 
21,133 16,907 38,040 

26,640 21,312 47,9521 

*Figures shown are per vehicle usage. 



EquipTient/Vehicle Detail 

Fuel (cont'd.) 

Uhit 
Price PHC 

Year One 
R.D. Total PHC 

Year Two 
R.D. Total PHC 

Year Three 
R.D. Total 

Toyota 3/4-ton:
Yr 2: 25,000 km 4/it 
Yr 3: 25,000 km @4/it 

63.4 
66.6Z 

3,963 3,963 
4,163 4,163 

Fiat 10-Ton: 
Yr 2: 30,(fY~J km @2.75
Yr .: 30,000 kin @2.75 

63.4 
66.6 

6,916 6,916 
7,265 7,265 14,530 

> 

D-7 Caterpillar:
Yr 2: 576 hrs @30/It 
Yr 3: 576 hrs @30/it 

63.4k 
66.6 

10,956 10,956 
23,017 23,017 

Fiat 10-Ton w/trailer: 
Yr 1: 5,(0) kin @2.75 
Yr 2: 30,000 kin @2.75 
Yr 3: 30,00M km @2.75 

60.4i 
63.47 
66.6, 

1,098 1,098 
13,833 13,833 

14,531 14,531 

Gewnprators: 
Yr 1: 1440 hrs @3/it 
Yr 2: 1440 hrs @3/It
Yr 3: 1440 hrs @3/It 

Engine Oil 
Foyota I--G-60: 

60.4 
63.47 
66.6 

2,609 2,609 5,218 
5,478 5,478 10,956 

5u754 5,754 11,508 

8 tines @60/It 22.0 198 132 330 528 422 950 528 422 950 

Trucks: 
9 times @27/it 22.0* 53 53 160 160 53 160 213 



EquipRent/ Vehi cl e Detai 1 

Uit Year One Year Tv Year Three 

Fuel (cont'd.) 
Price P1-C R.DT. Total P-C R.D. Total PHC R.D. Total 

Engine Oil
D-7: 

(cont'd) 

2 druns (400 It/year) 22.0 176 176 352 352 

Gear Oil 
10 It/vehicle/year 18.0 5 6 11 13 13 26 14 14 28 

Hydraulic Oil 
D-7: 
3 druTis (600 lt/year) 20.0 240 240 240 240 

> Fiats: 
20 It/year 20.0 4 4 4 8 12 8 8 16 

Storage for Oil Druns, 801 534 1,335 318 318 636 318 318 636 
Batteries ,Rres 

Total Fuel: 11,206 9,498 20,704 31,437 55,427 86,864 - ,33 118,136 

Office Supplies/Equip. 
Copy Machine 
Typeriter (electric)
Typewiter (manual) 
Calculator 
Desk 

1,350 
830 
260 

62 
150 

2,025 
4,358 

326 
788 

675 
1,452 

108 
262 

2,700 
5,810 

434 
1050 

1,899 

1,097 
262 
633 

936 

541 
129 
312 

2,835 

1,638 
391 
945 

Desk Chair 75 394 131 525 317 156 473 
Desk Lanp 22 116 38 154 93 46 139 
Fiie Cabinet 220 660 220 880 464 229 693 
Office Supplies 2,233 747 2,980 4,021 1,979 6,000 5,360 2,640 8,000 

Total Office 
Supplies/Equip: 10,900 3,633 14,533 8,786 4,328 13,114 5,360 2,640 8,000 

-7 



EquipFmt/Vehicle Detail 

Unit 
Price PHC 

Year One 
R.D. Total RIC 

Year Two 
R.-. Total R 

Year Three 
T.1. Total 

Other Equipment 

Generators 
Air Conditioners 

Total Other: 

5,635 
510 

8,453 
2,295 

10,748 

2,817 
765 

3,582 

11,370 
3,060 

14,430 

7,929 
1,435 

9,364 

3,905 
707 

4,612 

11,834 
2,142 

II 



PROJECT CONCERN INTERNATIONAL
 

Proposal for Somalia Project
 

PL 480 FOOD
 

CCC and Ocean Freight Value per Commodity per Year
 

Year 1 Year 2 Year 3 Total 

NFDM 3,888 22,080 36,072 62,040 

CSM 23,406 132,922 217,153 373,481 

VEGOIL 17,496 99,360 162,324 279,180 

Sub-Total: 44,790 254,362 415,549 714,701 

Ocean Freight 14,930 84,787 138,516 238,233 

TOTAL: 59,720 339,149 554,065 952,934 

Assumptiuris: 

MCH Beneficiaries 
per Year 3,240 18,400 30,060 51,700 

Rations: 

NFDM 

CSM 

VEGOIL 

2 lbs. per beneficiary per month at .05/lb. 

4.3 lbs. per beneficiary per month at .14/lb. 

1 lb. per beneficiary per month at .45/lb. 
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IR(GJECT CONCERN INTERTIONAL 
Pr I)rFiTliaPrject 

(In 
CIPL Funds 

Sonali Schillings) 

Year 1 Year 2 Year 3 Total 
CF4/TBA TRAINING 

CM1 Training 
Yr. 1: 106 CI',Js 583,000 583,000 

110 /day 
50 days/year 

Yr. 2: 340 CMIs 2,040,000 2,040,000 
120 SS/day 
50 days/year 

Yr. 3:245 Cl~s 1,592,500 1,592,500 
130 SS/day 
50 days/year 

CH Manual s 
Yr. 1:106 Manual s 13,250 13,250 

125 SS each 

Yr. 2: 340 Manuals 44,200 44,200 
130 SS each 

Yr. 3:245 Manuals 34,300 34,300 
140 SS each 

Total CI4 Training: 596,250 2,084,200 1,626,800 4,307,250 

TBA Training 
Yr. 1: 20 TBAs 26,000 26,000 

130 SS/day 
10 days/year 

Yr. 2: 56 TBAs 78,400 78,400 
140 SS/day 
10 days/year 

Yr. 3: 65 1BAs 
14.5 SS/day 
10 days/year 94,250 94,250 
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TBA Manuals
 
Yr. 1: 20 Manuals 


125 SS each
 

Yr. 2: 	56 Manuals 

130 SS each
 

Yr. 3: 	65 Manuals 

135 SS each
 

fotal TBA Training: 


PHCP Incentives
 
-tlict Staff 

Average 650 SS/month 
Yr. 1: 4staff 

Yr. 2: 8 staff 

Yr. 3: 12 staff 


Beel Staff
 
Average 600 SS/month
 

Yr. 1: 6 staff 

Yr. 2: 26 staff 

Yr. 3: 38 staff 


Rural Post Incentives
 
Rate = 200 SS/mnjth
 

Yr. 1: 10 staff 

Yr. 2: 32 staff 

Yr. 3: 46 staff 


Total Incentives: 


Rural Travel 
Rate = 40 St/day 
Travel Time = 10 days/month 

Yr. 1: 10 staff 

Yr. 2: 32 staff 

Yr. 3: 46 staff 


Total Rural Travel: 


TOTAL (J-1;/TBA TRAINING: 


CIPL Funds
 

(InSdiM- 'f ings)
'T 


Year 1 Year 2 


2,500 


7,280 


28,500 85,680 


31,?00 

62,400 


43,200 

187,200 


24,000 

76,800 


98,400 326,400 


48,000 

153,600 


48,000 153,600 


771,150 2,649,880 
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Year 3 Total 

2,500 

7,280 

8,775 8,775 

103,025 217,205 

31,200 
62,400 

93,600 93,600 

43,200 
187,200 

273,600 273,600 

24,000 
76,800 

110,400 110,400 

477,600 902,400 

48,000 
153,600 

O220,800 220,800 

220,800 422,400 

2,428,225 5,849,255 



CIPL Funds
 
(InS-'aTiSEEMi-ings) •
 

Year 1 Year 2 Year 3 Total 

RLRAL DEVELOPMENT INPUTS 

Agricultural Materials 
Tools & Equipment 
Construction M4aterials 

260,700 
86,900 

173,800 

1,042,800 
391,050 
564,850 

1,390,400 
443,190 
825,550 

2,693,900 
921,140 

1,564,200 

TOTAL RLRAL DEVELOP-
MENT INPUTS: 521,400 1,998,700 2,659,140 5,179,240 

PL 480 FOOD SUPPORT
 

Ki smaayG 
Warehousanan (2)

1200/ro. each 24,840 34,776 36,515 96,131 

Badhaadhe (7 mos. year 1) 
Field Asst., 3600/mo. 28,980 52,164 54,772 135,916 
WarehousTian (2) 

1200/mo. each 19,320 34,776 36,51P 90,611 
Construction of vrehouse* 25,000 25,000
 

Afmadow 
ield Asst., 3780/m. 52,164 54,772 106,936 

Warehousman (2) 
1260/no. each 34,776 36,515 71,291 

Construction of warehouse* 25,000 25,000
 

TOTAL PL 480 FOOD
 
SUPPORT: 98,140 233,656 219,089 550,885
 

GRA) TOTAL ALL CIPL FUNDS: 1,390,690 4,882,236 5,306,454 11,579,380
 

*Warehouse isto store and safeguard PL 480 comTvdity and other project supplies. 
At the conclusion of PCI's tenure in Soalia, tne facility will be turned over to 
host country counterpart government agency. 

Note: Salaries include 15% benefits and provide for 5%increase per year. 
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COUNTRY PROCPAlI DIRECTOR 

Duties and ResporLSisibilitie!s 

The Director of the Somalia project is the chief administrative officer and senior 
manager responsible for the finance, personn.], logistics and other administrative 
aspects of the Somal i headqua ttr, arid field operations. lIe/she will be the lead 
coordinator b t.'en PCI, Somali gov rsewcut ministries and U.S.A.I.D. and oiher 
entities. Principal headqu. r crs to hb Mogadishu. This employee will be account­
able for the job performance of the Somal ia all PCI -project staff and the aclievement 
or country program goals arid targets.
 

Examples of Duties
 

Fiscally responible for budget surveillance and all authorized
 
receipt and expensing. Will formulate on-going budgets in coopera­
tion with HSD, hcadquarters.
 

Establish and i;aintain propc,r channels of comnunication and working 
relationshilps with PCI headquarters, San Diego and appropriate 
officials of the \ario uos r inistries involveJ in the program develop­
ment, U.S.A.I.I)., other private and voluntary and other developmert 
agencies and contractors wihcre appropriate. 

Responsible for personnel mnagement (national and expatriate).
 
Includes welfare, 
health and security of staff, records, financial 
management, benefits, relocation problems, housing, leaves and 
other absences, etc.
 

Administer and coordinate field aspects of Title 11, PL- t 80 
comnodities. (Logistics, records, storage transportation
 
distribution.)
 

Responsible for vehicle acquisition, maintenance, repair and spare
 
parts inventory and supervision of staff assigned to same. Vehicle
 
record keeping and surveillance of use.
 

Responsible for traininq as 
regards vehicle operation, maintenance 
and record keeping and inz'entory an d purchasing of spare pc,-ts. 

Assures conpliance with Sarin Dicqo headquarters dircotives,
 
administration pro:ed.res and rcporting schdules 
as they relate 
to program, opprat ionr,p[rrc irei , finance, resource development 
and public inform .'.ion. 

Aid and supprvise as appropriatr the imiiplemrtation of the PHC
 
program ir Lowr Juha includi n rural dNvuIopi;nt effo-ts (water 
development, 4nal 1 scale ag ricur Lture, rural iresource manaycment, 
etc.) in oidr to insirU its S.uceSs. 

Develop, iplement, pirch' : for a diverc logqKtMis support
 
system for staff and r,',;r nveds., K'e, ire, tim:-iining in
 
planning, stnra c , in.'ertry, nccurity and distribution.
 

M e I .f"3 
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Responsible for expatirate staff housing and related neds and
 
whatever amenities that can be reasonably implemanted, including
 
the construction of housing arid staff suFport facilities if
 
necessary.
 

* 	Comruricat ions supervisor.
 

* 	Oversee import and export of expatriate personnel's personal
 
effects, travel arrangements, etc.
 

Cc.rdinate and work with local banking and international banking
 
operation.
 

Develop program-wide administrative managemer t operations system 
in conjunction with PCI headquarters and insure continued obser­
vat ion of same. 

...and other duties as assigned in keeping with the thrust of
 
the program.
 

Supervision: 	 Reports to P"I HSD Director of Operations and/or
 
Executive Director.
 

Qualifications
 

Bachelor's or 	Mtasters in International Administration, Rural
 
Development or equivalent.
 

Experience in 	appropriate technology.
 

Expcrience in 	logistics.
 

Experience in 	administering Title II, PL-480 commodities.
 

10 	to 15-years field management experience in Africa or
 
Middle East.
 

Cultural adaptability.
 

Able to perform, by virtue of past experience and/or training,
 
all the tasks listed in the preceding section.
 

A willingneq;s and able to learn new languages, as demonstrated
 
by past experience in learning a language. '/ill ingness tc
 
study Somali.
 

Solid background in financial and inventory control, the budget
 
process, hurw:nr resource Ianagemint and country program adm inis­
tration.
 

Familiar with appropriate U.S. legislation (such as PL-480)
 
and contract nmanugenert.
 

Healthy, sturdy; able to adjust in isolatd areas and be 
comfortable in bas it. hardship-type iving condi t ions. 
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Expert at mu It i -year devc Iopment program p ann ing and 
time-lini as part of planning. 

Facile comnmunicutor both orally and in writing. 

Able to create reports, manuals and train ing
aids with in the scope of experience out Iined 
in precedding section. 

Experienced in dealing with U.S.A.I.D. and government 
entities. 

Practical experience in repatring vehicles and other 
mechanical and electrical equipment in order to super­
vise the national staff.
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ASS IAT HEALTIH PIOU GQ: Er: qOTi O T,. 

Dtt ie s a nd Re:;Fln I lities 

Ihe principal responsibiIiti .: of this camploya will hocto support the teamsdistrictin the h.a] th infurr.t ion asptc t of thu program and setto up mechanisn; for cval ua­tion and mcnitoring th. PHC pro.,aw as well as the rural da:velopimnt component

(A.sijr !wt - KK i yu.
 

Examl)is of Duties 

Supports cistrict teams in h:al th information co:nponents of the 
program. Sets up mechao isms to monitor and evalu.atet PHC program
activi Lies (and to a c renain ruralextent da\,elopm nlt activities) 

Responsible for sur,.y and PHC project development work for the 
Ki .mayu c i- r ict. 

Will Le ;:ivcvcd, as di rected by need, in the training and 
irrplemen-ation of the Kismayu PHC project. 

Assists the Regional Project Director as needed. 

Supervi, n: ReForts to Regional Project Director. 

Qual ificat ions
 

Experience in health information systems.
 

Master of Pub;i ( 

Expcrience in prorram monitoring 

M Health. 

and evaluation of PHC field 
prq Irams.
 

Knowledge, based on grass 
roots experience, of PHC training.
 

Familiarity .with Swohili desirable. 
 'Foreign language learning
ability as demonstrated by existing fluenrcy in another language. 

Must have demon.;trat cd ability to adat to rn- or different
 
cultural 
settings and a willingness t, 'ttdy the Somali language. 

Must be in good health, sturdy, able to phynsic-lly (and mentally)
work under isolatd and primitive living .onditions. 

Able to dcmanstate a capacity for prolonged field work. 

8/-/82 
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REG! O1A PI oJr:CT F)I PRFCTOR, 

Dutiey and I i itc s 

1he Regional Project. Director is t he nver-all PHC proj ect ranager and chief teclhical 
PHC specialist for the _w: r Juba req, . The reiponslbiliti es include program de­
voloprmr t, coordi;ation Lmd iriplaon..r ation, pcrsonnel, logistics and administrative 
aspects as necessary and dclcjatcid by the Project Director. (Assigninont is to be in 
Ki smnyu.) 

Examples of Duties
 

Responsible for the job performance of the Somal i staff assigned 
to the region and the achievement of the region's goals and targets. 

Responsible for the coordination and supervision of district teams. 

Responsi:,le for l iai son and coordination with region's qavernment 
primary health care coordinator, other GOS msdical authorities, 
the rngion's cjoverncor and other offices of the regional government. 

Responsible for imniplementing logistics support (pharmacy, food aid, 
fuel, parts, vehicle repairs, maintenance, rural dvelopment 
iaterials) and other factors of general support of the district 
teams.
 

Responsible for regional, delegated personnel management (national 
and expatriate), program records, financial matters and all other
 
records and reports as required by direction of the Country Program 
Director and Project Concern International. 

Regular liaison with PCI program (country) director, and A.I.D. and 
the Somali public health officials as required at the regional level. 

Aids and supervises as appropriate t he implementation of the 
PHC-rural development program being carried out at the village 
level. Requires timc-lining in planning and regional storage 
and inventory. 

Super vision: Reports to Country Program Director. 

Qualifications
 

Experience in directing and planning priuary health care programs. 

MPH, or equivalent in practical experience. 

Experience in designing motivational and community participation
 
activities.
 

* Experience working with counterpart's and in P1t calePHrneitorri. 
project activity. 

Pale 1 of 2 
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Community levvl, "Urass roots '' field experience in,primary eIAth 
care administration in a foreign locaLion of from A to 5 years.
 

Expari ence in designing health suFpport sub-systems (drug supply, 
supcrvision, no in t(;Inncc and referral of h:aool It inforat ion) 

Experience in grass-roots training. 

Must have dr,onstrated abil ity to adopt to ncw or diffvrent
 
cultural sett ings and a will ingness; to suJy the Sumali langjuage. 

Foreign lanquarae learning ability as demonstrated by existing
 
fluency in another language.
 

Iust be
M in good hcaltlh, sturdy, able to physically, and m:ntally,
 
work under isolated and relatively primitivc living condiLions.
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DISTRICT IFAITH I ,AN !F/TRAIPER 

Duties and Res ponsi i li i: its 

The employee w i II be a team rmbc, Ir and work. int rorcc rt with pub] i c and pr i va te sector 
countcrparLs in a LO, uba, program 
and inip 1ementa Lion of a u.,.3ll (Cov ; t o F the So :a I i Den,.:cra t. ic Re )1ul 1 i c) approved 
pr inary Ihwal tI care t ra itrinq m;id d.cv,; lI p;:..n prr,(jram. The Irogr wi 1 take p lace in 
agricul tural , fishing aid no dic co:,':It it ic. The (thrust) of the prog ram will be 
public hcal th and rural cotnmun i Ly dove 1oprcr t . The pon it ion will i n'/vo Ive cooperation
and work with local erl i gvcrnr:ient authori t ies at all levels of project development. 
Assignment is to be in Badhaade, Afmadow or Jamame. 

dist ri(t of ! So;.alia , in a encompassing planning 

Examples of Duties 

Evaluate existing resources and community needs. Public health
 
surveys.
 

Assess training skills of counterparts and assist in training
 
Somal i heal Lh counterparts in primary heal th care, cormunity
 
motivation, supcrvision, PIIC managemnt, and non-formal 
 teaching 
me ttods. Counterparts wi 11 work with PCI to train conniuni ty
volunteers in primary hecalth care, (primary curative and preven­
tiV and I)ronot, i V hea I th care), incorporating cappl icable
 
technologies and con,munity motivation techniques.
 

Assist 
in design of training plans and materials emphasizing
 
non-formal learning techniques in PHC. 

Conduct training sessions.
 

Aid in identifying and developing community health needs.
 

Aid in strengthening infra-structure to support PHC system. 

Assist in planning logistical support.
 

Help to establish hea]th support sub-systems; i.e., drug suppl ies, 
referral, supervision, evaluation, health information and reporting. 

Assist in community organization and training. 

Adapt and disseminate training plans and materials for use
 
throughout assigned district:.
 

On-going evaluation of training course, participants, trainers.
 

Participate in regular overall program evaluations. 

Participate in community organication and traini'ng at village 
level.
 

... and other duties S assigned. 
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Supervision: 
 Reports to Regional Project Director. 

Qual ificat ions
 

Must have demonstrated abili ity to adapt to 
new and/or different
 
cultural settincls and will irgncss to study the Somal i and Swahili 
Ian Wuag,!,. 

MPH or equivalent.
 

Minimum of 3 to 5 years working at (grass roots) level in Africa
 
or Middle East, or equivalcnt.
 

Must have experience working with government counterparts in
 
public health at the community level.
 

Must be in good health,sturdy, able to physically and mentally
work under isolated arid primitive living and working conditions.
 

Foreign language learning ability demonstrated by virtue of
 
existing fluency in another language.
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RURAL DFVEILOp.TI SPECIALIST 

DUt i( Z)11( )-Onand ,ihiIi itis 

The employee will he a rur:l devlopm,. gonreral i st, a team member worki nq in
 
conjurct ion wi tli govrn t;. counterpa2rtn in a ,listrict of Low r Juba, Sou al ia in
 
a program en compas;ing plannirny ai& ihi K1 onL ao ion of iiin1 and dev: 1lopr ent in
 
agricultural, fi.shing and nomLdic con; niti.,. The thrust of the overalI 
 program
is publ ic heal tl and rural cr..mun i ty dvelup -nL (Assi cjrmurt is to be in [Badlhaade, 

Afmadow or Jamame. ) 

Examples of Duties
 

Develop multi-sectoral aspects of public health care with other PC
 
team members.
 

Tra in countrpi:r t s and .'ork wi tIh local groups and conmuni ties in 
water development, s;inl 1 scale agiriculture, rangeland improvcment, 
resource conservation and uti i zaLion of forestry and wood re­
sources. 

Responsible for water catchment engineering and related problem
 
solving (animal and hunan water supply developiont). 

Responsible for developinq small scale agricultural projects
 
(smal I farmingi , ki tchen gardens). 

Improvement and refurbishm{ent of rural roads and able to operate 
and train nationals on operation o)f caterpillar-type bulldozer.
 

Assist district technical ministries in planning and impliementing
 
rural d::velopiment projects. 

Will interface with Regional 
and District technical ministries,
 
developing working relat ionships with the host country develop­
ment officials.
 

.. and other duties as assigned.
 

Supervision: Reports to Regional Project Director.
 

Qual ificat ions
 

Must have d.mons tra ted ability to adapt to new or di fferent 
cul tural settings and a will injnes IC study Sonal i language. 

Masters deqrce or equiva'lent experience in Rural Development,
 
smal scale food producLt.ion, and/or water developime nt.
 

Technical training in agricul ture or/and appropriate technology
 
and a good thorn t ical understardin, of components of rural 
development.
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Mi n inItI 
water, rl-ppI( !r0 1c Afi ica or . ddl2 Last 

M o f y5w rs rural dew.p1opn:n: ×:xr i cnc(' (a'j r culture, 
inolowjy) in at th
 

.qra!,s root t 'c-:l.
 

Sonic pu!, i c. I c .11. ­ xp. r it.,cc or rcal ted h.a ILth p rogram expe ien ce 
des ircb Ic. 

Ex:erieice in plarihiI ,I,in tii-I ining , riccha1 co repair, rural 
cow,truct iol. 

MIust lc.- in o:,)d hca1ith, sturdy, [ble to phy., ically (and mmntally) 
work LIIdr Lted arJ primitivLi iv ,iqconc itions.o I i 

Foreign la igua c le; rn in ahi I i !.y as dennins trated by exist ing 
f LuCcy in aniot~e r 1anrcu.cje 
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SECTION B
 

Certi fications 



Certifications/Statements
 

1. Negotiator/Administrator:
 

The primary neqotiator/administrator with whom the
 
Government may discuss this proposal is:
 

Mr. Henry Sjaardema

Executive Di rector 
Project Concern International
 
3550 Afton Road
 
San Diego, California 92123
 
(619) 279-9690
 

The secondary negotiator/administrator is:
 

Mr. Ralph Montee 
Director of Health Services 
Project Concern International
 
3550 Afton Road
 
San Diego, California 92123
 
(619) 279-9690
 

2. Statements/Plans: 

The signed Representations and Certifications and
 
Acknowledgements (AID Form 1420-12) is attached.
 

The Clean Air and Water Certificate is attached. 

Project Concern's plan for minority representation is 
attached.
 

Project Concern's official statement on non­
discrimination is attached.
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PART V 
Attachment C 
Page 1 

' REPRESENTATIONS, CERTIFICATIONS. AND AC!{ NOWLEDGEMENTS 

Name of Offeror/Bidder Prolect -Con'cern Tnterna'l'ion. 

The Offeror/Bidder represents and certifics as part o his ofter/bid tiat: .(Check 'or 
complete all applicable boxes or blocks.) 

1. 	 SMALL BUSINESS (FPP. 1-1.702 and 1-l.703) 

He ( ) is, ( x) is not, a small business concern. If the Offeror is a small buiness 
concern and is not ,he manufacturer of supplies offered, he also represents that 
all supplies to be furnished hereunder ( X) will, ( ) will not, be manufactu'ed'or 
produced by a small business concern in the United States, its possessions, or 
Puerto Rico. 

2, 	 MINORITY BUSINESS ENTERPRISE (FPR 1-1.1303) 

He ( ) is, (X ) Is not, a minority business enterprise. A -minority business 
enterprise is defined as a "business, at least 50 percent of which is owned by 
minority g-oup members, or, in case of pu,"lcly o-d businesses, at -least 51 
percent of the stock of which is o 4ned by minority goup mcmoers." For the 
purpose, of this definition, minority g-oup members are Negroes, 
Spanish-speaking American persoris, American-Orient als, American-Indians," 
American-Eskimos, and American-Aleuts. 

•3. CONTINGENT FEE (FPR 1-1.505) 

(a) 	 He ( ) has, (X ) has not, ',loyed o- retained any' company or person 
(other than a full-time, bon, i idle employee workig solely for the offeror) 
to solicit cr secuwe this con;....'and 

(b) 	 1e ( ) has, ( x) has not.. pad or agreed to pay any company or person 
(other than a full-time, bna fide employee working solely for the offeror) 
any fee, commission, percenta-e, or brokerage fee contingent upon or 
resulting from the aw';rd of this contr.act; 

and agrees to furnish informatica relating to (a) and (b) above, as requested by 
the Contracting Officer. (For interpretation of the representation, including the 
term "bona fide employee", see Code of Federal Regulations, Title 41, Subpart 
11.B).
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Attachment C page 2
 

TYPE OF BUSINESS ORGANIZATION 

He operates as ( ) an Individual, ( ) a partnership, (x) a nonprofit'
 
organization, ( ) a corporation, ( ) other (specify)

incorporated under tile laws of the State of Cali fornia­

5. 	 SOURCE OF COMMODITIES (AID PR 7-6) 

Each commodity to be procured with U.S. dollars under this contract, excepi -the 
commodities listed below, is of United States source and has been mined, grown, 
or through manufacturing, processing or assembly, produced in the United States. 

Excluded commodities (show country of origin for leach excluded 
commodity): Not Applicable 

6. 	 GEOGRAPHICSOURCE (AID PR 7-6) 

He (x) is, C )is not, a U.S. Firm. A U.S. firm is defined as "a firm that (1) i's 
incorporated or legally o-ganized in the United States; (2) has its principal place
of business in the United States, in other elimble source country (A.I.D. 
Geographic Code 941), or in the cooperating count,-yv and (3) is more than 50 
percent beneficia ly cw-ned by a U.S. firm or firms, or by U.S. citizens.n For the 
purpose of this definition, beneficia ownership of a firm is presurMativeiy 
established by a bona fide certification by a duly authorized officer of the hirm as 
to the citizenship of the firm's owners. In the case of cormorations, the co.pcrate 
secreta.y shal certifv as to beneficial ownership; he may presume citizenship on 
the basis of a stockholder's record -address, provided, however, ne certifies, 
regarding stockholder's record address, provided, however, he certifies, reglarding 
any stockholder whose holdings are material to the corporation's qualifications, 
that he knows of no fact which reouts that presumption. 

7. 	 CERTIFICATE OF INDEPENDENT PRICE DETERMINATION (W'PR 1-1.317) 

(a) 	 By submission of this bid or proposal, each bidder or offeror certifies, and in 
the case. of a joint Wi4-or proposal each party thereto certifies as to its own 
organization, that in connection with this procuremen: 

(1) 	 The prices in this bid or proposal have been arrived at independently, 
without consultation, communication, or agreement, for- the purpose 
of restricting competition, as to any matter relating to such prices 
With any other bidder or offeror or with any competitor-, 

\, 
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Fa., Unless otherwise required by law,' the prices which 'have been quoted
.(2) 

0e In this bid or proposal have not been knowingly disclosed by, the bidder 

or offeror prior to opening, in the case of a bid, or prior to award, in 
the~case-of -a- proposal,- diree tly-or -indirectly.-to-any-other -bidder-r 
offeror or to any competitor and 

. (3) No attempt has b e en made or will be made by the bidder or 
indUee any other person or firm to submit or not to submit 

.proposal for the purpose of restricting competition. ' 

dfferor 
a bid 
-

to 
or 

-

(b) 

. 

Each person signing this bid or proposal certifies that:. .. . 

() He is the person in the bidder's or offeror's organization responsible 
within that organization for the decision as to the prices being bid or;­
offered herein and that he has not participated, andwil.1 not 
participate, in any action contrary to (a)(1) through (1)(3) .abo.vej: or. 

+. 

(2) 

. . 

(1) He is not the person in the bidder's or offeror's organization 
S.responsible within that organization for the decision as 'to the 

" ,prices being bid or offered herein but that he has .been 
. * authorized in writing to act as agent for the persons responsible 

"for such decision in certifying that, such pe ns v not 
participated, and will not participate, in any action contrary to 

:.'. (a)(1) through (a(3) above, and as their egent does hereby so 

*.certify-,and 

1) He has not participated, and will not participate in any action 

**contrary to (a)(1) througn (a.)(3) above. *** 

.. "~' 

(c) 

.. 

(d) 

' 

This certification is not applicable to a foreign bidder or offeror submitting 

a bid or proposal for a contract which requires performance or de ivery,. 

outside the, United States, its possessions, and Puerto Rico. .. 

4.%. . . . ... 1 . . . .. . . .. . . .( ) 

A bid or proposal will not be considered f-or award wh re (a)(1), (a)(3), or (b) 

above has been deleted or modified. Where (a)(2) aboVe, has been deleted or 

modified, the bid or prooosal will not be considered 'for award unless the 

bidder .or.off.eror furnises with the bid or proposal a . _gnedstatement 

which sets forth in detail the circumstances of" the disclosure and the head 

of the agency, orhis. designee, determines that such disclosure was not 

,adejfothe Puiose of restricting competition.' 
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REGULAR 	DEALER-MANUFACTURER (FPR 1-12.601) NOT APPLICABLE 

(NOTE: 	 Applicable only to supply contracts in excess of $10,000) 

He is a ( 	 ) regular dealer in, ( ) manufacturer of, the supplies offered. 

EQUAL OPPORTUNITY (FPR 1-12.S05-4) 

(NOTE: 	 Applicable to all contracts and subcontracts in excess of: $10,000 

unless exempt under FFR 1-12.804) 

We ( X) have, ( ) have not, participated in a previous contract' or subcontract 

subject either to the Equal Opportunity clause herein (Section* 202 of the 

Executive Order No. 11246), or the clause originally contained in Section 301 of 

Executive Order No. '.0925, or the clause contained in Section 201 of Executive 

Order No. 11114; that he (x ) has, (.)has not, filed all required comDliance 

reports; and that representations, indicating submission of required compliance 

reports signed by proposed subcontractors, wiUl be obtained prior .to subcontract 

awards. 

ACTION" PROGRAM (FPR 1-12.810)AFFIRMATIVE 

(Applicable to contracts and subcontracts in excess of $50,000, iU.nless otherwise 

exempted under 41 CFR 80-2.) 

(1) (x ) has, ( ) has not, had contracts subject to the written affirmativeHe 
action proc-ram recuirement of the rules and re-ulatior~s of the Secretary of 

( X) has developed and has on file, ( ) has not developed andLabor, and (2) he 
does not have on file, at each establishment affirmative action programs as 

required by the rules and regulations of the Secretary of Labor (41 CFF. 6D-1 and 

60-2). 

MINORITY AND WOMEN REPRESENTATION ON OVERSEAS TEAM 

AGREEMENT 

(Applicable to all contraeets'and subcontracts in excess c4.$10,00, whi.h involve 

overseas performance by U.S. Nationals, unless otherwise exempt under FPR 

1-12.804.) (AID/1OP) 

as Dart of his offer, a written statement indicating whatThe offeror must submit, 
will taken seek include a significant number of

Affirmative steps be to to 
(see FPR 	 1-1.1310-2 for the

American minority 7roup members and women 

definition of a minority group) Cmon the Dersonnel he will send overseas in the 

of this 	 Failure submit such a statement for teams of
performance contract. to 

nonresponsive.three cr more persons, may result in the offer being rejected as 
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12. CERTIFICATION OF NONSEGREGATED FACILITIES (FPR 1-12.803-10) 

"(Applicable to (1) contracts, (2) subcontracts, and (3) areements with 
applicants who are themselves performing Federally assisted construction 
.Contracts exceeding $10,000 which are not exempt under FPR 1-12.804.) 

By submission cf this offer, the offeror, applicant, or subcontractor certifies that 
he does not maintain or provide for his employees any segregated facilities at any 
of his establishments, and that he does not permit his employees to perform their 
services at any location, under his ccntrol, where se-regated facilities are 
maintaincd. He certJfies further that he will not maintain or provide for his 
employees any seg-re~ated facilities at any of his establishments, and that he will 
not prmit his employees to perform their services at any location, under his 
control, where se~gegated facilities are maintained. The offeror, applicant, or 
subcontractor aprees that a breach of this- certification is a violation of the 
Equal Opportunity cIause in this contract. As used in this certification, the term 
"segregated facilities" means nY awaiting rooms, work areas, rest areas, rest 
rooms-and wash rooms, restaurants and other eatLng areas, time clocks, locke r 
rooms and other storage or dressing areas, parking" lots, drinking fountains, 
recreation or entertainment areas, transportation and housing facilities provided 
.for employee. which are segregated by explicit direction or, are in fact,
segregated on the basis of race, color, religion or national origin, because of 
habit, local custom, or otherwise. He further ageces that (0xcept whe.re he has 
obtained idertical certifications from proposed subcontrectoz-s for specific time 
periods) he will obtain identical certifications from proposed subcontractors Drior 
to the award of subcontrects exceeding S10,000which are not exempt from the 
provisions oi the Equal Opportunity clause; that he will retain such certification 
in his file-: and that he will forward the following notice to any such proposed 
subcontractors (except where the proposd suLbontractors have submitted 
identical certification for specific time periods): • 

Notice to Prospective Subcontractors-of Requirement -fo Certifications of 
NonseuYegated Facilities. 

.A Certification of Nonsegregated Facilities must'be submitted prior to the award 
of a subcontract exceeding $10,000 which is not exemDt from the provisions of 
the Equal Opportunity clause. The certification may be submitted either for each 
subcontract or for all subcontracts during a period (i.e., quarterly, semi--annually, 
or annually). 

NOTE: The penalty for making false statements in offers is prescribed in 18 
U.S.C. 1001. 
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13. 	 AFFILIATION AND IDENTIFYING DATA 

(Applicable only to formally advertised solicitations.)
 

Each bidder shall complete (1) and (b):
 

fa) He (-) is, -x) is not, owned or controlled by a parent company.
 

(b) 	 If the bidder is owned or controlled by a parent compahy, he shall enter in 
the blanks below the name and main address of the parent company and the 
iRS employer's identification number. 

!4. 	 DATA UNIVERSAL NUMBERING SYSTEM 

The. Contractor's Data Universal Numbering System Numb'er (DUNS)
 
IS: -_Does nof apJ..,y.
 

Name of parent company and main
 
offlce'address (include ZIP) Offeror's E. I. No.:
 

Does 	 not anply 
_ _ 	 _ __,_ _ _ __ _ _Parent-E. 	 I. No.: 

ISO" 	 WOMAN-OWNED BUSINESS 

Concern is ( ), is not (x) a %Yoman-ownedbusiness. 

A woman-owned business is a business which is, at least, 51 percent owned,
controlled, and operated by a woman or women. Controlled is defined as 
exercising the power to make policy decisions. is defined asOperated actively 
Involved in the day-to-day managemeht." 

For the purposes of this definition, businesses which are publicly owned, joint
stock- associations, and business trusts are exempted. Exempted business may
voluntarily represent that they are, or are not, woman-owned if this.information 
is available. 

This is to certify that the REPRESENTATIONS, CER'flFICATIONS, AND 
ACKNOWLEDGEMVENTS above, in support of the offer datedFeb. 27,1984 ,for the 
purpose Of .iber-i pp , are complete and correct. 

Feb.27,j984 	 / 
(Date) Signature'of Individual Authon±zed to 3ign Offer 

These REPRESENTATIONS, CERTIFICATIONS, AND ACKNOWLEDGEMENTS shall 
) orm part of any contract resulting from this solicitation/offer. 

NOTE- The penalty fo'r making false statements In offers is prescribed In 18 U.S.C. 
1001.
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Attachment G
 

CLEAN AIR AND WATER CERTIFICATE 

or(Applicable !f the bid or offer exceeds $100,000, the 
Contracting Officer has determined that orders under an in­

contract in any year will exceed $100,000, ordefinite quantity 
used has been the subject of a convictiona facility to be 

under the Clean Air Act (42 U.S.C. 1857c-8(c).().) or the 
Federal Water Pollution Control Act (33 U.S.C. 1319(c)); and is 
listed by EPA, or is not otherwise exempt.),
 

The'bidder or offeror certifies as follows: 

(a):" Any facility to be utilized in the performance of 
this proposed contract has ( ), has not (a'), been 
listed on the Environmental Protection Agency List 
of Violating Facilities. 

(b): He will promptly notify the contracting- officer, 
prior to award, of the receipt of any comunication 
from the Director, Office of Federal Activities, 
Environmental Protection Apency, indicating that any 
facility whJch he proposes to usr for the per­
formance of the contract is under consideration to
 
be listed on the EPA List of Violating Facilities. 

(d): He will include substantially. this certification, 
(c).,'in -nonexempcincluding this paragraph every 

subcontract.
 

9-ignature 0- -a-a Authori z " Sign 0:ret 

officerExecutiveHenrf-S-jaardema-Chief
"ypec-Name 1'.'-iT o Jigvua -. 7ihar zcd 'lo S na c 

February 27, f984
 
Date or Signature
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MINORITY RECRUITING
 

Project Concern International (and its affiliate AmDoc/Option)
 
has a policy of recruiting the best available personnel for its
 
domestic and foreign positions (and in the case of AmDoc/Option of 
recruiting for referral purposes) without regard to race, color, 
sex, age, ancestry, religion and national origin or political 
preference or marital status.
 

In recruiting, Project Concern places notices at all Schools
 
of Public Health in the United States, contacts other voluntary
 
agencies, advertises in journals, newspapers and magazines where we 
feel there will be the most impact for the dollar. We have consis­
tently recruited through the Peace Corps "Hotline", TransCentury's 
bulletins, The American Journal of Public Health, Nurse Practiticner
 
magazine, The American Nurse, The Nation's Health, and other such 
magazines.
 

Our ads point out that we are an equal opportunity employer
 
and are interested in male or female applicants.
 

It is Project Concern's policy not to discriminate and this is 
pointed out in our manuals: "Project Concern wants each employee 
to know that it has a definite non-discrimination policy. It is 

our policy that no person will be discriminated aqainst in hiring, 
tenure, pay, promotion or other conditions of employment because 
of race, color, national origin, ancestry, political preference or 
marital status." 

Project Concern's applications for employment contain the same
 
verbiage.
 

The Project Concern Board of Directors have stated in the 
By-Laws: "Selection of Directors shall be without regard to race, 

sex, creed, religion or national origin. Qualifications and merit 
of Directors."alone shall determinie-nomination 
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PERSONNEL RECRUITING
 

The offerer has a unique ability to recruit short and long 
term personnel. We have been doing 
it for 23-years. One contri­
buting factor of this ability is found in utilizing the network 
of applicants registered with AmDoc/Option, Inc., Project 
Concern's non-profit recruiting organization.
 

The active files of AmDoc/Option as of 31 January contained 
4,518 health professionals.
 

Each year 80 to over 100 placements are mdde with an aggre­
gate of 50 to 60-years of service committed. At year-end 1983 
for instance AmDoclOption had placed 112 persons internationally
and domestically for a total of 6 6 .9-years. One-thousand-eight­
hundred-fifty referrals were made. 

AmDoc/Option has been working with about 100 
institutions
 
(including universities) and organizations worldwide, and those
 
principally in Africa which we have assisted over the years are:
 

Holy Family Hospital, Ghana
 
Tumu Tumu Hospital, Kenya
 
Operation Crossroads-Africa
 

(Kenya, Ghana, The Gambia, Sudan, Nigeria) 
Africare, Kenya
 
Ghogoria Hospital, Kenya

Maua Methodist Hospital, Kenya
 
Mwihila Main iospital, Kenya
 
St. Joseph Catholic Hospital (Monrovia), Liberia
 
Mlamba Hospital, Malawi
 
Mulunje Hospital, Malawi
 
PHAM (Private Hospital Association of Malawi). Malawi 
Mainland Clinic, Nigeria
 
CED Clinics, Nigeria 
Lalmba Associates, Sudan
 
Inter-Church Re-pnse (N.Y. African Desk) 
Ngora Hospital, Uganda
 
Salisbu-y Clinic, Zimbabwe
 
United Presbyterian Vocation Agency (Africa-wide)
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"Invlcved InMankind" 

2/2 7/8 4 

RESOLVED, that no person is excluded from service 

because of race, and 


RESOLVED FURTHER, there is no segregation if persons 

served on the basis of race, and 


RESOLVED FURTHER, that there is no discrimination on 

the basis of race with regard to hiring;

assignment; promotion or other conditions 

of staff employment, and 


RESOLVED FURTHER, that Project Concern have a written 
plan for positive action to achieve equal 
employment opportunity for all persons in 
the filling of its staff positions including 
elements such as contact with various 

•~~~ 

organizations in the community, including 
minority group organizations, regarding 
employment needs, recruitment advertisements 
in minority news media where advertising in 
.the general media is used to fill jobs, 
identifying Project Concern as an equal 

WearySjaardgoas
Cne tI vEruhre ,ef1'xeculiveOil Dreiloe 

gauli K.111atthrvsoo 
Secretaryllloy
A.S:oop# 

Cief Fiancal OrcerBOARDOF DIRCTURS 
William M inC.Illcole,.. raram 

D)olores F,i ,.J. Desil 
,,,,i,. ,C...,
GirtF All 

DouglasCise

DeeCajble
 
r mi,on creg,;e,
 
Gecige de p

D,,.,E,js
Roterli ERD,,,.

RichardGteore 
M Lou He'ey MD.
 
RichardD Hollano
 
Gerald1.Isenberg 

AGeIey 
John R MacLennan~ ooer PLo*, 
Donald,.Sey
,, 

TedadOsoorn 
CarlPeterson
 
WdihamE Sa!let*hle

LenardWa:er SlIa
 
W.a,,B vanv,n MD.
W ilam vessonGUS 

INTERNATIONALHEALTH 
[x.,,MP 

velunJ9'A.eMiSc.FM. C."DMPH
 
i,'n M o 9AM . .,PH
 
.na, M.. MH. F.A.O.P.M. 

INTERNATIONALHONORARTTRUST ES
Johnl
9taalmas. Pn 

f,:,,,eP.Cohen
 
FR'eftF.o,en
nJ. .,
H.'n e.ie
Kennelh Frinzhelm, 1: 

Ho,,ne.
 
Ricr,,id
H.Hca<iee 
GeoyqeLodqeMaiGen.JN.humnphrey$.U.SA.F.(Rel)
 

Han,:a,,Pe.n
e0b R,Cnards 

employment opportunity employer in recruitment ChanS-chulJarle A k ,dmore, Jr. 

advertisements and the use for job referral 

purposes of only those employment agencies 

which do not discriminate on the basis of 

race in making referrals, and 


RESOLVED FURTHER, that there is no dicrimination on 

the basis of race in membership or. Project

Concern's Board of Directors. 


he.eby certify that the above resolutions were 


adopted at the Project Concern Board of Directors
M~IM ing h'e ,i bruary 1, 1974.

/u,
/I / ( '~ ~ 

Quinn K. Matthewson 
S.cretary 1 k 

ivC,0TrS,, .0
CaxiR Ter;ia . 

AnnieDW,.,il,.PhD.Pot.8b'?,,4on
 

INTENATIONALAFFILIATES 

Sdihs 
Calda
 

HongKon ,d 
JamesWongBingCoeLai 
SiRnRnShaw,CrBrE.
 

XavierVenegasD'Avibl 
NowZend 

DavidC. Richardson ,idC.sao 

oai,,

Bolivia,,se,,nlCarol 
gGambiaGutaalKongEn 

Mole 

Visulas 

Foundedby Dr. .!amos W. Turpln 
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PAGE 1
 

.SOLICITATION 
 NOTIC
 

Facilities Capital. Cost of Money
 

Facilities capital cost of money (see FPR 1-15.205-51(a))
 

will be an allowable cost under the contemplated contract, but 

only 3f the contractor specifically identifies or proposes it
 

in the cost proposal for the contract and elects to claim this 

cost by check-ing the appropriate box below. If the contractor 
• f 

does not specifically identify or propose facilities capital 

cost of money and does n,)t elect to claim thin cost; the 

contract wil. include the Waiver of Facilities Cai ital Cost of 

Money Clausc. 

/ / The prospective contractor has specifically identified 

or .proposed facilities capital cost of money in its cost 

proposal and elects to claim this cos't as e n allowable-cost 

under the contract. 

/( The prospectivecontractor has not specifically 

identified or proposed facilities capital cost of money in its
 

proposal and elects not..to_ claim it as an allowable cost under
 

the contract.
 

__C~~. at-DF ir:__r.j_ez n f irnn I 

Signature:,' -

Henry Sjaardema 
Titi ief Executive Officer 

DAL: - ruary 27., 1984 
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Part V
 

'Attachment E
 

OF INTEREST REIMESENTATIONORGIlZATIONAL CONFLICTS 

the best of its knowledge(5): The offeror represents, to 
to it of a contract or the modi­and belief, that: The award 

does not (X-),fication of an existing contract does ( ),or 

involve an organizational conflict of interest. 

means
(li)* The term "organizational conflict of interest" 
or a contractorthat a relationship exists whereby an offeror 

(including its chief executives, directors, proposed consul­

tants or "subcontractors).has interest ihich (A). may diminish
 

its capacty to give impartial, technically sound, objective 

assistance an2 advice or may otherwise result in a biased work 

(B), may result in an unfair competitive advantage.
product, or 

include the "normal flow of benefits" from the per-
It does not 


formance of a contract.
 

(WJ): The term "contractor" means any person, firm, unin­

corporated association, joint venture, partnership, corporation
 
to a contract with the
 or fiffiate thereof, which is a party 


',erica. As used. in this definition, thct term
United States of 

"affillate" has t":.>o same meaning as provided in FP. 1-1..601-1
 

(e);.
 

Concern InternationalCONTfPACTOR Proj ect 
__...
.
 

_-
By _-__ 

• 6 &1 gn-tur.&enry Sjaardema
 

Title Chief Executive Officer
 

February 27, 1984
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SECTION C
 

Contractor Responsibility
 



Contractor Responsibility
 

1. Financial Resources:
 

PCI generates financial support from a wide variety of
 
sources including the general public, corporations, ser­
vice organizations, the U.S. and Canadian Governments
 
through AID and CIDA funding. PCI's international affi­
liates in Australia, Canada, New Zealand, Hong Kong, and
 
Mexico provide both funding and jointly participate, in
 
some cases, in program development and implementation.
 
We look to them to provide increased levels of funding
 
in the future.
 

In addition, PCI has been able to motivate other deve­
lopment organizations; governmental, international, and
 
non-governmental, such as the German Development
 
Organization (GTZ) in the Gambia, WHO (The Gambia),
 
UNICEF (Bolivia), and Save the Children (UK), the
 
Gambia, to provide support for PHC programs assisted by
 
PCI.
 

Host governments and local communities provide a wide
 
range of contributions in-kind, facilities, labor and
 
ri.aterials for PCI projets in keeping with PCI's
 
programming philosophy of self-reliance. These inputs
 
have been monetized at approximately $250,000 per year.
 

PCI has demonstrated a consistent ability to operate its
 
overseas programs at minimal cost with effective
 
results.
 

PCI has maintained an average annual budget for inter­
national programs from non-U.S. governmental sources of
 
83% over the past three years.
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2. Compl i ance/Performar ce/Integrity: 

PCI has a proven record of accomplishment in the field
 
of primary health care craining and development, its 
major focus of activity. PCI is currently assisting the
 
Ministries of Health of Belize, Bolivia, Indonesia, and 
The Gambia in planning, training, and developing their
 
national and regional primdry health care programs. 
Innovative and effective local PHC programs have been 
developed in Guatemala and Mexico and are being 
integrated with national PHC policies and programs.
 
There is strong governmental interest in these countries
 
in expanding these PCI programs.
 

Strong expressions of interest in and endorsement of 
PCI's work in Guatemala and The Gambia have been 
received from AID Missions in those countries and from 
AiD/Washi ngton.
 

PCI is directly involved in the management and implemen­
tation of overseas development projects working in 
cooperation with host country Ministries of Health and 
other health departments and local groups, organiza­
tions, and communities. It also provides services and 
technical assistance to interested developing countries. 

The emphasis in PCI's programs is on training and deve­
loping local capacity. In particular, PCI's programs
 
are aimed at reaching the poor majority of people in
 
developing countries in a key area of basic need--health 
improvement. Health is critical to expanding individual 
and national productivity. 

In all countries in which PCI now works or anticipates 
working, our efforts are directed, in close collabora­
tion with host authorities, at the development of
 
appropriate, affordable accessible, sustainable primary
 
health care services. The content and design of these
 
PHC systems are developed with specific reference to the
 
health resource needs, disease patterns, institutional
 
and cultural structures and values of the individual 
country. 

Fostering self-reliance is a major objective of PCI, 
philosophically, and all of our projects, program­
matically. We are especially careful to promote and
 
support activities which are ultimately affordable to 
the people, communities, and governments involved. 
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SECTION D
 

Business Management Information
 



Business Management Information
 

1. 	AID Matching Grant:
 

a. 	Description: Develop and expand primary health care ser­
vices in Belize, Bolivia, Guatemala, The Gambia, and Mexico.
 
The basis of PCI's operation is health care training. Our
 
grassroots approach involves training people to care for their
 
own health needs. By establishing working models that use local
 
resources, we encourage self-reliance and host country
 
replication.
 

b. 	Contract No: PDC-0193-G-SS-3106-O0
 

c. 	Period: January 1, 1983 to December 31, 1985
 

d. 	Type of Contract: Matching Grant
 

e. 	Dollar Amount: $1,200,000
 

and:
 

b. 	Contract No: AID/SOD/PDS-G-0279
 

c. 	Period: October 1, 1980 to September 30, 1982
 

d. 	Type of Contract: Matching Grant
 

e. 	Dollar Amount: $1,002,000
 

2. 	USAID Indonesia Co-Financing Grant:
 

a. 	Description: Inc-ease the capability of the Provincial Health
 
Service of North Sulawesi to plan, design, implement and eva­
luate primary health care programs in rural areas of the
 
province.
 

b. 	Contract No: Grant #84-4, Project #497-0336
 

c. 	Period: October 1, 1983 to March 31, 1985
 

d. 	Dollar Amount: $164,000
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3. Indian Health Service:
 

a. 	Description: To provide dental care for Navajo
 
ndians in areas where no dental facilities exist.
 

b. Contract No: 245-82-0002, 245-82-0003
 

c. Period: January 1, 1983 to September 30, 1984 

d. Dollar Amount: $248,134
 

4. Home Office Management Support:
 

Support by PCI's headquarters will be provided in the
 
following areas:
 

a. Administration 
b. Personnel 
c. Financial Services 
d. Program 
e. Operations 

5. Incorporation: 

PCI was incorporated in the state of California in 1961.
 
A copy of the Article of Incorporation are attached.
 
Also included is a copy of PCI's tax exempt status under 
section 501(c)3 of the Internal Revenue Code. 
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OFFICE OF THE SECRETARY OF STATEIL 


1, MARCH FONG EU, Secretary of State of the Statc 
of California, hereby certify: 

That the annexed transcript was prepared by and in this 
office from the record on file, of which it purports tc be a 
copy, and that it is full, true and correct. 

IN WITNESS WHEREOF, I execute 
this certificate and ai-x the Great 
Seal of the State of California this 

RAY 2 2 1977 

:- ,:­£7 

:.A I " "
"-"-" - .:3'" 
Secretary of StateA..,J4 

". . , ',.. 
--,'.'' .- ".f:J.'.!? d l' 'eo #o tt 

. - .. . - ,, - ? " 
-. _"
... . ,,.. ... .. sd f D -3 



" .- IARTICILLS OF I'NCOIlPIGtIA 

PROJECT CONCE RN, I:,CORPO ILTD. • ./ 	 l t­

fixl 
ALI, ME- BY TLS"E	 "/NOW 

orrnng a
That we, the uidersigned, fo< h!.-jc~e ot 

i of the Corporat.fnsIcorporation und-er P'.rt of Division 2 of Title 

also kno'n as the C#nrwral Non-.Scate of CalL o,-.i,Code of the 

do hereby adopt Articles of licorKwration
Profit Corporation Law, 


s foLlows:
 
AXTlCLE I0/ X.j 

". 

, The vrame of s' W_corporation is "PROJECT CONCERN, 
-

"LCCRPORATED". 

ARTICLE LI 

Pu rpos.! 

The corporation's purposes are: 

(a) Primarily and specifically to entablish, n.intai'n and 

operate 	sn iudependev:t Chr.stian medical relief orga.Lization. 

charitable medical
(h) To estnblish, mauitairt azt.i operate a 

clinic and n-inor surgical facility among the Chinese refugees and resi­

dents of Hong Kong, China. 

,ture d.en.ed(c) 	 To assist Li charitable work of any .­

tdcational an,]
beneilcial for the promotionof the welfare (medical, 

now living in the vicinityresideotsspiritual) of the Chinese relugees arli 


of Hong Yong, r-ritish Crown Colony.
 

(d) 	 To obtain by vay of gL't.s. p irctzae or otherwise, 

food stuffs and other sim.iar articles cf 
clothing, medical supplies, 

saae to the poor ,i needy
personal prop-ty, and to 6ztribL',tO the 

of Hong K(ung, British Crown Colony,
Ct )Mte tefugeen and rsidenu 


anti ,urround-.W areas.
 



medical missionarY org..-*.tation ano(e act a a 

care and attertb. 
to promote Chrlstianity 	a.io.ig those receiving 

from said corporation. 
y(f) 	 To receive gifts and grants of money and prope 

saxne for charitable nurloses.
of every kind, und to adinnL-iter the 


trus' incidental to the

(g) 	 To act as trustee under an. 

atd to receive, hold, ad-nfrdster 
. principal objects of the corporation, 

and expend fund-- and property subject to such truSt. 

(h) To convey, exchange, lease, mortgage, encumber, 

real or* or otherwise dispose of all propert,,
transfer upon trust, 

personal. 

or
(i To make cbntracts; and to do all other acts necessary 

expedient for the administration of the affairs and attainment of the 

purposee, of the corporation. 

The.above purpose clauses shall not be limited by refererce 

but Each such purpose clause shaUlanother, 

separate statement conferring independent purposes 
-to or inference from one 

be.,ongtrmed as a 


and powers upc4n the corporationI.
 

ARTICLE M 

Non-Profit Corroration 

The purpose3 for which this corporation is formed are purely 

and not for fi.ncial ga:, and
charitable aL. humanitarian,benevolentt, 

gain shall ever accruQ to 	any mernber of this corporatioa.
no financial 


zor any other person or inttution i-i the conduct of same.
 

ARTICLE IV
 

Location 

'he county in the Stite of Ca.l.fornia where the principal office 

for the transactiou *ofthe business of the corporation is located is the 

Cbunty of San Diego. 

ARTICLE V 

Number and'Narres cf Direcorz 

The number of directors (if tie corporation is five (5).
(a) 
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(b) The r.mnez and addreasea of the persons who are 

appointed to act as first direc.ors arc: 

AddressName 

James W. Turpin 	 1105 8th S:reet 
Coronado, Cahlliornia 

1105 8th)StreetMatha "Turp*n 
Coronado, Cai orria 

1717 Ken.rrar 
Maahat:an, Kansas 

Thelma Shirley Fleener 	 1717 K-:nm.ar 
Man-haitan, Kansas 

918 "A" Avenue 

Paul E-n Fieener 

J. Jack-or, Wills 
Coronado, California 

ARTICLE NI 

Stock S:ruttre 

The corporation formed he-eby shall have no capital 3tock, 

-and shall be composed of members ra:her than' shareholders. 

ARTICLEL V"I 

Conditions of :erbershn 

The conditions and regulations of membership and the 

,hall be dcterrn.Lnedrights or cher privileges of the classes of mernbers 

and fiied by the by-laws. 

ARTICLE VIII 

Non-A sse ssibi t v 

The private property uf the members of this corporation 

aL! not be ilable for i:3 corporate debtl,. 

ARTICLE IX 

TP.Issolution 

This corporation do:.t not contemplate the dis.ribution of 

and i" nasetsgains, profitb, or dIvidcn£s to the members thereo.', 

dd thia3 corporation are irrevoc bl- dedicated to chari able purposes, 

and upon the Iiq id.on, dlsso-,ution cr.abandc ns!= of :he co:Toration, 

co:;oration shall be distribu.ed t3 -,.md, foundation orall asuetz of the 

-3­
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mci cal or 
corporation o'pereld and organized for religious, 

any ofth,: assets or
chartable puaip~seF, rnd !n no event shal 

property "Afths cc.rporation, or the proceeds of any of Raid 

asts or prope.y, in the event of dissolution thereof, go or 

be dib'ributed to thc m-embers. 

IN WITNESS WHEItEOF, wc. 0:e undersigned and 

above named incorporators and first directors of this corporation 

executed these Articles of Incorporation on the date sethave 


opposite our respective naynes.
 
Date. 

a,_MeW. p- ____ _ 

I
" 'i ~~'i."i"ice/.ar 

STA 4 E OF CA!.,FORN'IA) 
) Es. 

COUNTY OF SAN DIEGO 

On t..i23 day of October, 1961, before me, the 

Public in and .for said County and State, personallyundersigned, a Notary 

TURPLM, and J. JACKSON WILLS,
appeared JAMES W. TURPL'o MAPT1HA 

known to me to be the persons whose names are subscribed to the fore­

to me that they exe­
going Articles of Incorporation, and ac'nowledged 

cuted the same. 

WITNESS m,. hand and official sea . / 

Mlary P.-b!c in and for unid 
Cconty and -Sate. 

My Commission xpiresf 
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STATE OF kNSAS 	 ) 
) . 

COUNTY OF F.LLEY 
Ou th .s -day of ? /. , , 0 1961, before me, 

the undcrsign,:d, a Notary Public in and for said County and State, 

SHIRLEYPAUL ERWLND FLEEN"Ei and THIL ;AA
personally appeared 

subscribedknown to me to be the pc:sons whose names are
FLEENER, 

to me 'hat 
to the foregoing Articlve or Incorporation, and acknowledged 

they extcuted the same. 

WITNES my.hand and official neal. 

2.- 4 	 7.,4 

'Notary Public lf and for said 

County and State. 

SMy Commias'on Expires: -v'Cl'v 



F I LE DCE2TIF:CA'7-. 0? A*..P..:*.E;T 


. ......
I 

ROBERT -SANLA,,D and MARIE WAH.L certif'y: 

That They are 


mentioned were, the duly elected vice-president and secre-


P.OJE T CC:ICR.I I'CORPO.RAT.ED, a
 

6. now, and at 	all times herein 

tary, respectively, of 


California non-profit corporation.
 

2. That pursuant to the by-law3 of the corpor­

ation, any actlcn required or pern..tteJ to be taken by 
the
 

a meeting, and with
board of directors may be 	taken without 


as a unanimous vote of the dire,-;ors,
the same force and effect 


if all meebers of the board shall Individually or collective­

ly consent in writing to such acticn.
 

3. 	 That the directors by unanimous written con­

following resolution:sent without a mee!ting duly adopted the 


Poard of Directors
WHEREAS, it is deemed by the 


its best Interests and to the
of this corporation to be 	to 


jes5t interests cf its members that Its Ar'tcles of Incor­

poration be am.ended as hereinafter provided;
 

0 RESOLVED, that Article SECOND of tt.t Articles
 

endeA to
of Incorporaticn of this corporation is hereby ar 


read as fo"lows:
 

"SECOND: (a) The specific and primary purpose
 

to
for which this corporation is formed Is 


hospitals and
establish, operate and n.a'ntalr 


out-patient red.cal clinics exclusively for
 

people anywhere In
thar-tatle purposes a-.on-


the world who are 
in need of redlcal care,
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(b) 	 -nr reneral rurpc3e. for *!;'ch this 

IS fcr.ej are to use, culn, ard,-,nis':¢r,corrcrat.4on 

an ma.na.e prop(rty (personal real cr .-ixei) 

dcnateI for chiritatle or sclentUifi
which .-.as been 

purposes to tht cor-craticn for u.,e by it; to 

peop:.ead.inlter r.edl:il care among the needy 

of the 	wc,-Id and to et'ucate them, where 2es" 1 ',; 

to take care of their owi medical and hPaltI; 

Lind mainailn f -l"­needs; 	 to estaoli1h, o-.rate 

wt'rld frities arnor., the needy people of the 

the purpose of administering and supporting 

rieulcal and health education; to establish, 

operate and maintain facilities among the noe 

people of the world for the purpo.se f admini.­

terincg 	and supporting primary and secondary
 

schools; and to perform such other acts of a
 

charitable or scientific nature which are In
 

any way related to the abov,. specific, primary
 

and general purposes of the corporation.
 

.(c) Notwithstandilng any of the above state­

or powers, this corporation
ments of purposes 

shall not. except to an Insubetantial degree, 

engage in any activities or exercise any 

powarz 	 that axe not in furtherance of the 

•primary and general purposes of this corporation.
 

(d) This corporation w.ll rot engage in
 

politic or propagandA. aietIvtien. 

that the 'lice-President
PESOL'ED, FURT,R, 


and Secretary of this corporaticn be aid they hereby are,
 

their oaths 
authorized and directed to zIcn anj verify by 

narncr required
and to 	 file e certificate in the o-n &nid 

D-1O
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by Sectlon 3672 of the Californifa Corporatons Code, and.
 

all thinFs necessary to affect
In Fnerl, to do any arid 


*ection 3672."
said amendment In accordance with said 

of members cf the corpoiationh. 	The number 

and pursuant
consentini, to such amendment is fourteen (1) 


to the amended by-laws of PROJECT CONCEF NCORPORATED,
 

the number of members of the ccrporation is fourteen 
(14).
 

as set forth in the
The wordinr of the amended article 


as set forth In the
Written Consent of Members is the za',:e 

directors resolution described in Faragraph 3 of this 

certi ficate. 

Each of the undersigned .e,:lLnr.3 4.nder penalty 

of perjury that the matters set forth in tie foregoing 

true and correct.certificate are 


Executed at San Diego. .eLl:frnia cn February 

1967. 

Ia-,rit hl, ecretary 
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OFFICE OF THE SECRETARY OF STATE 

I, MARCH FONG EU, Secretary of State of the State 
of California, hereby certify: 

That the annexed transcript has been compared with 
the record on file in this office, of which it purports to be 
a copy, and that same is full, true and correct. 

IN WITNESS WHEREOF, I execute 
this certificate and affix the Great 
Seal of the State of California this 

SEP 19 
- .€., . .,• 
; o State 

',D,1
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CERTIFICATE Or AMENDMENT 
OF ENDORSED 

ARTICLES OF INCORPORATION FI LE D 
In t1, Offica of tho Secrlary of StlOF 

OFth~estlet of Coi 'fornics
PROJECT CONCERN, INCCRPORATED So, 21oSo': . SEPI 21980 

IVM'I FONG EU, Scraltry of State 

C. Robert Cronk and Quinn K. Matthewson certify that: XoKleenP. Gullerrez 
Deputy 

I.) They are the Executive Vice President and Secretary,
 

respectively, of Project Concern, IncorporateJ, (the 

"Corporation"), a California corporation. 

.2.) Article I of the Articles of Incorporation of the
 

Corporation shall be amended to read as follows:
 

"flame"
 

The name of said Corporation is 

Project Concern International.
 

3.) The foregoing amendment of the Articles of Incorporation
 

of the Corporation has been duly approved by the required
 

vote of the Board of Directors of the Corporation and of
 

the members of the Corporation. 

.C.. Robert Crohk
 
Exe tive Vice President
 

inn K. Matthc. son 
ecretary
 

The undersigned declare under penalty of perjury that the matters set
 

forth in the foregoing certificate are true of their own knowledge. 

Executed at San Diego, California, on S? T /D - 1980. 

C. R Cronr " 
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U. S. TREASURY DEPARTMENT
 
INTERNAL REVENUE SERVICE
 

WASHINGTON 25, D. C. 

IN RrPLY REFER TO 

T:R:EO: 4 
TUCNUV 8 

PURPOSE 

. 0 
 Char'Ltab:la
 
Projczt Concorn, Incorporatod 
 ..
 

AD'RESS INQUIRIES A FIL-- RETURNS,otfio,4.,.3 OPst Oie Bo WITH DISTIICT DIRECTCR OF INTERNAL 
REVENUE
San Diego, California 92112 
 Los Angelci, Califol-nia 

~ctc~r:FORM,rl~~l(.?l 0 •REQUIRED 9s.A-. T+COu'NThiC PLh-ic&'D n -:NCIMG 

Baoed upon the evidence !tubrrntted, It Is held that you are exempt from Federal income tox an on orqoriiza­
lion described In srection S01(c(3) 0! the Internal Revenue Coae, as ,tis shown zt you zre orcanized ond
operated excl'uJ;ively for ?he o''rposr shoa/n rove. Any questons concerining e:cise, employ-ent or other 
Federal taxer, rets.s-iosuirit~td to yuur C-istrict Director. 

You are riot req.red Io iile Fderal income cx returns so lcnq as you retain an exempt s'at'Js, urless ycu
are subfo.7t to th-? tix oi ue:aTed s:-cne !'nprsad by iu i.n svctios c-f the Co.e an'! cre r--alred to 
file Forn 9"0-14 tor threpurz-pv;e oi rq-or*:nc tmr'ua:ed business taxabe Irnc)rr. niy chn. -n yzur :qco--
Izalton'.-. choatcotur, pai~rse s :;r metnod ot openaon snouid ou repor'e-l irrieaictl-y to your Diistn-tDirector 
for Can0idf--fo!r ofn tf r ft,-iO upcn your exempt st'atuZ. You should also :eport :ny crunce io your ncne or 
odrre-ss. Your lIl,.y or fl:nq t;e cnua tr.fcrnmation return, "'"- A, so t rh a-ov,:. "sot return,99mB is 
it req.ired, runt be ftled cf.er the close of your GrhUal ccsountuiq period ind,-aled "bove. 

Contrihutionnoo, to you c 'edeductlb'e by driou as p:ov!d-d In s:.t.cn 170 of the Code. 9equests,

legacies, de.' inc, tror.sft-s or ,;ifts to or for your use are deductinle for Federal estate and qift tax pur­
pos.s under the prcviors of sections 2055, 21 Of. and 2522 of the Code. 

You are not luir.:Lficr the tax.es imposed under the Federal Insurance Contributions Act (social security
taxes)uness you fiela i 'ver cf t:xex-nrtion certificate as prcided in such act. You =re not licble for the 
tax imposed under *he Federal Ut'nonplofrment Tat Act. Inquir'.es about the wai'er of excmp'.cn ce:llffzote 
for soicat security tuxes s o c' be addressea to your District Director. 

Your District Director In teLq advised of thL cctlon. 

Very truly yours, 

Chiin O/~~ Bran chC f, Ir4ar- zao on s 

P.) ,,,., -10Ad3D-14 

FOM, 6 77 IJnrI. 3-6i 

http:excmp'.cn
http:Inquir'.es
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M•W. ; , . Si,. in ,I.ry tu.: 

PII61 

Gentlemen:. 

Based on the information You rcceutly sutmitted, we have classified you as an orani­that is not a private foundation a- defi,,ed in saction 509(a) of the Internal Revenue Code.
 
Your classificatio.n 
 s bas,.d on the assumption that your operations will be as stated inyour no?,ification. Any chanoes in your purposes, character, or menthod of operation must bereportad to your District Director So ho may conside2r the e0feVt on your sta~us, 

Sinceraly yours, 

Chief, Rulings Section 
Exempt O:ganizationz Branch 

FCPM M-0714 ('-70) (C0NTINUOUS) 



JOINT PVO/UNYVERSITY 
RURAL DEVELOPMENT CENTER 

Westein Carolina Unikersity 
Cullowhee, N.C. 28723 

(704) 227-7492 

-,, AL .. AN ALLIANCE OF UNIVERSITIES AND PRIVATE AND VOLUNTARY 
ORGANIZATIONS TO BETTER SERVE THE NEEDS OF RURAL PEOPLE. 

GOVERNING BOARD 
JOINT PVO/UNIVERSITY RURAL DEVELOPMENT CENTER
 

DR. PAUL F. McCit v,
 
Cut'Ce,,,,rir 
 CAPABILITY STATEMENT
 

Church World Ser. ice 

DR H.F. Rtrni(so 
Co-(-harmlan 

Ch, n(elorWe,,ern Carolina Unerriy The Joint PVO/University Rural Development Center (Joint 
Nogr .B.ri Center) is a nonprofit organization dedicated to the collabora­

ecu,,t,%v,, tion of universities and private and voluntary organizations

Lutheran \Vorld,, Ri (PVOs) involved in rural development, especially in the interna-


DR F~cD ,\WN tional field. By bringing together these two communities in com­,f',d,,,t plimentary relaLionships, the efforts of each are strengthened.Thc Uni.eisitvy w ,rg: The Joint Centpr performs specific work in collaboration for 

DR Fo.WRD FOR development. 

North Caroina I Lr trt,1 't1, 

DR Prtii ..(rp I . Under an agreement with Western Carolina University, the
 
EecutiDire,,.,)r Joint Center 
 is housed and administered by the Center for

CARE Improving Mountain Living ,C!ML). CIML is organized into five
 
DR WIcE. L\rK.. divisions--namely, International Programs, Human Resource Develop-

Ir,'.".r nient, Leadership Development, Economic Development, and Natural

Virginia 	Pol i chnic , ­

and State Un..rt, Resources Management. The Joint Center has access to this wide
 
Dr,R.	 FSM-ACC R ( ,, base of excerience and professional expertise. 

Chrstar, Chrkdrens twi The Joint Center is controlled by a Governing Board made up 
LEonO. MARI,Y of the four chiet executive officers of CARE, Church World Ser-I ecrliveoV'rr,,, vice, Lutheran .Jorlci Relief, Christian Children's Fund, and the 

American Council ot

Voluntary Ager. ,e, former executive-, .irector of the American Council of 
VoluntaryFor Foreign Ser cic, Inc. Agencies in Foreign Service; and the five chancellors or presi-
DR. JOHN TirNrA dents of AppaLachian State University, North Carolina A & T,
 

(hancvilhr Virginia Polytechnic and State University, Western Carolina
 
Appalachian State Unirty University, and the University of Georgia. Institutional

F.MERT0NCRL(ER members--that is member universities, PVOs, and centers of spe­
Eecutve.Secret,,y cialized development expertise, now number fourteen with other
 

institutionn under consideration as 
the Joint Center develops.
 

One of the major assets of the Joint Center is its experi­
enced staff. The executive secretary of the Joint Center and
 
also CiX2L's director, a former executive with one 
of the largest
 
PVOs, has been active on 
the BIVAD Joint Committee on Agriculture
 
Development (JCAD), is the university's Title XII officer, and
 
has worked in the international development field for 
25 years.
 
He maintains a de:-p commitment and a personal involoeniant with
 
all program activities at C!hL. The associate director for Iater­
national Programs has recently completed a five-year assignment 

/ / , 
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as Peace Corps country director in Micronesia and Fiji. She has also had
 
extensive experience in rural development in the U.S. The staff includes
 
the former dean of the Colle~e of Agriculture at the University of Georgia
 
and a rural development specialist whose experience rests 
with project

design, evaluation, and administration. Both serve as research fellows.
 
The staff is completed by the short-term training coordinator.
 

The offices of 
the Joint Center are located in the Bird Building at
 
Western Carolina University. Computer facilities, editorial services, con­
ference facilities, publication production, data analysis, program develop­
ment, implementation, and evaluation are all available at the Joint Center.
 

Experience and Vision
 

Founded only four years ago, the Joint Center is growing at a rapid
 
rate. More and more PVOs and universities are seeking assistance from and
 
contributing expertise to the Joint Center. Described by many as "an idea
 
wnobe time has come," the Joint Center has developed with surprising speed
 
as the ideas have grcwn to 
projects and support services for the collabora­
tive initiatives forthcoming from its constituents. Activities presently
 
include a water harvesting/aquaculture project developed in collaboration
 
with the International Center for Aquaculture of Auburn University, several
 
PVOs including CARE, Lutheran World Relief, an6 the Cooperative League of
 
the USA, the Women in Development Office of SECID, and the US Agency for
 
International Development.
 

Exchanges between university faculty members and the field staff of
 
PVOs have been implemented with both communities gaining from the exchanges.
 
Training in water harvesting has been given in collaboration with the Inter­
national Center for Aquaculture at Auburn University. Practical hands-on
 
training in environmental health has been given to African students from
 
Uganda and Ethiopia. This training was given in 
the rural areas surrounding
 
the Joint Center offices. Consultative services have been provided by the
 
Joint Center for several international PVOs as well as to indigenous PVO ben­
eficiaries. Assistance in the development of village health programs was
 
provided to Project Concern International in the countries of Somalia,
 
Surinam, and others. A coffee growers cooperative in Guatemala benefited
 
from an 
in-depth evaluation of the additional agricultural opportunities pos­
sible for the coffee growing coops. Seminars and meetings have been held at
 
the offices and proceedings have been published. A Volunteer Consultant
 
Pool has been formed to provide university experts in a wide field to PVO
 
projects at the cost of travel and per diem only.
 

The Future
 

Many programs are in the developmental stages at this time. Programs
 
being considered for funding by foundations aad other funding sources are:
 

Central American Agricultural Training Program
 

The Pan American Agricultural Training Center ir Tegucigalpa,
 
Honduras, to provide training to PVO staffers, village leaders, women
 
in development leaders, secondary school teachers, and extension
 



-3­

workers.. This Center will provide short-term practical training in 
a

variety of areas to 
provide technical knowledge and supportive services
 
to 
PVO efforts in the Central American countries of Guatemala,
 
Honduras, El Salvador, 
and Nicaragua.
 

Indigenous Talenrt for African Development
 

ITAD is a program to provide training and initial support for
 
African students returning to work in the development of their own 
or

other African countries. It is primarily a development tool to provide

PVOs working in Africa with skilled, professional, indigenous talent
 
for their work.
 

Centers of Specialized Expertise
 

This program provides program development funds to expand the
 
collaboration between PVOs and selected universities or 
centers with

specialized development expertise through defining the needs of PVOs
 
working in development, and identifying and involving the appropriate

center of specialized expertise in responding to those needs.
 

Education and Training of US Students for Effective Service in
 
Developing Countries
 

This project will involve 
the Joint Center, Western Carolina
 
University, and other associated universities to plan an undergraduate
 
program to prepare students for service in 
the developing world.
 

To summarizc, 
the Joint Center has the capability of bringing together

diverse but complimentary strengths from a wide variety of 
sources to pro­
vide strong tachnicaL support and expertise 
to rural development projects 
as
well as to provide personnel and management service to these projects. Each

member of the Joint Center is 
a strong development agent alone. 
 Together

with the otiier members, additional strength is 
given and expert service
 
provided.
 



V. RECURRENT COST IMPLICATIONS
 

This is under study and the section will be completed
 

at a later date.
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VI. 	 EVALUATION PLAN
 

PCI has developed a set of giidelines for the evaluation
 

of primary health care programs currently in operation around the 

world. 	 From these broad guidelines, PCI will design an evaluation
 

plan 	tailored to measure specific program activities in the lower 

Jubba.
 

VI.1. GENERAL GUIDELINES 

PCI's evaluation guidelines are based on an understanding 

and commitment that an evaluation system for primary health care 

projects should provide answers to these questions. 

a. 	'What is being or has been done (immediate: 6 months- 2 years)
 

e17.uses on completion oF activities according to stated targets 

and objectives. 

b. 	 What effect has this had on the quantity and quality of health 

services and the behavioral changes PCI is concerned with? 

(intermediate: 2-5 years)-- focuses on health services and behavior 

objectives and measures the appropriateness of the project to the 

development of a functioning PHC system or components of the sys­

tem.
 

c. 	 Finally, what impact have changes in health services and behaviors 

had 	on health status in the target population? (long term: 5-10
 

years)--measures trends and changes in morbidity, disease preva­

lence, mortality, etc. that are generally attributable to an ef­

fective PHC system functioning over time. 
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Actual selection and adaptation of indicators depends upon the scope 

of a program and the feasibility of collecting and processing the data 

requi red.
 

Our ability to develop and implement an evaluation system that
 

answers these questions is affected by duration, scope of program in­

volvement, and by the nature of PCI's relationship to a collaborating 

agency er entity in a given country program. 

Duration of PCI involvement in a program is particularly
 

relevant to information and evaluation goals. In general, PCI's
 

program involvement ranges from two to five years, or the time needed 

to establish a demonstration system, to supervise and monitor it for 

a given period, to make needed modifications, and to turn it over to 

the collaborating agency for c6ntinuation and replication. Thus our 

program evaluation guidelines have been devised to encompass change at 

various stages in the change process, both during and after direct PCI 

involvement. 

The scope of PCI's involvement in program implementation and the
 

nature of our relationship to controlling and collaborating entities
 

hlso have a profound effect on the evaluation criteria for individual 

programs. While we may not always be in a position to control the
 

information and evaluation design in the projects we assist, PCI field 

staff have input into that design. They are responsible for assuring 

that adequate attention is given to monitoring activities and that 

factors related to the componets in which PCI is involved are considered 

and measured by the monitoring and evaluation system. 
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To ensure that the specific evaluation plan designed for the
 

Lower Jubba program is on target and to validate the monitoring and
 

evaluation indicators being utilized, PCI 
will hold annual evaluations
 

and planning workshops in Somalia. At these workshops, PCI's field
 

staff, key counterpart co-workers, a member of PCI's headquarters 

staff, and an evaluation consultant will come together to discuss the
 

year's progress and plans for activities in the subsequent cycle. 

Program goals, project activities and spedific monitoring systems will
 

comprise the basic agenda at these workshops.
 

VI.2. SUGGESTED SPECIFIC MONITORING AND EVALUATION INDICATORS
 

a. Monitoring Project Activities Level: Immediate-Target 
accomplishment (6 months-2 
Years) 

These activities or project components are concerned princi­

pally with training and subsystem development and CHW activities. 

They include such things as training and orientation of host country 

health staff, training of CHWs, TBAs, and other health auxiliaries, 

training of trainers and supervisors, health subsystems, and the 

curative, promotive, and preventive health activities of community health 

workers.
 

Monitoring would also include assessing completion of tasks in
 

preparation for the key activities s6lected. For example, pre-training 

tasks include defining objectives of th( training, curriculm develop­

ment materials preparation, etc. Many tasks involved in PHC develop­

ment cannot be specifically highlighted but it should be understood that 

monitoring of these tasks 
is also an important part of the evaluation
 

responsibility.
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The quantifiers are either in terms of activities completed,
 

numbers of activities, population served, 
 or service units provided. 

b. 	 Monitoring and Assessment of Skill Proficiencies and Performance of
 

CHWs, TBAs, or Other Health Providers Level: Immediate and Inter­
mediate (6 months- 2
 
to 3 years)
 

Although the skills of health workers vary with the services to 

be provided, which also vary with the morbidity pattern of a given area, 

community and auxiliary health workers are generaily required to: work 

with and promote community involvement; recognize and treat specific 

disease entities; to promote prevention of disease through behavior 

change; plan and report their activities to supervisors. 

The indicators below reflect the key knowledge and most important 

tasks which CHWs and other auxiliary health workers must carry out. 

They are expressed in terms of numbers of activities, knowledge re­

tention, percentage estimates of proficiency, completion of tasks,
 

numbers of people served or covered, percentage of population covered, etc.
 

Assessment takes place periodically at intervals throughout the project through
 

pre and post testing, supervi.ors' reports, CHW reports, clinical observa­

tion, field visits, etc. Not all indications in the list below will be used.
 

Some specific indicators may have to be developed for nomadic.
 

1. 	Knowledge of Specific Diseases/Treatment 

(a) Recognition of symptoms
 

(b) Drug prescription and treatment 

(c) Understanding reasons for illness 

(d) Following proper referral procedures 

fe) Proper supervision and follow-up of cases 
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(f) Knowledge of aseptic delivery techniques (TBAs) 

(g) Referrals of complicated pregnancies (TBAs) 

(2) Nutritional Surveillance 

(a) Ability to use s~ales, arm circumference, Road-to-Health charts 

(b) Recognition of'nutritional problems
 

(c) Treatment and referral of malnutrition cases 

(3) Dehydration 

(a) Knowledge and use of sugar-salt solution and oralite packs 

(b) Demonstration mixing of sugar-salt solution 

(4) Promotive and Preventive Health Services 

(a) Health and nutrition education work - content, sessions, numbers 

reached
 

(b) 	Operation of nutrition programs, MCH, under-fives clinics 

(c) 	Environmental sanitation projects - numbers, type, population 

served, percentages of population covered 

(d) 	 Immunization .- number served, type, percentages of at-risk 

population covered 

(e) 	Information and reporting of activities - compliance, accuracy 

(5) 	 Condition of Health Post or Facility/Equipment 

(a) 	Clean, tidy
 

(b) 	Drugs organized, labelled, stock maintained
 

(c) 	Supplies and equipment maintained
 

(d) 	Record keeping - records maintained, accuracy 

(6) 	Development of Village Health Committees or Equivalent 

(a) 	Established and functioning 

(b) 	System of local support for CHWs established and maintained 

(c) 	Community health project activities started/completed
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(7) 	 Staffing/Attrition Rate of CH\Is 

(a) 	 Number and percentage of communities staffed 

(b) 	 Number CHWs remaining on job, length of service, dropout rate 

Institutionalization of Primary Health Services 
 Level: Immediate/
 
Intermediate -(I to 

5 years) 

In order to develop a system of health care which will be 

continued and replicated, considerable attention must be given to supply, 

supervision, planning, financial management, and information and evaluation 

subsystems. These may be grouped or further divided as required but in 

essence the goal is to develop capacity within the MOH or other health 

levels for executing institutional support and maintenance of the types 

and levels of service created or reinforced by the PCI program. 

Although we have found that PCI has become increasingly involved 

in the development, reorganization, or refinement of subsystems, this 

is not true in all cases. Where the latter is the case, a program 

will not attempt to evaluate the effectiveness of each subsystem 

but will consider the effect of the various subsystems on the results 

of PCI assisted activities.
 

Besides administrative and support subsystems, PCI is also 

concerned with continued support for a program and future replication 

As such, we will attempt to measure information transfer and policy 

changes as they occur.
 

(1) 	Training and Supervision 

(a) 	Extent of counterpart involvement in training 

(b) 	Adoption of recommended training methods 

(c) 	 Curriculum - suitability of content, ratio of pratical/demon­

stration to theory/lecture 
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(d) 	 Upgrading, continuing training, in-service training 

(e) 	 Extent of counterpart involvement in supervision, competence 

in executing tasks
 

(2) 	Support for Primary Health Care
 

(a) 	Budget for PHC - current level, trend, adequacy 

(b) 	Personnel - numbers, adequacy, potential for skill development 

(c) 	 Adequacy of other support - transport, supply, equipment, 

infrastructure, etc.
 

(3) 	Use of Protocols, Procedures, ilaintenance of Subsystems 

(a) 	Understanding and compliance--tested at different intervals
 

and levels after training and development
 

(b) Subsystems Functioning 

i) Drug Supply 

ii) Information/Reporting 

iii) Supervision 

iv) Eq u i pmen t 

v) Transport
 

vI) Other
 

(4) 	Community Organization and Participation
 

Community organization is not treated as 
an end in itself
 

but 	as the means to activate community involvement and participation 

in health 	care. The goal of community organization in PHC is to
 

mobilize 	existing manpower and resources in the community, and to 

develop community leadership ability and channels of communication 

which will allow for the continuation of this involvement time.over 
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Community health organization and involvement flows from the community
 

but is also stimulated by the activities of the CHW, health super­

visors, and other government workers at the community level. It
 

cuts across various aspects of the entire PHC program.
 

We believe it is more appropriately considered under institution­

alization than os a separate category.
 

Measurement of community organization and its results is a diffi­

cult task. Among the indicators of institutionalization and vitality are
 

the ability of the community to carry out tasks such as selecting CHWs,
 

providing support for CHWs, supervising CHWs, support of community health
 

projects, and plans and actions taken to improve community health.
 

d. Rural Development / Sectoral Component
 

Although the provision of health services is principally
 

the responsibility of the Ministry of Health, the maintenance of health
 

has much wider implications and is dependent on the quality of life
 

of the population. Health care programs cannot, by themselves, effect­

ively improve the health c6nditions of the people. The promotion of
 

health is dependent in large measure on other social and economic
 

programs which focus on land, food, education, housing, accessibility
 

of roads, and communications. Multi-sectoral coordination must
 

therefore -be actively pursued to ensure that limited resources are
 

used in the most effective way.
 

Project Concern's primary health care program, while unable
 

to excercise direct control over inter-sectoral cooperation, still
 

can serve as a catalyst to strengthen the already existing spirit of
 

working together which the survey team found in the interior districts.
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Rural development activities such as the construction of water catch­

ment basins, road improvement, small gardens, etc., will be used as the
 

foci for bringing together human and material resources from diverse
 

sectors to impact on the health of the people of Lower Jubba.
 

The evaluation plan for Somalia will incorporate a com­

ponent which focuses on fostering multi-sectoral cooperation. But
 

because the achievement of such col laboration is a scbject to a great
 

many factors over which neither PCI nor the Ministry of Health can
 

exercise governance, specific targets and goals can best Le
 

identified through a process which invites input from other sectoral
 

authorities.
 

e. Impact on Health Status Level: Intermediate/Long Term -

(2 to 5 to 10 years) 

Significant impact on health status, especially where preventive 

strategies are employed, may not be detected except on a long-term basis.
 

Changes in attitudes and practices necessary for improved health take
 

place slowly over time and are difficult to measure. The suggested
 

indicators in this section are designed to measure trends in the
 

incidence of diseases, morbidity and mortality, in the population
 

reached by the program. This sets the stage for evaluation at a later
 

date of the program's impact on health status in the general population
 

as PHC coverage expands.
 

PCI will rely on data coliected on a routine and systematic basis
 

during and beyond the initial development of the PHC system such as monthly
 

activity reports, supervisors' reports, village site visits. Another im­

portant source of data for PCI will be benchmark surveys. Benchmark surveys
 

are samplings in representative villages of key disease indicators.
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Benchmark surveys are not as extensive as baseline surveys and do not 

generally obtain as much family background and socio-ecomonic data. They 

are a more manageable survey tool than baseline surveys and more focused, 

but, like baselines, they are conducted to establish the levels of speci­

fic disease prevalarce and to identify the characteristics of the target 

population most likely to affect health status. 

The disease and mortality indicators in the attached page relate 

to the diseale entity symptoms which CHWs and other auxiliary health
 

care workers are taught to recognize, treat, and refer. For example, 

the disease category malaria/fevers is used rather than malaria because 

malaria needs to be clinically verified by a blood smear and analysis
 

and this is not going to be possible in most PHC programs. At the same
 

time, a significant number of the fevers detected and treated by 

CHWs will be malarial. A reduction in the total cateogory over time
 

will indicate improvement in health status as regards this generalized 

disease category. Similarl , diarrhea is for our purposes a more
 

trackable disease symption than gastroenteritis or some other specific
 

disease. The same is true for the various types of worm caused diseases
 

(hookworm, roundworm, pinworm, etd.). Upper respiratory illnesses
 

are optional, not because they are not important but because they are
 

encountered in such a range from mild to severe and with such frequency. 

It seems an unnecessary complication. 

What the indicators loose in clinical accuracy they gain in
 

feasibility of data collection. 

Disease Symptom Enitities Assessment Methods
 

Bench CHW Repeat Bench 
mark Reports; mark; 

CHW Supervisors Analysis of 
Data Reports Reports 

Times: Before Trends After 
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(I) Malaria 

(2) Schistosomiasis
 

(3) Anemia 

(4) Diarrhea 

(5) Worms
 

(6; Malnutrition
 

(7) TB 

(8) Fetal Death
 

(9) Infant Deaths
 

g. Cost Factors
 

Cost factors are important in program evaluation. They,
 

of course, help implementing and donor agencies know if the program
 

is living within financial 
plans and generating satisfactory results
 

from the funds expended. Some cost 
comparison techniques can be
 

very revealing and provide, for example, support for why a PHC
 

outreach program is preferable to the clinic-based one. Moreover,
 

because PC! 
primary health care projects frequently support 
innovative
 

interventions and undertake demonstrations of PHC, attempts at 
expan­

sion or scaling-up usually follow. 
 To know whether a program is
 

replicable and affordable on 
a ldrger scale, costing must be a in­

tegral part of the program.
 

PCI will attempt to provide relevant cost data relating
 

to PCI program expenditures, community and counterpart inputs, 
total
 

program costs 
for training and PHC deve!opment. We will also attempt
 

to provide data 
in terms of cost efficiency and cost effectiveness.
 

The actual methods are to be worked out.
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PCI, through its PHC training and development programs,
 

undertakes projects that build local capacity, that are replicable,
 

and sustainable by host govermnents, local communities, and other organ­

izations after PCI assistance has ended. Collection and analysis of
 

cost data is essential to the achievement of these objectives.
 

VI .3. Conclusion
 

While the monitoring and evaluation strategy discussed above
 

is based on recent experience, it may require some modification when
 

applied to the Lower Jubba. We do think it provides a workable frame­

work for assessment of the activities and expected outcomes of PCI
 

Primary health care training and development projects.
 

PCI plans to assign an evaluation/information specialist
 

to the project in Lowcr Jubba. This individual will be responsible
 

for the monitoring of the district based PHC projects. In addition
 

PCI is strengthening its own monitoring and evaluations capabilities.
 

PCI is firmly committed to successfully implementing its monitoring
 

and evaluation strategy.
 

-137-\
 



APPENDIX 1
 

MOi SALARY INCENTIVE RATES FOR SERVICE IN PRIHARY HEALTH CARE PROGRAM 
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APPENDIX 2
 

MOH JOB DESCRIPTIONS FOR THE PRIMARV HEALTH CARE PROGRAMl 



D.uties ad cC th.e Office of the Rcgior:al'HC,
 

Coordinat or).
 
.Directly rcspon.Jible to the National HC Office Unit 
HQ.
 

- Work in close conatot with the International 
PHC edical Officer. 
- Represent .ng with the Regional Health Coordinator the Ministry 

of lHealth i.n the Regional developing colittee.
 
- To implement witli the Regional health Centre 
 (RHf) plans for 

an adeauate referral system as an inherent component of the 
health infrastructure. 

- To m-n.oage the ?I Programme in the Regionaso that a stinucture 
is estab!:i.shed and developed for the delivery of PHC to the 
grass root of comlm-'uities azong,- nomads, rural settled and urban 
areas in the region. 

- To orgoniz-e at the Regional level the ldFistic support, drugs
supplies and equipment, and to ensure the follow of the adequate 
logistic su-pport, drugs, supplies to all the district Health
 
Centres, ....
Units, PHO 
Post and to the Nomadic, and to keep
 
recozmds on that. 

To fina"z the yearly requirements of drugso supplies and 
equipment for aC PHC levels to be submDitted to the PHC Unit HQ, 

- To keop records on the administrative infrastructure of the
 
Region Diotrict..Zones, 
 and Health Imfoxatjon System. 

- To insure the proper maintenance and repairs of the programme 
Vehicles
 
To prepare and manage properly all ac ou ts of the Progr-e 
and submit ou,:rterly reports to ?HC HQ.
 
To prepare the Aimual PuDtcct proposal for the Region to be
 
submitted to PUC HQ. 
Recponsible for advocaoy of TIH to the Political leaders, Gover-, 

,nt'al service :..-.ivil ,o .... it-TU l.,cers -t all levels, cantd 
D .-.,i_-,Jric-Sit.. -TIC ....n.,oOr, to cr,..c for the ori2tt:r'M Lo.,. 

macc u1:; .,.- %1e c- r~c~v:s.or;j o-f aJ.:l. -co<i-th .rJters,huca.-T] C -xc
ocr.iceP. 9ko O)e iloves:',.-U, - ....
 
~~-vtce~Lt" ) nl:~wo. tall~X > O.Loction of :c 

- To plan c- wli-'-.hrLc.ate - '­al]. District TIC Cor,a, 2 Jr 
tho' tr'anin '.. -oI-;. : " p ie D .1.-c IC
 
CH..s.r . , i' 
'ex 
 Ice rai.-ng ri en.%inAtor workshop for all 

a.4,, -'' //.--'].th 
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- hespunsiuoi.e or jipiemenrtii- i,I:±iaiLh d.io±IJ C.?i.' 

Information Progranrmes in the Region 

-.Responsible for the flow of monthly, quartorly, yearly rc..ort 

from all levels to the Region and from the Region to PHC Unit HQ. 

- To investigate any outbreak and take the necessariy control 

measures rep)orted from any district and report to HQ. 

-. To develop and implement sanitation activities at all levels 

of PHC. 

- To suIarvise thr" antivities of all the vertical public health 

Progrmmzus in the Region which will lead to the gradual inte­

gration.
 

Qualification: 

Thyscian with miniumum ,? t-wo years experience with 

Y1OH. 

- Leadership ability and motivated to promote PC
 

philosophy.
 

- English ]anguage skills required. 

- Willingness to work and live Jn a Rural Area. 



JOB DESCRIPTION 

Regional Trainina Officer (RTO) 

The Regional Traininq Officer (RTO) will be assigned to a
Reaion where he will work under the Direction of the Regional
PHC Coordinator with a Reqional Training Team. (Mid-wife, Nurse,Sanitarian, and Lab Technician). This Team is responsible for
all aspects of CHW and TBA Traininq and supervision within the
 
Region.

Specific Duties include­
1. Responsible for the recruitment of CHW/1BA candidates follo-­

winq selection criteria and orocedures developeed by PHC/MOH.
 
2. Responsible for selection of Health Post locations in coonera­

tion with the viliaqe committee following criteria and proce­
dures developed by PHC/MOH.
 

3. Responsible for orqanizinq CHW/TBA training at PHCT/District

Health Cetter locations by instructor-trainers followina
 
criteria and procedures developed by PEC/MOH.
 

4. Responsible for the development of training and supervisiory

schedules for CHWs/TBAs at PHCU/DistLict Healhh Center locata­
tions and the Posting of these scheduies in the appropriate

place.
 

5. Responsible for the supervision of CHW/TBA Trainini in the
Classroom. Supervision in the development of Communitv orga­nizational and leadership skills through the active planning

and participation in community projects, supervision in the
development of additional commhnication skills through the

Posters and Visual Aids.
 

6. Responsible for actina as 
team leader in carryinq-out PHC
activities at all levels in the Region.
 
7. Rspo.nsIbJc, for submitting requests from various levels to

"the Regional PHC Coordinator. 
8. Resoonsible for insurinq the proper utilization of supplies


accordi.ng tD procedures and criteria developed by PHC/MOH.
 
9. Coordinate_ 
and supervise inservice training of District/PHCU


instructor-trainers with appropriate MOH/PHC Officials.
 
10. Coordinate and recommend candidates from the field for ad.di.­

tional opportunities in Country and Abroad. Examnle, third

Country training. 

11. Develop, scheoule and coordinate W/Shops and Seminars to meet 
PHC Training i'equirements for the Region. 

]2. Rc:rort p-:orress and uroblems to PHC Director through RPHC 
C( ,oa. i n r;r" f. .1"., 

13. Assist in Lhte oreparation of, the quarterly rcpao:ts aridT Criodic eva luations as r ,quirzed according to prrcl'<
 
c-or Ced by PIC/OH.
 

14. AsistI 
PI AND other ty[)e Vertical Proarams operating in the 
Reqiori. 9,'J.
-

http:accordi.ng


15. 	 Assist in the certification of CHWs and TBAs and suggest
 
appropriate methods to recognize villae committees and
 
o t he r i n d i v i d a,ul s a t t h e : .1! ]a ,J e c v l . . . st ning 
contributions towards the develorvent of a PIC system in 
the Region. 

Qualifications. Qualified Health Professional with a minimum 
.	 of two years t.raining experience with MOH. 

Proficiency in English. Qua2.ified to take addi­
tional third Country Training in Primary Health 
Care concepts, leadership ability and willingness 
to wor:k and 	live in a Rural Environment.
 

june, 1984.
 

/GUYOT,'/ 
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-eVn~ -"V r1nT7'MTnhT PC(')? A 7)TqriPnfP PM qiL,',7J ADER., 

The te-n leader will be selected by the distr.i.ct 7,edical Offic - r 

from anong the four tear met:bers, the district PUC Nurse, Sali­

tarian, T:Ldifc, aid Lab. Teclnuicd,,nn. 

The team leaders will be responsible for the duties listed. here 

in addition to her/his rcsponsiblitties as a tea membbr:, 

anacmet,
 

- Reports directly to the district Idedical Officer with whom 

he/she nects regularly. 

- Is in charg,'e of the District rinary Health Care Team. 

- Assesses the needs of the District Hea]lth Centre, EHCUs and 

health Posty for drugs and other supplies. Orders and distributes 

them as necessary. 

- Insures tha:t the set objectives and plans are implemented and 

that the irp.ementation is evaluated. 

- Insures that the necassaT-ryarrangpents have been made and im .c­

impleme-inted to conduct iuunization within the district. 

- Is responsoblc for cold chain maintanance. 

- Organize leaved and holidays within his/her district for the 

final approval of the district Medical Officer, 

June, 1984
 

/ 

1,
 

http:distr.i.ct


____ __ J.- r;?:-.7?QR T-) n c!7TP1-rl QV PT"r. FVrl.T (WITT7_TTTTqB, (PH?,; 

Qualific<'ti.on: 
tat been ir, a 1rjiiary Healthhas tr~irlcd 

Care Trai.i....i t Ocntreh. 

Cormaini- y Orientation anId .TbiJ.j.zal;ion. 

.cots with Village LcEaders and Government Authorities to explain 

.HC and the CFI.s/TPAs "role in the Vill,,e 

Asi -sto Vll ..to .select a village health Cormmittee and. a 

QI7/TI. oLa the needs health i-jrioriti,es ofasscs:. ani set the 


the village.
 

Oe; ves as a liaison between the village ti'id the district and 

RTegional. health facilitiecs. 

'eaches corimiuities about the importance of imx]niz.tion ad 

rnobl- - d them to marticipotc. 

I}ian!agenont. 

- Supeari.ses the work of the staff of the PHCU or Health Post 

inr hif/her area of responsibility. 
-Sets objectives, plans for the health needs and evaluaics the 

ro..sits in his/her area of rcspons.bility.
 

Fonmuletcs a pa]arr for x-Lr.nnin,- rm:iinization ithin
arc'-'r'mme 

dJistrict 

Yiainta:,ins recordF9 as required. 

PIrepare rei)orts as requir(D 

Follov;s policier- as laid do.iai as required. 

Servoes as a" liaison between the village/PHCU and other health 

.og,.,mm.s such as TIPI, TB, I7alcaria and etco 
J-A05:ts5 in irite:irating PIO activities with the vertical Progra­

ruc such as !']YI, TB, Talaria, an. etc,, 

TtirticiLates in thle perfoi.iiniice eva.'Luaion of C}HV s/hTBI3s and 

FICU stoc.,. while in training as wel.l as on the job. 

,Rcom)Densib2.c to the district riItea laH 
,- ~~pocrtot the district -i'loa leader 

cu I rom-]C [-o odor, suplics,oj lieni for thc PIlCMUs asad CI-Ts 

anddj~t~~s~osthend asI noses scary, 
- GUvos arvicn to sotff ad corimuaitiy on problomIo r....to 

--:-hrv.ije lers onol repo3r-ts as recuired. 
j 

http:Qualific<'ti.on


Prof (c s i onal. 

- Orr'a.,Zi. d .'d takOs part in initial in-sOervic L.nd practical 

", '1C i'1C) perorniel of clistric.01',W:3 Lhc c,HIth Ccntre, 

..s.i,;e in field trainrAii, of students and assesss their compc­

en.cy. 

- Educates the coT-umnuity o11 the prevention of the spread.. of cciu.r-u­
n ]abJl_ .... lonZ v;ith o]-hcr members of the health toam. 
Takes the pi'oi 'o actio1s to control eomniu'icable disease 
outh2o a..l...o 
Visits the), 7-TrT;_.
 

-- Visits the L ,.,or Heaoth rosts in orom. to provide "n-e ic
 
training of all. hcalth staff. 

- Assists TrhlOU stnaff or H. ost volunteers in designing a health 
education ,md preventive care prograrne appropriate 'Go the needs 
of the VJl].mge., 

- In coopertion with the staff of the TB -Prora.,:e. plans and. 
inplevtn a preventive and curative pro ramie for TB. 

- ccepts referrals fron health polts and -HCjs for children and 
aduoits where probleTas are beyond the copetency of the CH'K7s and 
auxiliarico. 

- Refers ars,.:es with which Jbe/she is not compotant to treat to the 

- Treats cm.cr-cncics that arise in his/her spocil ty.
ttend' Ji>-.servicc traJning progra.nos in order to keep his/ler 

oli lo.ov;icdcge up to date. 

Reports his/her own !.ersoal probleso which affect the Job to 
the districb IJTC toa leader. 

I,'J
 



JOD DTL3SCRIKTIO,7 JOr' ."ID ,c,-, 2HIDF" 

A QJ..lifi.e.-o ijdf' tL,:L has O2eT: trainid in a Yriiary Health 

Care Trai_:i ;eOwtre. 

......ni t i .......,: Ko-bili za.tion'. m0 

- Ucots with village ea ec's and govcr.Int ruthoritics to explaini 

1I1C and the C-i.Ts/TB.s role j.n th village. 
- Assiutu vi.la, e: to sCoect a village health co,ittoe and a C1-11 

TBL, and spmports the comrittLLeO in its role of suje-rvisin, ,';h 

Assists thC vilge health cormettce -he village learirs, anci 

the CTJ/WIT to aesss the needs Sandset the health priorities
 

of the village.
 
- Serv~ri as a liaison between the village and the district and
 

Regional hea.ltfh facilities.
 

- Teaches coriiuniies about the importance of irmunization and
 
nobilizes therm to participate.
 

- Suirvises the work of the staff of the IT-CU, or Health Pout. in 
hisljher area of rcsponsibility. 

- Sets objetives, plans for the health needs -71d evaluates the 

results in his/her arca of rcsponsibiliyo 

--roimiulates a.po~n for ixelcrenting the imur uzation programmre 

in the d.,-,-,ct in cooperation with other remmer of the district 

- In,.cains records as renuired
 

-J'llos policies as rcquircd
 

- Serves as a liaison botween the viiago/PTuCU and o-ther health
 

pro-rarocs such Ls l*7 TLi...<laria and etc. 
Ass:sts in .. to-ratinC 0 act-iv-ities with t c vertcal progral­
tmecs such as ]I, laimx:a, TB and etc. 

- Sharos in the p, , evaluation of CIP.s/oAs and IIICU Sta'.ff 

while in traj:-ng as v._0..l1 ,s on the job,"..-"<-;~e, i:1, s . 7- -L 

- -.0' F; o i tear 


. .. tC.' 

pox.s._!.e 1110 lIade',. 

A.-e L L~thdLstjo iei e~~ 

- Su~rier.visces org.- .nizaj.Oor TIK sct:i.- iitLc. withint;he of the dietrict!oqe9ste-';..... t .nii~~~ r2ple Ae 11 c~vi:~c n 

'T3 r; a '2 dir.b.. .u.,s tte, ;.yj~ n.co~ry ." 



- ... ' -'.. I on relatednntl oovur)itv problems to
 

wor.:,
 

-?r-vid.s-, 1 ersc;nhe1 roport,2 , required.
 

Profc ssicvnal.
 
-- 0 r.n.1's .- rt initial, in-s practical
n,. ........ in c rvic 

tra.nin- .ro - e S for personnel of the district health ,Ctrc,/ 

]'H U- n ... ost.-.... 

- A,s.oists in field trainins5 of students ases thoir 

Co1.petO-Li.3.Cy. 

- Educates-,.- the eCC).-11q _ity, on thei prevention of the. spread of 

cormnmmicable discss alxong with othcr nemrbers of tho health 

t aa. 

Takes the a-propriato actions to control covnlunicable disease 

outbre as. 
-Visits i;hc 1T1 Us and he lth Tosts in order to provide in-servivC 

traininr of all health st-aff. 

- Assist, P11011 staff or Helalth Post Voluntoers in Iesigninr a 

hc9.t}o eucat:i on and preventive care proGram..c: appropriate to 

the necdc of th]e Village. 

Teaches and suporvises others in the inplerentai;ion of iymrovcd 

raethoeS of aambnatal, d'elivory and postnatal caro 

- Accepit referrls fro. hjealtlh posts and 1PHCUs for theose notheles 

and children ,iose probl]us are beyond the competoncy of the 
TBAs an~d a'9:ii~maieso. 

- Train, Ch7T1L.s and other health staff about the voTLe of iL'n­

ni Lati on-. and how to organize and perform vaceinat.on prorammes 

-. lrovides help und advice for c.,o. n ,attending t h- c .H Centres 

where tahere are no other staff to assme this responsibility° 

- 0fcr-S- c-2asi th which she is not conpotant to treat to the 

dio:rict .euical Officer, 

Treats ouencies [Lh-[thatice in her speciL]i'-t 
- -te-'-i"crr progra-_ues in order keep heri tof~Jorcus i -service, -raiiiL- , 

own l) I'oup to d"te 

!her ovrw personal. probleLs which affect the job o the 

distr.ict PG tca leader. 

SReports 

http:vaceinat.on
http:Co1.petO-Li.3.Cy


,30'? 1;)i2' TZTi{i P0R A DTEY1ZT''OTm . .l..I I,.'. ; 
:..	 1.7%!o~~~j!7~~ --	 LA_ 

Qua. ~.Va~on-: 
, .il. rj Uieaith CareA u...... . _7.... i...... nc, in 

TI'ra:nim; en,-

Co ,n U~.t Cri 1vit: in :nd o.ilisation. 
to oxIpJain ".10 

cc:ts v;th' 	Village and gCovcrjyfolnt ca-.oritieo 
-

n the village.and t1e CiiTBs/TBLo role 


to seloct a villazc heoal-Uh comittoc and a,
 
- Asists vi-1. areCs 

of supeXwj.ingcir,,7m/TPL..s 	 ansunPds. ort the co-ittcc in its role 
.f31theCIZ 

o-itte 	 the -ilLii.s leaders and 
Sssist , tho village health 


health priorities
t-he CiI7/TD~j 1;o ass ass ,te noeds ani set tho 

of the vi . 
villa.-e and the district Mld 

Scrves C,. 	 a liaison betwoon the 
1Beg:i.onal ~hea1th facilities. 

Teahe," co'r.: itdie" ab.-2 .he importaice of iinnursiziation and 
-

robilize s 	 the-to participt. 

work of the staff of the IFI!CU or Doeas;hI'ot 
SueprvICses! the 

in his/her ara. of rosponsib .ity, 

- F;orLmiatlts a paim for -i.plenonting ij t 2itIion prof.r-tm-s in 

"3-with other rombcrs of the district
thc district in ccopcraii. 

t C,avla 
.- I/&ri11, 'K. rcc )rds as requirC 

- ±repa..r.s reports as required.
 

-- j'Olows )olicis ars rscqjirc r
a. 

-	 Serves as a' liaisz,.,on. betvweop thc v'llago/PHCU ard other health
 

c, T., Il Ia and cc

)roranr suc, as ETI, 

with t e vertica.ol1 rogr -
Assists in Jnter--it-n, iP!C ,ctivi-iLo 


and etc.
i&mios smch a... -1I, 'T al.. a 

of C,,/TT31A-, -ad 
Shares :in 	 ihc cVall3,aion o: tthe or.o.canOO 

' 
tYHCU taf \Ull_ ntrdinin. as viol] as c". the job, 

I'lTU Stf iJ. 	 ­

"teaCc loader. 
-. T ospos:i.b_¢ to the distri .Ct 

- * tc: 2t.2.C' ~ T( t:~i hoe,u2uU.Ll, 

for onv.ro1cfl-tal DVn,­
..... o,-o" th..o. w-iei 

b]-,&-c is eco,.,sary,.tation md distrbutles 
rc-d -to work. 

to Br2.' .ri cormUmity o: probl.cms
Gives apdvicu 

http:vertica.ol


-	 Irovides percsomel reports as required. 

irofessior : 

Orgenizcd ,nd tke part in initial in-service and pra iI]. 
prog5-u:scs for porsonnrel of the district Ilcn.th Centre and 

"HCU. and Hiealth Fost. 

- A1ets :L field traininr of studcnt1s and assesses their 

- Educates the corz;iUnity iL the prevention of the spread of 

corrmicable diseases alonG with other members of the health 

- Ta.es th-e ap)ropriate actions to control comEiunicaC1e disease 
outbreaks. 

Vi lts O cr2 hearlth Tosts in order to provide in-service 
trainilr of all health sta-ff. 

- Assists T1}hCU Staff or Hoe-Lth Lost Volunteers in desigpning a 
haalth education and prvenltivc care prograanuc ap-iropriate to 
the needs of the villag;e. 

clan-up.Plans, ca.n., " o be inpcmented by CH'!{s and other 

Teaches cor:Il:ies and other hlcith staff in the di.strict about 
the importance of clean water, sanlitation and the di(;inCg of 
latrines a i.nsures that CVVs cand other sanitL.rians implembnt 
these :cIrriaes 

, 	 Chooses proper sites for -,"i :-tish disposal, and the slaughtering 

of cancis sheep, ;,:ts etc.- and 

- Supervises all pursonnel en,'aged in inspecting tea shops, markets 

and s.3u-terhousos, d providcs advice on the irmportance of 

good hy{iene in these )ublc plccs. 

- Explain to -'le corin :uiy e.d other health staff the importance 
of prTe. 0mo...- protection.fooO. rld 

- Atte-ds in-.-serc,e i:,,.i lprorTTxI(es in order to keep hie,/her 

own jcno,,.edre LG to .io, 

-	 Pi/eport / :"onL )r,-_ _.L-,that the job to t-.@.ttce. 

distriot P11, te,a leadeor
 



-- 

/'o-,"m+++AT 	 CYP+.O
",n' 	 W.P!" TfVT tTTC T,f,T+. mFCITUTICILJ 

Om lific -;. 

mrlif ic .- ,to._ i2ec:L.-,oa,.tr.:2-,d o. Primary Hecalthuor,, 


Caro Trainil ,- Certre.
 

A person who Ions -1a!cn a course for laboratory technicians
 

and who -has reached,, a stmdard of competency to fulfill the job.
 

- Responsible to the reio.na. loaboratory tecnmician. 

- Reports to the regional lTboratory techmincian. 

I:rrparcs the laboratory in such a way that the work carried. 
- out thcre is of a high standard and reliable results arc 

obtained. 

- repares records and reports as required. 

-W olks with vertical pro,,a 1es-. as necessary 

-Assessecs the needs for the labonatory ecquipents, rea~(o t-- a tc, 

I rcpares orders for labora,-Itory equipmcnts & supplies, 

Prof'oe i onal: 
- Carries out tests on v.rious opecieiens accozdirg to the 

required stalnclard. 

--	Takes part in in-service tr:-.ining for comi_m-ity heoilth workers 
and traditional birth attendants when their work concir ns the 
collections of specimens. 

-cfers, soL.,.ni.,. to the roCional Lab. Technician as reqaired. 

rog~~s in to 

cwm ]aoxv,.edgo up to da.t,. 

- Reports his/hcr personal problens that affect the Job to th:.c 

district 'IrJO Tercj Leader. 

-- Attemj ; u-service pii 	 order keep his/her 

Jtumo, 1984. 



JOB IflSORI 'IOIT OR C'1---NT J~r4*LT o017) 
Quali1f'ici t:on : 

(l-i -Il)Ic to: vir(lorta'c or 1' dc'OtaVkeO priocl of~trining i: AAl 

corzawnt4ho1.th-vwor-nd-a-attained-6fv r3txd-of o Oec---

Responsible to the person in chrge of the rrima liet- re 

*-Reports to the same porarn. 
- seosses comnimit-Y nocdo with thetconunity. . 

- OrGanises a plan of workc'in t1be coriTjunity. 
- Plan on-CoUig education forlnd with the Con.-ty. 

Requests sup lc omt DC/Thou cs necessary. 
- Maintains records mnd reports aspcquire.n 

- Sks oasisitance from outside authoritieo.when necessary 
- Evaluates ithhealth services in the v 

/ ; ith tho cozraunity. 

Professional. 
-Organisc -m(codc h ollowiinC hca-Ith -services ini the 
comninity to uhich hc/shc liau been assined. 

-' Teaches itheconnity about thce importance ofgood nutrition 
end howv to aci'tieve it. 

l-plains tie inportnco of Eood iicroonal and onvironntal 
hgienc an. heya to achievc it. . -. -,.. 

-Iakes hor 4 rienitsfor c - 0 f"indin' rfl, f :"up. 

Niakes honr- visit: for oduct'ion.-
IAdvisesc the niothers o', ho ut :rer~~~ for child~ren 

- Teaches c-ildr in scioc-J. about personal .gien . 
-Inspects children in ctoo). fer infection, infestation, rnclam 
trition, cneiaeto.> 

- Treats miner aiLanmto 
- Rofers cases as necessary to -he DU'/..Th. 

*: •. - Wo vksith Vertical rro r,.x:.s for :tho provention of tabcrcu­
osis, ncl,.ri,, sohistomia.-sis m.d the 2iI=1 Yrocfi.o .t.c. 

-. rcrfo ms ainuniztion ,.d a:;,cist ; ill orgmalizi 1,-th. oonr .. nt . 
for i=nnintion. 

- Atends in-service tran, lror :s to koep ]mowlede,- up 
to datQa, 

- Discusces with the pcrs , in char.. at thc iOu y • Torsonl ' 

problems that -ay riso. . 

- 'Iotifios the ,ero )n in .1.fi.jc ,,Crnon. .. earzes 1.nko o. 



TR!J7IO ,JO3 DLSCRITIOI'(T T) -AIO IFTHI /.T I TDAITT (TDA) 

Qu.'Lific'tio:: 

Capable to -nndcrtabc or has oxperieCnc s LiLAa LIIC i ,,Ailing 

to uC, cwa coursc to ri]prove her previous.- ills, and has;:rt] 

the c-rte:n-e to porfcmx tlo Job. 

- Responsible for reporting to the person in charge at the D]uC/ 

. HOIU. 
of ITC1.- Assesses comn.'iity neecs with?. the co:unxity in the area 

- Organi1.zes a plan of ,,or] in the community to improve maternal 

and child, health care.
 

on-going[G for corrunity- Tians-d)cation and with the in the field 

of TICTI. 

- IRequests sup.plies fon te DI-IC/r-UCU as neccsary. 

-:iaintains recor&s as rcquired. 

- Socks assistance from outside authorities when necessarnJ.
 

]rofessional : 

prenant women in the area for which she is responsibDle.- Finds the 

- Prozides antenatcal, delivery and postnai.al cars. 

- Cares for the new-born .. til t-e age of one year. 

Conducts hono visits and group discussions on improved methods-
of health practices. 

- Gives iiz'unizations and assists in organizing the comm-unrity for 

children up to five years. 

- TreatS some minor ailimncits. 

- Attends in-ser-ricc training programmes to keep her o,,n know!dge 

up to date. 

- Discussos with the .person in charge at the DHC/rIICU aAy person-. 

or her 'privato life whichproblrms that rmy arise in her job 


m]ay af.ect her job performance.
 

http:postnai.al


APPENDIX 3
 

LIST OF SITE VISITS
 

F.i 



LIST OF SITE VISITS
 

A. Afmadow District
 

I. Afmadow 
 Town (District Capital)
 

2. Hayo Village (Beel)
 

3. Liibooye Town 
 (Beel)
 

4. Qooqaani 
 Town (Beel)
 

a. Taabdo Village (Tuulo)
 

b. Cag Libaay Nomadic settlement, range station
 

B. Baadhadhe District
 

I. Baadhadhe 
 Town (District Capital)
 

2. Kambioni 
 Town (Beel)
 

4. Burgavo Village 
 (Tuulo)
 

b. Munarani Village 
 (Tuulo)
 

c. Oda Village (Tuulo)
 

3. Kolbiyow Town 
 (Beel)
 

4. Kulmis (Kudhayo) 
 Town (Beel)
 

a. Sheeya 
 Nomadic Settlement
 

b. Tosha 
 Nomadic Settlement
 

5. Wadajir Village 
 (Beel)
 

a. Goba Village (Tuulo)
 

b. Garsay Kusa Village (Tuulo)
 

6. Xalima Cdd~ey Town (Beel)
 

a. Yeedi Village (Tuulo)
 

C. Jamaame District
 

I. Jamaame 
 Town (District Capital)
 

2. Deemo Village (Beel)
 

a. Naftaguur Village (Tuulo)
 



C. Jamaame District (cont'd)
 

3. Kamsuuma 


a. Baardhere Yari 


b. Bulet Amin 


4. Maana Moofa 


a. Koban 


5. Mugaambo 


6. Sunguuni 

7. Turdho 

D. Kismaayo District
 

I. Kismaayo 


2. Buulo Xaaji 


a. Beeraasi 


b. Stambuul 


c. Yamani 


3. Buulo Guduud 


4. Caanieel 


a. Beer Xaani 


b. Jana Cabdille 


c. Golul Shuumbi 


d. La Helay 


e. Orgio 


f. Wadaadi 


5. Goob Weyn 


6. Qodqod 


a. Buurmadka 


Town 


Village 


Village 


Village 


Village 


Town 


Town 


Town 


City 


Town 


Nomadic Settlement
 

(Beel)
 

(Tuulo)
 

(Tuulo)
 

(Beel)
 

(Tuulo)
 

(Beel)
 

(Bee])
 

(Bee])
 

(District Capital)
 

(Beel)
 

Nomadic Settlement
 

Nomadic Settlement
 

Water Hole
 

Grazing area, Nomadic settlements
 

Town (Beel) 

Village (Beel) 

Village (Tuulo) 

Village 


Village 


Town 


Village 


Village 


Village 


(Tuulo)
 

(Tuulo)
 

(Beel)
 

(Beel)
 

(Tuulo)
 

(Tuulo)
 

b. Cabdulle Biroley Village 
 (Tuulo)
 

7. Yaantoy Town (Beel)
 



APPENDIX 4
 

LIST OF TOWNS, VILLAGES AND SETTLEMENTS
 

ACCORDING TO BEELS
 

BY DISTRICT
 



AFMADOW DISTRICT 

TOWNS, VILLAGES, AND SETTLEMENTS ACCORDING TO BEELS 

0 Afmadow, District Capital Administrative Area 

Mi do 

Bibi 

Qaabo 

Jamal 

Da Shag 

Tar! 

An ota I 

Arbogarsu 

0 Xa~gar 

Qaa ley 

Faar 

O Diif 

(Includes a number of nomadic settlements) 

0 Magar 

Yeesya 

Kinlis 

(incLudes other nomadic settlements) 

0 Qoolc'aini 

Taabdo (8 nomadic settlements in vicinity) 



Urungu 

Buuro 

Yora
 

Qa ran i
 

Ma 1ma 1 ka
 

0 L i booy i
 

(includes 8 to 10 settlements) 

0 Hayo
 

Dh uuj i ma 

Dhani ij 

(Also 9 other settlements) 

Listed on Maps But Not Mentioned by District or Beel Authorities
 

Tinguduud
 

Rug Rug
 

Bundo
 

Mulko Dhabdeh 

Saaro. 

Dhifabuura 

Gubi ie 

Waadj aduuda 

Jiiro 

Naanigo 

Yira 

Abooli
 

Dhan i ij 

Haarn ii ga 

Urungo 

Caal Yoora 

ii
 



Qaa Iaw i i I y
 

Faaf Raxmo
 



BADHAADHE DISTRICT 

TOWNS, VILLAGES AND SETTLEMENTS ACCORDING TO BEELS 

0 	 Badhaadh' -District Capital and Administrative Area 

Qa rgyadi 

Labanago 

Nagi gdhana
 

Bulanbeel
 

Badaj iI a
 

Hola Wajir (Grazing area)
 

Sheer (dry farm area)
 

0 	 Kulmis (Kudhayo) 

Navara 

Sheeya 

Tosho 

0 Kambioni: 

Bgrqgavo 

Odo 

Mun a ran i 

Kidi van i 

0 Wada Jir 

Goba 

(Ras Kabori) 

Garsay Kusa 

San t aro 

Dalpeaya! 

Dadidagoto
 

iv 

0 



Badagi ]a
 

Rihaleyn
 

Hamash Dash 

Roman 

Baley
 

0 	 Halima Adey
 

Yeedi
 

Abalole
 

O 	 Hoosweyne 

Wardey Jabdab 

Hindey 

Kola 

Madhee r-Koromi 

Qexsanguur
 

Moola Qorsey
 

Sheefaraa
 

Koola
 

Albaati
 

Quulale
 

Jaliti
 

Muutagoda
 

Ma Ia raj a
 

(According to infomants, there are anotehr 40 settlements for a total of 

53 	making up Hoosweyne Bee]) 

0 Kolbiyow 

(There are said to be 6 settlements in K61biai but there may be as many 

as 	15. These were not identified by district or local government officials.) 

V 



Locations lisLed or nmaps are as follows: 

Doo Ia 

hai i r 

Hidda Sibra
 

Daanbalo
 

Lookoley
 

Jeeyo
 

Madi yaasha
 

Si i rba
 

Kuusa Qaro
 

Amma
 

B i ssadun
 

vi
 



o Mana Moofa 

Koban 

Be led Raxman 

Sheek Canbuulo 

Cisman Moto 

Bangeeni Yare 

Banbi Ia 

Buulo Xaanole 

Boorin, Xaji Munye 

Lokono 

Aboorow 

Budo Sheik 

Dhayaabo Yar 

Dhayaabo Wein 

Baadhamey 

Buulo Faryan 

Kor Kaamarey Yar 

Kor Kaamarey Wein 

o Mogaanbo 

Mashaago 

Moofa 

Maasegino 

Buulo Yako 

0 Sun guun i 

Ebyam 

Bandar Jadid 

Malayieh 

viii 



0 

Wargey
 

Tomfi ig
 

Mayuonda
 

Turdho 

Jumba 

Ni i rey 

Gob an imo
 

Buulo Mareer
 

Yaji Cali
 

Jibaale
 

Jamaale Jay
 

Bander Burani
 

In addition to these, the following population locations are shown on 

maps but were not mentioncd by Jamaame District or local government officials 

as being part of the respective beels in the district. 

Afar Mudal 

Anb a go 

Axmad Kanafiirey 

Araryarey 

Baa rdhee re 

Baar Qo 

Baasaay
 

Bagdaad
 

Bansa
 

Borwaago Weyne
 

Beey 

Boorini Idore
 

Bourini Sharlifa 

ix
 



Bugecy
 

Buulo Jaay
 

Buulo Kero
 

Buuri Jis
 

Ceel Aaanta
 

Cimba
 

Dhaay Garas
 

Dhayo
 

Dhiiref
 

Dhimbil
 

Doorusaka
 

Gaabahu
 

Baal
 

Gamdalayo
 

Garas
 

Goomeni
 

Holwadaag
 

Ifiono
 

Isaag
 

Jambarow
 

Jibey
 

Jiinis
 

Aircrey
 

Jimaboota
 

Jitalii*imo
 

Juwaaley
 

Kaabsin'
 

x 



Sheegow
 

Sheikh Caddi Muudey
 

Shembile
 

Sinj ibaan
 

S/Woolol
 

Taxa Wungu
 

Toro 

Tuuni Toofe 

WaI tugeer 

Xaali Haree 

Xal imofibaax 

Xar 

Xididaafe
 

Yarey 



Kabxan ley
 

Kuduud
 

Laba Garlish
 

Lakoole
 

Maama 

Maamnboy
 

Maana Sudha
 

Sa buungo
 

Majir
 

Mayoor
 

Me se r
 

Mookoome
 

Mugdayaa rey
 

Mukay 

Mukoy Gaamila 

Munj aan 

Mdryool e 

Mouse MuLkuuw 

Muuse Xaj i 

Naslib Buridaw 

Qrax icy 

Quul1ey 

Raxoole 

Saagga 

Sadex tiudul 

Sari irow 

Shabec fey 

Ai
 



KISMAAYO DISTRICT 

TOWNS, VILLAGES, AND SETTLEMENTS ACCORDING TO BEELS
 

17 	 Kismaayo District Capital and Administrative Area 

J i i fweyn 

Jirodey
 

Buule
 

Qaa rasa
 

0 	 Bulo Xaji 

Dharkeyn ley 

Stamboul 

Bee ras i 

Bali Sheefare
 

Saliidey
 

Usbo
 

Yamani
 

Faalagho
 

0 	 Buulo Guduud
 

Kuusovd
 

Maseer
 

On ley 

0 	 Canjeel
 

Jana Cabdillo
 

Golol Shurr i
 

Bee rhani
 

Haandaraafa 

La 	HelIay
 

xiii
 



o Goobweyn 

Iskudar 

Dhiig 

Weylood 

0 Qod Qod 

Baal Guudde 

Buymadka 

Caddulle Birooley 

0 Yaantoy 

Makoomani 

xiv 



APPENDIX 5
 

FIELD SURVEY TABLE
 

POPULATION AND SERVICES
 

BY DISTRICT
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T, Kismaayo - -'i~> , 

*data ob, ained .-." ._- -O R7HS,
by site visit PP UtLAIC 

71to z_Z n ns/ PC _ -.- -, -Li 
y oC. villajcs/ij5:u --':y . .. . ..- - I 0 


s".-ett-,ment. 
 I cor- L 

tw 0 .. i regional nuse i 
Regional Capital: town !informat1 n I n u x. 2C, X 

5 settlements! 9h C some N I NIl X 11. Kismaayo ____'_MCH Ctr. .Chnese rT,._
_--__. md.
.............
eontsI 1 

2. Caanjeel(beel) tc)%ton 300 0 28 2 12 t t t
 

se lemen s 200 [201 X 51 0
 
_ _1T
 

a.Beer Xaani , j village 0 l X 2 0 1 I135 0 87 0 0 029 


b.Jana Cabdille j _ village 1 350 0 0 -D1_ 1 l 
c.La Hela settlement 50 0 I 0 0 ___X_ X 0 o J 0 

NT I N TN 

d.Golol ShUumbi ,I 0 0 0 ONsettlement 200 __X 0, 70 x OI0 O 

3.Vaantoy(eel) i to,, lae an' 3000 one - I 

3aals ydu Iseletm n s 8,000 dispensary laux. nur e 0 X- IX X 0 0jtownoand
 
4.°h 
 n (bee)I rlements1 2,000 dispensary nurse 0 5 0 X X x C Oi 0 0 
a. hIskudur village 60 I I I INI NJ} Town and n si __ _ _ _ __ _ I ____ ___ 

5.Buulo Gucuud(beel) 3settlements 2,200 dispensary nurse 0 1 X X X 0 lagricultJre! 

Qod Qod beel: i I3i 
a. Burmadk. I i age, 50 3
0 0 41 , 1. 4 IX 2 10 
b.CabdullE Birool4y village .I1500 
______ __ __ e 00 00 i 

00 '2 2 X 2013 X C 00 00c, 0 __ town and5v.otila 0 

6.Buulo Xaaji(beel ettlemehts 900 dispensary 1 midwif 2 1 10 X ' 0 
-4 - trIinprI TA x xO( 

a.Beerasi Ih -­

-b.Yaani i _ ettlement 300 0 0 0 1I50 XNI C 0 0 0 

b.Ymanillage 90 0 0 25 [ - 0 0 !0 0 0 

C.Stambul I village 1 300 0 0 0 25 X NI NI 010 X 0 0 0! fishing 

TOTAL
 
I-I '
 

I I ! 

. I
 



APPENDIX 6
 

FIELD SURVEY TABLE
 

PROBLEMS DEFINED BY POPULATION
 

BY DISTRICT
 

"I. II.1



[ -7::c-Afrnjdo- I-C .. :inc" by tie Pc .,c ,-,-


lata obtaine 
v site visit General Livestock Faring Humanl !l2e __ 

CI Cr C 2 

1-

C. 4 --P 

- V L i "I f­

,.=, 

I. 

I:: I.­ *" 

.,-. '0**4 3 

drought I x x bite 

Af:.ad.: (b e ) 

I "avwcel)... X drought 
y, ....eI.. d r u h 

* 
i(be-1) __ _ _ _ 

C'oqa~i~ee).Xg-stroent._.. 
[ ~~food 

shorta 
__I 

_ _ _ 

~sr 

_ "_p e 
preda to 

cows get 

e 

r 

'' 

I _ _ _ _ JX j
X IX 

X 

IIbite 

L i i j 1 1 
xl x x ! 

;--I I 
.X ..! X X .. 

X' 

I__ _ __-

VD 
seI 

snake___ 

lXbite 

.00-L 

-ia 

t 
eJ _ _ 

_ 

_ T ....__ _____ ! 

x jx xI 

__ ._____412 11I___{54 21 

_ _ 

4_ 



t,:
 

DISTRICT:Badapdhe Problems Defined -1 v the Population 
*site visit General Livestock Farming Human hialth 

a) u{J 0jI 0 
Comrmunity o 

_ 
" ri r- I :c, U B-,-R 

Inland:
'*!.Badaadhe(beel) X x 

I 
x x x x 

2.Huoswevne(beel) X X .... x 

*3.1-adajir(beel) xx 

x IX,x x X, BUK S 

*b. Garsav Kusa X X X x x x x 
c. Santaro 

x x 
---

I 
. - -

'4.Kolbivow(beel) x - II l ! - -­x ! I I 

'-5.Xalimo Cadeev(beel)l 
A

uxnI x X EYE 

b. Yeedi X t f T -- °nli n __X _ _ _ _ _ _ _ 
X 

--
x(JTy 

, 
p y 

5.xDalaavad(bee ) x x 
i Ix!poli 

Coast: 
I .Kumis(beel) I x isolated 

______! 

I -

rfeasles 
es 

*a Tosha 
*b. Sheeva -­

_ 

X 1isolated 
olate 

isolated I 
-

--------------

c. Naava 

2.Kamboni (beel) 

-isolated 

isolated 
" f .. iisolated. 

i un arani x isolated_ ___ -

b. Odax 

S.Burgavo -

isolated 

isolated ._ - -

__ 

-
i 

-­

xxr V -

9 6 2 2 1 7 83 [57 7 4 ! 2 
 5 



cl 

DISTRICT: Jamn-me Problems Define'q ,y the Population 

*data obta-.iedby site visit Ceneral Livestock HuaFarming Human t, 'ltlth 

1 y 1 J - r rKI*c~Wa) j4J24 4i 
.4 4 $4 4 . . ... 

M poor CAC) ( )i W" " P)) noI t echnical1-- -1 r4.cC 
1. Demabe1 ty sanitation 1 XZ services X X
 

I4 
 C-- -a 'a . Naftaguur jsanitation I Xxpoor era 
death
 

2. Turdho(beel) anitation technical X 
poor I _I 

X X 1 X1 X 

anitation
 
3. Kamsuumna(beel)X 

XX
 

a. Baardheere Yare
 

b. Beled Aamiin 1 I 
saito n 

4'.Naana Noofa(beel) ;anitation X XX X 

a. Koban porIj
b.~~ Bee Ami
 

sanit ation xtx xlx5. Mugaarbo (be.)X 

6. Sunguuni(beel) X X xX 

TOTAL 6 1 675 5 2 3 

TOiA
 

1 



DISTRIC.T: Kisz-- yo 

* data obtGned 
by site visits. 

Ceneral 

Problems Define r)v 

Lv&Hto ck 

the Population 

Farming Human t._th 

Conmnunity M(..U" 00 ' W ." Z cl- " 

1.Caanjeel(beel) 

*a.Beer xaani 

*b.Jana Cabdille 

c.La Helay 

X 

X education 

floods 

X 

Anthrax 
1hrush ,ricke ts 

sheepox 
____cowpoY 

dou 

X 

seasonal 
problems 

f 

floods 

X 

X 

X 

X I I 
X 

X X 

X J 

pertusi-s 
asles 

*d.Golol Shuumbi 

2. Yaantoy(beel) 

X drought X 

X X 

no 

esticides 
stealing 

X X 

X

f 
3. Goobwevn(beel) mosquito Xfruit X 

4. Buulo Guduud(beel) 

Qod Qod beel: I 
X 

X 
X p.4rtu-n 

ieatIil 

*a. 

*b. 

5. 

Burmadka 

Cabdulle Birooley 

"cam 

Buulo xaaji(beel) 

X 

" Ice 

- -- ,x 

X 

lpox 

camelpox ,asle 

X 

XxI 

X X 

X 

j 
[ X 

x 

X I 

j
I asthmel 

*b. Yamani X 

--
X 

ao transpor 

X 

-­ ------ X 

x 

X 

t 
*c. Stambuil 

i 

7 1 5 4 3 1 2 4 115115I 215 2 



APPENDIX 7
 

MOH HEALTH ASSESSMENT FORM
 

FOR THE REGION, DISTRICT TOWNS AND VILLAGES
 



MOII HEALTH AcSESS.!ENT FORM
 

TLis a conPOsitc fO'rn fo
01-tho ncE.on..taDstit'." 
as a ~hole. 

TO 13-, COLLECT,1D DU~' ~i~VYSIT TO TU DISTRICT TO?' s 

REGION.
 

2i'~ NPP "' ... .. . ..
.% UT ~ ; O O~.-.., ,. . .. .. ..,. . .o R GIO . .. . . . ...-....... . ,.-, :.IO:0.; '. .. -. i 

URBIII •% .............. ....
. . .MAIII FG60110'IIC 'ACTIVITIS: ............ ' , . . " " ...... ". . .. '' : t 

R]GIONAL HfALTM F.ACILITILSs .......-........ 6A6'9*9999 : 
 ' 
HOSPITAL 
 .... o 
o.....
...... o o Ieo.o 

WARDS .... ........ 

X -RAY 

LABOROTORI2S 
: **9,9.**t***.**. 

OTIII2R R1721 7nAIb, ....... 
 ..... 
 ..............
.. 
 . .
 

DISRCT .. Total for entire district.
 
DISTARIM C'DSTICs
 

:.;.: , •j ' . . ,: - . . U". TI O;'D. .01. .S.T C' . :. . .. . .. . . .... .... . . .. ,, . . 
S..1.. .. . , . ....... **.*..* . .*
. . .
 

IM I . D LIST OF .L:. 
 I .S: ........
POPULITIO.1 .. ..o ...... 11MM,*-D1-h**-L1 

-. ~c ...i,02 . ... ..•........... . IY!AAO 1;,D S R O 
 . . ..
DYSTA.1CFS 
 ........***, 
 FROM~ DISTRICT CAPITALLIPS O~TDISTRICTS ............ 
 • , 

,CTIO!Js , . 

R2,,GUWII T.,jA±L .LU 

ROAD CO. . , ......... .
 

TO, ;h--L . .....~ :' .":,o~ n i ~, ro-, :'q4... . . .: EIRD ..........
HEALTHl iACILITUlS 

. " -..- 4 T.. ...... oo ,c 

DIM -RE NO . ' ... . .. LMCA I"]" D TV 7 W' 

S C, ? 17 S,*.............
 

* *. VIV 6*9 or 



Y.T-),OT17 4 LIST OF i!Al.!;S PLA~CE or, I.1ORi< 

x - RAY ifC~I itH 

LAB. T o: 

AUX: o JqURSE3S TRAIFN G PLACE OF WORK 

OTILAtS OU;X 11 if 

TBAl I it 

MUMh~S STAFF I4' 

OTI{'R DISTIRICT FACILITIES 

SCHOOLS NO LOCA lIONl fISTA11CE NO OF STUJDENTS 

FAMILY CL!,,r,'TGJJ;'j IM Ioi 

OTifL:'R (el3-ccto~e~i) 

ALL DIS"iflICT LTV2Ll H F~ILIIMCILIT2i 'S SHOULD TE, VISITE~D 

ASEP SS ACTLU'-;L .0-1rC2 OF STAi"'F 

GEjii~LPEPIAIR SUFF1C1~'CY O J.!H 

2kUIP~~1EUT0 A .ITY A:HD (hZI 

QUALY 0:- W0R1( 

IIYGCiJL OF PRy-is.:sI j 

itR, POiRll1lTG A.T32M R 'C ORDU 'G 

COM.'1RT3 OU-61GI:L ).'AD D1 TRICT 8'SAFF 0. 

FUOCTIOJII1:C/AGcJTI.;rrI' l L!'R 

*SUPPI.,7.-'.." 

flt1A P:OONI 

F fll. 
P~~iuTAP;::I T') TUT S ;fE OR ATE',, 

TOI*.-CT ('Y~ DLUio"AL, ""D!C313F2L LADERo" 
1 I.,I f", IIM !111PL FAC ILPIiI 2STAYF 

VilT10 AL PR 0GRA~It DIlcS'T R 



MOlt HEALTH ASSESSMENT FORM 

])AT,:Ri 

(fit n YTTfl 1 

1. 

2. 

LOOATIO' 

FAME 0 VI0,2rj ,4 

IN DISTRICT OF 

1iN ]'PGIO!7 OF 

iALTHI "OST - I', T0 ,UI I ......... 

VILL&GE, LA2]:iS lItJTi 

ClHJI2J* OR 11LADjhA 

"I'" 4. 

...... 

.... 

0D1h1,L 

-

.. 

K, TO t)ISTI. .OI.... 

KM TO 10G. TOWS..; 

UWT . .TO .... .... 

.. 

. .. 

.. 

HLTORA 

TO 1M 
S"e,IT 
11U.l AL l a 

041D00969 .A... 

444 a4 4 4444Al go9 ov 4 e44 4 ~4 wo6 a aa o *4 o90 * o4 

.... .......... ... 

3 - a *. . o 4 o. . * a * - # . * *o 4 e 

NbcL'AS L.... FOR'**......... . 

3CUALD COil TT L VIL~iLL 

1.-,*4*bS*S.44 
4 

.44 . . . 4444.444444• 

t4, 4- . .4C44 0 .. 4. .44'4h44 

3.eo l eeoe eel 

* a a ol~ o ao , 

64 444000666 

2 

4444444.4 6 ee 

44 4 

o••••o , 

0 TD1117,RS 
It i'Tlt 
POPIU\II0:. 

4c . . * 1 . . . .. .... . . . . . . . . . . . . . . 
it IW I-

'4Li ,.L::G , FORi S.AL iL!;LP . ............... 
( 

. ... 
'l 

3 4 . ',r~T4i..4 ;.. .. .. .. .. .. ... 

:;hOWiOSO: O 1...... A ............... ....... *.......L!~ 4.0 W 

OL ' 

I EN .wr,...... ,.... 

CiEW 7"'OI ivrc 

S tl . ':;S t,... .. ....... . . -. 



-2­

4.	 FOPUtATiO:; A ,5.S, iAT: I-ALEF.?1ILI TOTAL 
NO OF 	 IIfAAT. 

UVFDJR 1 YEAR 
ChILDRE 1 5 YEAR 

to 6-15 " 
ADULTS ADOVAl 15 ftARS .........................
 
TOTAL POPULATION 

WOI JE, C11 ILD ,AR1,IUG 

140 	 Oll? POPTiOA T.107; AT T O.. ,.... ,-SO ................ ..
 
% OF S! TTLI.D PONCLAT!0N1
 
% OF 
 -AOl"ADIC POPUL'TION ............... 
 ....... S ...... 
 ...... 

5. IJIMR OF DtTZLLI:TG: P...R......... 
 ...... ,11T I, 
TLIPOR.\Y .... ....... .. ...... . ! It 

PO;R ')OUI 
 ICRS:
 

GElrERATOR . . . .. . . . .......... 
 . . . . . . . .
 
GAS 
 *oe... 
 . ... 
 . .o. . .eo. . . . . . . . . . . 

WIiNDYILL 
 ................
9096-664
 

OTLLR 
 **. 99*5.......
 

6. 	 WATER SOURCE A-1;D :; ,....R:
 
SLkl'jD DUG vI;LLS3 .............. .. SPRIIGS 
 ...... ....... 
 .o.. 

DRILLED 1JELLS .......... ,. PONDS ..... 
 ........ 
 ... 
STREAT! ... &0. . 0a. .. a... 3TORA Ei,TA:iK ...o .......
 
RIVi, R .. ., .. . . . RO[PiTD !'!AT.--R fa IV,!! . . .. . *.
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APPENDIX 8
 

EXAMPLES OF LESSON PLANS USED FOR 
INSTRUCTION
 

OF NONLITERATE CHWS
 



Lesson lubcr:2 - WHAT GEPU,!S ARE AR[D 14ERE THEY ARE FOUP)jD 

Time: I 
A c t ppoch--------
Intrcduction 

We are going to talk again about germs.Do you remember in the pretraining
period you programwere taught what germs are andwhere they are found?little Germs are tiny,creatures which cannotthe be seen Withnaked eye. 
 They can be 
seen with the
help of a machine specially made for this
purpose. Germs can be found anywhere
around us.
Discussion on Askwhat germs are end 

the VpWs to recall what they know
about germs: (kurang kesso)
where they are
 
- germs are
foundcannot tirny,


seer, Withbe little creatures whichthe ziakel eyes.­
- they are 

us found everyw,;here and all aroud 
they cause disease
 

- they are less in envirinments Which areclean.
 

Howthe germs getbody into 
Ask the VHjEs to recall the causespeople getting ofsick. Explainget into that germs 

Show 
the body through;

a picture of - food,how diseases air, water,spread and contact.
through food, water Contactand air. can be directly from oneto another, or personindirectly from something
like the clothes, plates and cups whichhave been used by the sick person.

The effect of 
germs in 

Ask the VHWs to explain what they feelLhe body when they get sick.
 

Germs cause disease and ill health in
the body and the effect of germs in the
body can happen in nany different forms,
such as, in the 
-

- head, causing a headache
 
- ear, which may discnar.ge 
- nose, which may be 

pus 
ruming- throat, which may be - mouth, which sore 

may be sore and offensiveand may cause 
the sick person to lose
his appetite 
- skin, which may be hot or col.d cndsweating with rash 
- chest, which may pre,ent. as cough withpa in 

- tummy, (abdomeni)in diarrhoea which may ache3r the-c or run asmany be constipation.- musclesor swell of the body, which may achewaste, 
- blood, which iny become less in quantityand quality
 
-- nerve (fassp) 'Th:i h .yperson to behave in an unusual manner. 

http:discnar.ge


2Lesson Number: 

Activity 


Prevcntive 
measures against 
diseases spread 
through water,
food, air and 

contact 


Show a picture 

of cooked food 

covered properly 


Show a picture of 

a protected well 

Show picture of 

a man covering 
his nose and 

mouth when 

sneezing or
 
coughing 


Review pretrain-

ing experiences in 

conmunity diagnosis 


Reminders
 

Approach
 

Ask the VHis to explain how they can
 
protect food and drinking water at home. 

Food: 
- Cleanliness of hands, cooking, eating


arid drinking utensils
 
- proper cooking of foods to destroy all
 
germs
 

- keeping food covered to prevent dust and 
flies setting on the food
 

- preventing flies around the compound
 

Water: 
- prevent villages from polluting the
 

source of drinking water 
- protect well from animals, dust and
 

other sources of dirt
 
- protect drinking water in the house
 
from contamination
 

- always keep water pots covered 

Air: 
- wet the floor before sweeping
 
-
cover nose and mouth when sneezing
 
- cover mouth when coughing 
-
protect young children with immunization
 
- avoid spitting in the street
 

Contact:
 
- practice food personal cleanliness
 
- protection of food sold in the market 

Let the ViON tell of any changes made 
in his village since pretraining, to 
stop the spread of germs. 

SI
 



Lesson Number 8
 

Activity 


How to use the 
mid-arm circum-
ference strip and
 
take patient 
information 

Provide 
children 
between 1 - 5 to. 
demonstrate cn 
while explaining 
to class 

Who to use. the 
mid-arm 
circumference. 
strip on. 

J Approach 

Explain when referral should be made by 
looking at chart. Stress the need for VHWV/
 
CIN to examine RHCs on compound visits.
 
The V1/I is -r4pcnsible to attend and assist
 
antenatal aiid IWC with CHIUI and TBA.
 

Snow the mid-arm circumference strip and 
explain the colours to the t;.Lainees. 

- green shows a well fed child 
- yellow indicates bo derline nutrition 

- red shows severe malnutrition 

Explain to trainees how to use the. mid-arm. 
circumference strip. 

-Find out the age of the child
 
-Explain to mother and child if possible
 
what you are. going to do
 

- Talk gently with the.child and have him 
hold the atrip to know that if cannot 
hurt. 

- Hale him hang down either a:rM. Find the 
part of his arim which is halwaoT between 
his shoulder and his elbow 

- Wrap the strip around the upper arm. It
 
must be flat against his aim. all around 

- Do not pull tightly. This would squeeze
 
the arm. and cause an incorrect measura­
ment.
 

- Find the. place on the strip,where the 
single.black line reaches and check the 
colour of that place. 

-Talk to the mother about child's health
 
while doing this. Good time to practice.

patient care and history taking skills. 

Ask class if they know on which group of 
children is the. mid-aram circumference strip
used. Explain that this measurement is 
cnly relevant when used on children 
between I - 5 years. Have VHWs. explain thde 
other methods of looking at a child's 
nutritional status. 



Instructional Pictures for Nonliterate people
 

1. How germs are.spread by animals.
 

2. How germs are spread by people.
 

3. Unprotected water causes illness.
 

4. Protect water to stay healthy.
 

5. Arm circumference measurement 
to determine nutritional status.
 

6. Breastfeeding= healthy child; bottle feeding= malnourished child.
 

7. The three food groups: disease protection, energy, body building.
 

8. Proper treatment of eye infections.
 

9. Referral and examination for lower respitory problem.
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APPENDIX 9
 

LOG OF ACTIVITIES
 



PROJECT CONCERN INTERNATIONAL TEAM TO SOMALIA
 

LOG OF ACTIVITIES
 

Thurs., 3/22 
 Scott Loeliger, Community Organization/Training 
Specialist
 

Arrived in Somalia 

Fri., 3/23 - Scott Loeliger
 
Wes., 3/28
 

Meetings with AID-Somalia, Primary Health Care
 
National Office, Ministry of Health - arrangements 
for arrival of full PCI Team
 

Thurs., 3/29 Scott Loeliger
 

Change order for contract with AID-Somalia 
signed
 

Fri., 3/30 - Scott Loeliger
 
Mon., 4/9
 

Vehicle Procurement in Djibouti and delivery to
 
Mogadishu; procurement of project equipment for 
field study; recruitment of Somali field staff
 
for field survey
 

Sun., 4/1 
 John Wahlund, Community Health Planner/Training
 

specialist
 

Arrival in Somalia
 

Mon., 4/2 John Wahlund
 

Processing with AID-Somalia
 

Tues., 4/3 John Wahlund
 

Meeting with Dr. Qasim Adan Egal, Director of
 
Primary Health Care, Ministry of Health 

Wed., 4/4 John Wahlund
 

Meetings with Ministry of Local Government and 
Rural Development: Dr. Ahmed Dahir, Director of
 
Planning; Mr. Abdouli Yussuf, Chief Officer
 

Thurs., 4/5 John Wahlund 

Meeting with Director of OXFAM1 
Meeting-Earl Goodyear, Director, CARE-Somalia 
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Day & Date 
 Activity
 

Fri., 4/6 - John Wahlund
 
Sat., 4/7
 

Orientation of 	Somalia Field Staff 

Feasibility survey for Lower Jubba
 

Sun., 4/8 John Wahlund
 

Meeting with staff at Somali Research Unit for
 
Emergencies and Rural Development (SRUERD).
 

Worked on notes
 

Mon., 4/9 	 John Wahlund
 

Applied for security clearance and letters of intro­
duction from Ministry of Local Government and Rural 
Development.
 

Meeting with Mr. Colin Williams, Director, Action Aid
 

Tues., 4/I0 John Wahlund
 

Meeting with Dr. Sandra Gove and Nancy Lamson to
 
discuss evaluation of Rural Health Delivery Project
 

Scott Loeliger
 

Vehicle registration, etc.
 

Wed., 4/11 John Wahlund, Scott Loeliger
 

Meeting with Dr. Qasim, Director of Primary Health Care,
 
MOH
 

Meeting with Noel Brown, Chief of Party, Medical
 
Sarvices Consultants, Inc.
 

Thurs., 4/12 	 John Wahlund, Scott Loeliger
 

Meeting with UNHCR
 

Logistics, banking
 

Fri., 4/13 	 John Wahlund, Scott Loeliger
 

Team Meeting
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Day & Date Activity 

Sat., 4/14 John Wahlund 
Obtain statistics and reports, 

Ministry of Education 

Review manpower study 

Scott Loeliqer 

Logistics and supplies 

Sun., 4/15 Scott Loeliger, John Wahlund 

Meeting with Dr. Yussuf, Director of Operations, 
Central Rangelands Project 

Meeting with Dr. Tony Williams, Office of Population 
Education, UNESCO. 

Mon. 4/16 Scott Loeli...r. John Wahlund 

Meeting with Dr. Qasim, Director of Primary Health Care, 
MOH (attended by John Rose, Health Officer, AID-Somalia) 

Tues., 4/17 Scott Loeliger, John Wahlund 

Meeting with Dr. Salifn Kamal Dallal, Director, WHO 

Meeting with Dr. Mohamed 
Primary Health Care, MOH 

Ibrahim, Deputy Director of 

Wed., 4/18 Scott Loeliger, John Wahlund 

Meeting with AID-Somalia: 

Raga El'im, Chief, Social Development Division 
John Rose, Health Officer 
Ernie Peterson, Food for Peace Officer 

Thurs. 4/19 John Wahlund 

Meeting with Dr. Ali Haji Sani, African Medical 
Research Foundation, working in PHC in Luug 

and 

Meeting with Dr. Abdi Guri, 
Health Care Program, MOH 

Director of Training, Primary 
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Day& Date ActivJI 

Thurs., 4/!9 Scott Loeliqer 

Procuremenc of supplies, equipment for field survey 

Fri., 4/20 Scott Loeiiger, John Wahlund 

Preparations for field survey, rest day 

Sat., 4/21 John Wahlund, scott Loeliger 

Obtain final clearances, letters of introduction for 
field surve/ 

Workel on notes of meetings 
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Day & Date 
 Actvi ty
 

Sun., 4/22 
 Ralph Montee, Rural Development Specialist/Team Leader
 

Arrived in Mogadishu
 

John Wahiund, Scott Loeliger 

Meeting with Primary Health Care Office 

Mon., 4/23 Ra Montee 

Trip Preparations
 

AID Processing
 

Ralph Montee, Scott Loeliger, John Wahlund
 

Team meeting
 

Tues., 4/24 Ralph Montee, John Wahlund
 

Meeting with Dr. Qasim, Director of Primary Health 
Care, MOH
 

Meeting with AID-Somalia:
 
Raga Elim, Chief, Social Development;
 
John Rose, Health Officer
 

Wed.,.*4/25 
 lh Montee, Scott Loeliger, John Wahlund 

Final Flanning 

Meeting with Ministry of Health: 
Dr. Qasim Adan Egal, Director of Primary Health Care 
Dr, Mohamed Ibrahim, Deputy Director of Primary
 
Heaith Care 

Thurs., 4/26 RalphMontee, Scott Loeliger, John Wahlund
 

Meeting with Minist'ry of Health:
 
Dr. Mohamed Ali Hassan, Director General 
Dr. Qasim Adan Egal, Director of Primary Health Care 
Dr. Abdi Guri, Director of Training, Primary Health
 
Care 

Fri., 4/27 
 Ralph Montee, Scott Loeliger, John Wahlund
 

Travel to Kismaayo to begin Lower Jubba Region Survey
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Day & Date 
 Activity
 

Sat., 4/28 


Sun., 4/29 


Mon., 4/30 


Tues., 5/1 


Wed., 5/2 


Ralph Montee, Scott Loeliger, John Wahlund
 

Planning Meetings with:
 

Dr. Omar Hersi Mohamed, Acting Regional Medical
 
Officer, Lower Jubba
 

Mr. Abdulahi Haji Hassan Ali, 
Regional Executive
 
Administrator, Lower Jubba 

Mr. Ahmed Hassan Saleh, District Commissioner,
 
Afmadow District 

Col. Ilmi Faran, Regional Police Commander,
 
Lower Jubba
 

Ralph Montee, Scott Loeliger, John Wahlund
 

Travel to Badhaadhe District Capital
 

Planning meetings with Badnaadhe District Officials:
 

Mr. Salat Abdouli, District Commissioner
 
Mr. Ahmed Ibrahim, Livestock Officer
 
Mr. Ougas Ali Farah, District Health Officer
 
Mr. Ali Abdi Nursi, District Executive Secretary,
 

(Now Ministry of Interior)
 
Mr. Mohamed Elmi Sayan, Veterinary Field Officer
 

Team1 (Scott Loeliger, Abdi 
Guri, Abdi Kadir, Rose S.)
 

Site visit to Kolbiyow Town (Beel)
 

Team 2 (Ralph Montee, John Wahlund, Ahmed Yusuf)
 

Site visit to Badhaadhe Town (District Capital)
 

Team1 'Scott Loeliger, et al)
 

Complete site visit to 
Kolbiyow Town
 

Team 2 (Ralph Montee, John Wahlund, et al)
 

Aborted site visit 
to Dalaayad Village (road impassible)
 

Completed site visit in Badhaadhe Town
 

Meetings with District Officials
 
Team I and 2 (Scott Loeliger, Ralph Montee, John Wahlund,
 

et al)
 

Travel to Wadajiir Village (Beel)
 

Village meeting in Wadajiir
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Day &.Date Activity 

Thurs., 5/3 Team 1. (John Wahlund, Abdi Kadir, et al) 

Site visit Wadajiir Vila 

Site visit Goba Village 

Team 2 (RalhMontee, Scott Loeliger, et al) 

Site visit Garsay Kusa Village 

Site visit Yeedi Village 

Team 1 and 2 (Scott Loeliger, Ralph Montee, et al 

Site visit Yalimo Caadey Town (bee]) 

Thurs., 5/3 Abby Thomas, Development Anthropoli ist/Social 
Scient i st 

Arrived in Mogadishu 

Fri., 5/4 RaEph Moptee, Scott Loeliger, John WahlUnd, et al 

Team meeting in Kismaayo 

Sat., 5/5 Ralph Montee, Scott Loeliger_, John Wahlund, et al 

Planning meetings in Kismaayo:
Dr. Omar Mohamed Hersi, Actiag Regional Medical 
Officer, Lower Jubba;
Mr.Mohamed Mohamoud Liban, Governor,Lower Jubba;
Mr. Sallah, Director, Fishieries Department, 
Kismaayo 

Abby Thomas 

Travel to Kismaayo with Mr. Raga Elim, AID-Somalia 

Sun., 5/6 Team I (Scott Loeliger, John Wahlund, Abdi Kadir 
RoseS.)--

Travel to Kulmis (Kudhayo) by boat for coastal survey 

Team 2 (Ralph Montee, Abby Thomas, Abdi Guri 
Ah ine d Yusuf) 

Accompanied by Mr. Raga Elim, AID-Somalia 
Site visits in Kismaayo District: 
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Day & Date Activity
 

(Sun., 5/6) Site visit Buulo Yaaji Town
 

Site visit Yamani Village
 

Site visit Stambuu; Village
 

Site visit Beeraasi Village
 

Mon. 5/7 Team I (Scott Loeliger, John Wahlund, et a)
 

Site visit Kulms Town (bee])
 

Team 2 (Ralph Montee, Abby Thomas, et a])
 

Meetings in Kismaayo with:
 
Mrs. Faduma Ismail, District Midwife,
 
Jamaame District;
 
Mr. Hussein Malin, Hospital Administrator,
 
Kismaayo Regional Hospital;
 
Mr. Jibil Ali Adan, District Commissioner,
 
Kismaayo District;
 
Mr. Ashur Ali Baro, Regional Sanitarian,
 
Lower Jubba
 

Site visit Kismaayo Regional Hospital
 

Tues., 5/8 Team I (Scott Loelige'r, John Wahlund, et a])
 

Travel to Kambon, by boat (Ras Kana boni)
 

Team 2 (Ralph Montee, Abby Thomas, et al)
 

Site visit to Regional and Kismaayo District
 
MCH Center
 

Meeting with:
 
Sido Ilmi, Regional Midwife, Lowzr Jubba
 
Fadumo Abdilahi, District Midwife, Kisimaayo
 

Site visit to Caanjeel Village (beel)
 

Site visit to Jana Cabdille Villacje (beel)
 

Site visit to Wadaade Grazinc Area
 

Site visit to Beerhani Village
 

Site visit to Lahelay Nomadic Settlement
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Day & Date Activi ty 

Wed., 5/9 	 Team I (Scott Loeliger, John Wahlund et al)
 

Site visit Kamboori Town (beel)
 

Site visit Munaran; Village
 

Site visit Oda Village
 

Team 2 ( :alph Montee, Abby Thomas, et al)
 

Site visit Goob Weyn Town (beel)
 

Meetings with:
 
Dr. Ali 1ohmaed Samatar, District Medical Officer,
 
Jamaame District, to plan for Jamaame site visit.
 

Site visit Buulo Guduud Town (beel)
 

Site visit Yaantoy Town (beel)
 

Thurs., 5/10 Team I (Scott Loelier, John Wahlund, et al)
 

Site visit Burgavo Village 

Travel to Kulmis by boat 

Team 2 (Ralph Montee, Abby Thomas, et al) 

Meetings with: 
Dr. Abdulrahman Ali Sirhan, District 	Medical
 
Officer, Afmadow District; 
Mr. Hussein Ismail, Director of Animal Diagnostic Lab,

Kismaayo Region (under the Department of Animal Health,
Ministry of Livestock, Range, and Forests); 
Mr. Abdulahi 
Haji Hassan Ali, Regional Executive
 
Officer, Lower Jubba;
 
Mr. Sallah, Director, Fisheries Department
(to check on progress of Team I and give radio 
message to them). 

Col. Ilmi 
Faran, Regional Police Commander,
 
Lower Jubba
 

Fri., 5/1l 	 Team 1 (Scott Loeliger, John Wahlund, et al) 

Site visit Tosha Nomadic Community 

Site visit Sheeya Nomadic Community 
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Day & Date Activity 

(Fri., 5/11) Team 2 (Ralph Montee, Abby Thomas, et al) 

Travel to Afmadow District 

Sat., 5/12 

Site visit Cag Libaay Nomadic Settlement 

Team I (Scott Loeliger, John Wahlund, et al) 

Travel to Kismaayo by boat 

Team 2 (Ralph Montee, Abby Thomas, et al) 

Continue travel to Afn'.adow 

Sun., 5/13 Team I (Scott Loeliger, John Wahlund, et al) 

Planning meetings in Kismaayo to prepare for 
Jamaame District visits 

Team 2 (Ralph Montee, Abby Thomas, et al) 

Arrive in Afmadow 
Site visit to Afmadow District Hospital 

Meetings with District and Government Officials 

(See summary,Attachment i) 
Site visit Hayo Village (bee]) 

Mon., 5/14 

Travel 

Team I 

to Libooye 

(Scott Loeliger, John Wahlund, et al) 

Site visit 

Site visit 

Site visit 

to Jamaame Town (District Capital) 

to District Hospital, Jamaame District 

to District MCH Center, Jamaame District 

Planning meetings with District Medical Officer and 
District Officials. 

Team 2 (Ralph Montee, Abby Thomas et al) 

Site visit L booye Town (beel) 

Site visit Taabdo Village 

Travel to Qooqaani 
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Day & Date 	 Activity
 

Tues., 5/15 	 Team I (Scott Lc'eliger, John Wahlund, et al)
 

Site visit Deema Town (beel)
 

Site visit Naftaquur Town
 

Site visit Turdho Village (beel)
 

Team 2 (Ralph Montee, Abby Thomas,_et al)
 

Site visit Qoolcaani Ton (beel)
 

Travel to Afmadow
 

Wes., 5/16 	 Scott Loeliger
 

Travel to Mogadishu by plane
 

John Wahlund
 

Attempts to aid Team 2 stranded by rains in Afmadow
 

Team 2 (Ralp Mlontee, Abby Thomas, et al)
 

Site visit Afmadow Town
 

Locate place for small plane landing.
 

Radio contact to Mogadishu and Kismaayo for help in
 
getting out of Afmadow
 

Thurs., 5/17 
 Team 2 (Ralph Montee, Abby Thomas, Abdi GuriL_
 
Ahmed Yusuf)
 

Airlifted out by light plane to Kismaayo
 

John Wahlund
 

Continue efforts to assist Team 2
 

Fri., 5/18 John Wahlund, Ralph Mort:ee, Abby Thomas, 
et al
 

Travel to Mogadishu
 

Sat., 5/19 
 Ralph Montee, Abby Thomas, Scott Loeliger, John Wahlund
 

Full team meeting to review field survey work in
 
Lower Jubba Region
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Day & Date Activity
 

Sat., 5/19 	 Meeting with Ministry of Health: 
Dr. Mohamed Ali Hassan, Director General 
Dr. Qasim Adan Egal, Director of Primary Health 

Sun., 5/20 	 Ralph Montee
 

Reports for U.S. 

Scott Locliger, 	John Wahlund, Abby Thomas
 

Preliminary report
 

Drafting on survey
 

Findings
 

Mori., 5/21 	 Scott Loeliger, John Wahlund, Abby Thomas
 

Complete preliminary report 

Scott Loeliger, Abby Thomas
 

Prepare for return 
to Lower Jubba to complete
 
survey in Jamaame District 
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Day & Date 	 Activity
 

Tues., 5/22 	 John Wahlund
 

Submit first report to AID-Somalia
 

Scott Loel iger, Abby Thomas, et al 
Travel to Jamaame District 

Wed., 5/23 	 John Wahlund 

Attended Ministry of Health/AID -Somalia Primary Health 
Care Workshop - Mogadishu 

Scott Loeliger, Abby Thomas, et al 

Site visit - Mugaarnbo Town (beel) 

Thur., 5/24 	 John Wahlund
 

Attended t1inistry of Health/AID-Somalia P,imary IleaIth
 
Care Workshop - Mogadishu 

Scott Loeliger, Abby Thomas, et al 

Site visit - Kamsuuma Town (beel) 

Site Visit - Baardhere Yare Village 

Site Visit - Beled Aamin Village
 

Fri., 5/25 	 John Wahlund
 

Worked on notes
 

Scott Loeliger, Abby Thomas, et al
 

Site visit - Maana Moofu Town (beel)
 

Site Visit - Koban Town
 

Site Visit - Sunguuni Town (beel)
 

Sat., 5/26 John Wahiund
 

Meeting at Primary Health Care Office 
Survey Analysis
 

Scott Loeliger, Abby Thomas, et al
 

Meeting with:
 

Mr. Mohamed Mohamood Libaan,
 

Governor of Lower Jubba
 

Mr. Abdulahi Haji Hassan Ali
 

Regional Executive Administrator, Lower Jubba
 

Travel to Mogadishu
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Day & Date Activity
 

Sun., 5/27 Scott Loeliger, John Wahlund, Abby Thomas
 

Teanm meeting 

Mon., 5/28 Scott Loeliger, John Wahlund, Abby Thomas
 

Analysis of data and development of preliminary
 
program design
 

Tues., 5/29 Scott Loeliger, John Wahlund, Abby Thomas
 

Meeting at Primary Health Care office, MOH
 

Team meeting
 

Wed., 5/30 - Scott Loeliger, John Wahlund, Abby Thomas
 
Fri., 6/I
 

Analysis of data and development of pre­
liminary program design
 

Sat., 6/2 Scott Loeliger, John Wahlund, Abby Thomas
 

Meeting with USAID-Sonialia: 

Raga Elim, Chief, Social tDevelopmet Division
 

John Rose, Health Officer
 

Sun., 6/3 Scott Loel iger
 

Departed for the U.S.
 

Sun., 6/3 - John Wahlund, Abby Thomas
 
Tues., 6/5
 

Continue work on survey report
 

Wed., 6/6 John Wahlund
 

Departed for U.S.
 

Abby Thomas
 

Attended planning meetings at MOH for Hargeysa
 
ConFerence on Primary Health Care 

Thur., 6/7 - Abby Thomas
 
Wed., 6/20
 

Continued survey analysis and represented PCI in
 
meetings with AID-Somalia and MOH
 

Thur., 6/21 Ralph Montee, Rural Development Specialist/Team Leader
 

Arrived in Mogadishu
 

Fri., 6/22 Ralph Montee, Abby Thomas
 

Teal meet ing
 
Read survey reports and draft program recommendations 
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Day & Date Activity 

Sat., 6/23 Ralph Montee, Abby Thomas
 

Meeting with:
 

Dr. Qusim Adan Egal, Director of Primary Health Care
 
Dr. Abdi Guri, Director of Traininq, Primary Health
 
Care
 

Sun., 6/24 Henry Sjaardema, Executive Director, PCI
 

Arrived in Mogadishu for team consultation and
 
evaluation
 

Mon., 6/25 Henry Sjaardena, Ralph Montee, Abby Thomas
 

Meeting with AID-Somalia,
 
Raga Elim and John Rose 
Team meeting to discuss implementation strategies
 

Tues, 6/26 Henry Sjaardema, Ralph Montee, Abby Thomas
 

Meeting with MOH: 

Dr. Mohamed Ali Hasan, Vice Minister 
Dr. Qasim Adan Egal, Director of Primary Health Care 

Wed., 6/27 Henry Sjaardema, Ralph Montee 

Travel to Kismaayo
 

Thur., 6/28 Henry Sjaardema, Ralph Montee
 

Meeting with Mr. Mohamed Mohamoud
 
Libaan, Governor of Lower Jubba
 

Meeting with Col. Ilmi Faran, Regional Commander of
 
Police
 

Travel in Kismaayo District
 

Site visit - Burmadka Village
 

Site Visit - Cabdulle Bikooley Village
 

Fri., 6/29 Henry Sjaardema, Ralph Montee
 

Travel in Kismaayo District 

Site Visit - Tirooley Village 

Travel to Mogadishu 

Sat., 6/30 Henry Sjaardema, Ralph Montee, Abby Thomas
 

Team meeting
 

-15­



Day & Date Activity 

Sat., 6/30 - Scott Loeliger, John Wahlund, Abby Thomas 

Team meeting 

Sun., 1/1 Henry Sjaardema, Ralph Montee, Abby Thomas 

Work on draft report 

Mon., 7/2 Henry Sjaardema 

Meeting with Raga Elim and John Rose, AID-Somalia 

Ralph Montee, Abby Thomas 

Work on draft report 

Tue., 7/3 Henry Sjaardema, Ralph Montee, Abby Thomas 

Team discussions 

Drafting report 

Wed., 7/4 Henry Sjaardema, Ralph Montee, Abby Thomas 

Meeting with AID-Somalia to discuss Lower Jubba 
feasibility survey and draft proposal: 

Louis Cohen, Director 
Raga Elim, Chief Social Deveiopment Division 
John Rose, Health Officer 

Henry Sjaardema and Ralph Montee 

departed for the U.S. 

Thur., 7/5 Abby Thomas 

Worked on report 

Care Conference 
for Hargeysa Primary Health 

Fri., 7/6 Abby Thomas 

Travel to Hargeysa 

Sat., 
Tue., 

7/7 -

7/17 
Abby Thomas 

Participated in National PHC Conference in Hargeysa 

Wed., 7/18 Abby Thomas 

Return to Mogadishu 

Thur., 7/19 Abby Thomas 

Meeting with John Rose, Health Officer, AID-Somalia 

Meeting at Ministry of Livestock 

Meeting at Academy of Sciences and Art 
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Day & Date Activity 

Fri., 7/20 Abby Thomas 

Off day 

Sat., 7/21 Abby Thomas 

Meeting with John Rose, Health Officer, AID-Somalia 

Sun., 7/22 Abby Thomas 

Departed for U.S. 
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BOLIVIA 

NATIONAL DRUG DISTRIBUTION PROGRAM 

MANUAL FOR THE PURCHASE AND SUPPLIES SUBSYSTEM - MEDICAL SUPPLIES COMPONENT 

I. INTRODUCTION 

This manual has been conceived as a way to assist in the implementa­

tion of a subsystem for the purchase and distribution of medical
 

supplies. Attempts 
 have been made to identify th most important 

parts of the subsystem. At the same time, the nanuai attempts to
 

identify the basis of tie subsystem. Experience is the best teacher,
 

and for this reason, 
 the users of this manual will be able to observe
 

other aspects which impact on the functioning of the subsystem, and
 

which are not included here, therefore, input is invited from other
 

personnel in the health sector on this subject.
 

I. IDENTIFICATION OF THE PROBLEM
 

A. Lack of medical supplies 

There exists a network of rural, urban and health services whose
 

purpose is to provide services to the people in an opportune and
 

accessible manner. If an infrastructure and personnel exist, what
 

can impede the delivery of services by these establishments? 

There exist many factors, such as the lack of equipment, lack of 

trained personnel, lack of support, etc. One of the most iniporLant
 

factors that has been identified is the lack of medical supplies with
 

which personnel could offer more complete and timely services. 

If indeed there exists an infrastructure, and personnel to offer
 

these services, and there are no medical supplies, the cycle for
 

compbating disease is incomplete.
 

B. Lack of Capital 

One of the reasons that health services can lack supplies is th!e
 

lack of capital with which to purchase Lhe necessary supplies to com­

plete the circle of attention. There are many factors that contribute 

to the lack of capital, and it is necessary to enter into an exhaustive
 

analysis of this problem.
 

C. Lack of Administrative Orgarization 

Often this capital has existed in the form of donations of supplies
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and other materials. Nevertheless, the lack of a well defined policy
 
and administrative organization has 
resulted in the poor utilization
 

of this capital.
 

D. Lack of Trained Personnel
 

When capital has existed in the form of supplies, another import­

ant factor has been 
the lack of trained human resources. In order to
 

take advantage of capital, and not waste it, it is necessary to raise 
the awarcness of all personnel who have contact with the distribution
 

of the supplies, as much in the technical 
aspects as in the actual
 

use of the pharmaceuticals, and in the administrative aspect, 
includ­

ing the management of financial resources.
 

II. DESCRIPTION OF THE StBSYSTEM
 

In order to implement the subsystem, the Ministry of Health first
 

has to obtain the necessary medical supplies.
 

The subsystem includes three components which are. medicines,
 

supplies and equipment. These components 
are needed to initiate a
 

system of distribution of medical supplies which address the lack of
 

pharmaceutical products in the health services, establishes 
rotary
 

national capital, develops an administrative system, and trains per­

sonnel 
in the management of the subsystem. The following is a des­

cripti5n of some of the most important characteristics of this drug
 

distribution subsystem.
 

A. The Drug Distriut ion Model 

Due to the donation by USAID/Bolivia, the first purchase of 

essential products shall be made in the U.S. through USAID. Thesc
 

medical supplies shall be shipped to La Paz where they will be re­

packed and delivered to the different Regional Health Departments. 

Once the products arrive in the regions, they will become the capital 

needed to initiate the subsystem. This aspect of the design of the 
subsystem proposes that administrative management be decentralized. 

This is a great advantage that is worth noting, again: Cpital is the
 

property of each Rcq ional Health Department. 

The flowchart on page 3 descibKs the operational steps
 

in more detail.
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--------------------------------------------------------------------------------------------------------------

DIAGRAM 2
 

FLOWCHART FOR DISTRIBUTION OF MEDICAL SUPPLIES
 

USAID/BOLIVIA DONATIONS OF 
 HEn.LTH MIN. - TAKE INVENTORY
 
MEDICAL SUPPLIES 
 f -	 DISTRIBUTE MEDICAL SUPPLIES 

M A 	 TO THE RE]IONS 

- PROCEDURES FOR IMPORTING 
cI MEDICAL SUPPLI' TO THE 

REC!ONAL HEALTH DEPARTMENTS 
- PURCHASE MEDICAL SUPPLIES 

i 	 FROM NATIO,!AL DISTRIBUTORS 
FOR DISTRIBUTION TO THE 
REGIONAL HEALTH DEFARTMENTS 

LOCAL 	AND NATIONAL
DISTRI BUTORS 
 REGIONAL HEALTH DEPT. _____________
L 	 RECEIVE IEDICAL SUPPLIES
 

(LEVEL 111) 
 REIDACKING
 

RECEIVES REQUISITIONS - REPORTS
 
QUALITY CONTROL
 

FILL NEW REQUESTS
 
OBTAIN LOCAL A.ND NATIONAL
 
PURCHASES AND/OR 
INTERNATIONAL PURCHASES
 

RURAL 	HEAL UNITS I COLLECT MEDICAL SUPPLIES
 
(LEVELS I AND I) WAREHOUSE NEDICAL SUPPLIES
 

SELL MEDICAL SUPPLIES
 

I COMPLETE REPORTS
 

COMMUNITY 	 PURCHASE MEDICAL SUPPLIES
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B. Theory and Practice of the Rotation o Capitai 

It was noted in the introduction that one of the causes of the lack 

of medical supplies has been the lack of capital. This subsystem pro­

poses to el iminate forever this lack of capital if it is managed with 

the dynamics of a business. That is to say, that this donation has a 

monetary value that constitutes th2 venture of capital for each of the 

Regional Health Do.partrients. The use of this initial capital is the 

responsibility of the person in charge of the subwystem who has to main­

tain, or increase, th;s capital. 

How is capitali ost? The simplest way to do IlF is is to give away 

the medical supplies. However, there are other ways to lose this 

capital: theft, loss of the medical supplies, or the expiration of the 

useful life of the medicines, or a monetary devluation. 

The best ways to guard and augment capital are:
 

- that the pharnaceutical products be handled by responsible 

personnel to avoid theft or losses;
 

- that the expiration dates of the medical supplies be acceptable; 

- that the pharmaceutical products have a rapid turnover period 

creating a faster rotation of capital, given the small margin 

of profit designed in the manayement of this subsystem; and 

- Tinally, thre is a need to reevaluate stocks to adjust for
 

the currency fluctuation.
 

C. Administrative Orca i zatVion 

USAID/Bolivia's donation is designed to cover all administrative
 

and start up cost:, during the first year of the subsystem's existence. 

Moreover, an inUpendent administrative subsystem is proposed. The 

subsystomn is indep::ndcntly flexible in the sense tlat there exists a 

fulltime ,dministratu. to manage the subsystem. l1:.nthe same time, 

the subqyst m nmst be incorporated into the Reqional fealth Depart­

ment becaus- the funds generated throuqh the sale of the medical supplies 

enter into Fi.ca Subsystem. 

D. Personnel 1raininq 

The subsy;te'm design emphasizes the need to train personnel that 
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will execute the subsystem. These personnel include the person in 

charge and the other iemlbers of the team who have to implement the 

subsystem plan, including the rural doctors and health auxilliaries 

in the districts. 

The subsystem can be successful only if everybody understands 

and executes their specific functions well. More emphasis on this point 

will be given in the section on Educational Components. 

IV. BASIC GUIDELINES FOR THE OP-RATION OF THE SLIBSYSTEM 

The guidelines suggested here are the nost essential for a well­

functioniig subsysLem. Shoulci other problems which were not foreseen 

in the implementation phase of Lhis manual develop, it may be neces­

sary to develop additional guidelines. 

Nevertheless, as the title indicates, these are guidelines and 

not regulptions because it is believed that flexibility and local 

administration are the most important factors which contribute to the 

successful implementation of the subsystem. 

A. Persor.e 1 Functioning 

The importance of trained personnel has been mentioned. From this, 

we identif:y the need of having someone in Charge of the subsystem, as 

well as a trained warehouse person. Moreover, specific functions of 

other personnl who function directly, or indirectly, within the sub­

system, imust he identified. 

B. Identificat i on of Hlasic Needs 

A li st or medical supplies has been identified for the 

implcnentation of the subsys ten; nrvertheless, the need for othcr pro­

ducts may exist. For exaimple , acquisition of serum, which may be needed 

in the hospitals and other medical ulnits, is not certemplatcd. To the 

extent in hi.'ich the original produ:cts a re soldt, the possibility exists 

to increase the basic stock of nedical supplies only if the use of 

the original products is proiperly managed. There are tlree ways to 

calculate qunlities of rcquired products, but the most iumlportant is 

the prevalent patholocjy of each reg ion. The subsystemirl is flexible in 

this respect beci us'e it depends on the path,.logy of the area and the 

demand for certain products. 
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1. 	Requisi tion Estimates
 

a. 	Based on Populat ion 

Study and/or esitmate the prevalence of diverse conditions 

in the population, and bastd on the acceptable norms for treatment of 

those conditions, estimate the medical supplies necessary to treat
 

that population.
 

b. 	 Based on Services
 

Determine the number and type of health professionals
 

available, and the disease that must be cured. These estimate
 

quantities are based on the number Of services that can realistically
 

be provided.
 

c. 	Based on Consumption
 

Compile information from commercial sources if available,
 

from private and voluntary organizations, and from governmental pro­

grams, on the past utilization of medical supplies.
 

C. 	 Acquisition of Medical Supplies 

The acquisition of medical supplies is one of the most important 

factors in a s~stem which is based on rotating capital. It is essential 

that the person in charge of the subsystem be up to date with medical 

produdts, be it in the local malket, or those established by state 

entities, or semi-state entities. Moreoover, it is vital that tie per­

son in cliaro be aware of the market's stability. If the subsystem 

seeks only t', maintain low prices, it will fail Mwhn initial supplies 

are used up and therc is no way to replenish them. 

The persnn in charge has to act in a timely way to anticipate pro­

gram needs in ordur Lu pr.vent a deplIetion of supplies, and avoid, 

in this manner, many n(gative comp1ic-n:ions. 

1 
 Nationa1,,l i;Lri hutors and Impo rters 

Although th i source of supplies is usually the most expensive, 

the pricingl model d.scrihad below Lakes; these sources as the point of 

reference. In the past , thes:e have been the most stable sources of 

medical su!pplies. tovv(e r, ow ing to the economv ic situation, these 

sources have also suffered depletion of supplies. 
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2. National Istitute of MIedical Supplies
 

This semi--state entity is a .rew creation. The impact of this
 

source is as yet unknown at this time. Nevertheless, it has the
 

potential to reduce the costs of medical supplies. For the moment,
 

it is recoqr ized that this constitute. another possible source for
 

the acquisi:ion of the essential products. \hen more exact informa­

tion can be obtained concerning this organization, information will 

be given those in charge of the subsystem.
 

3. Other Institutions
 

Due to th: lack of a national policy regarding the acquisition
 

and distribution of medical supplies, many national and foreign insti­

tutions have filled this vacuuji, acquiring medical suppl ic-s from dif­

ferent sources, distributing thom according to their own criteria. 

Al though this subsystem seeks to fill this vacuum in a more
 

orderly manner, it may be possible to obtain essential supplies through
 

these existing int:LAit:uions. 

There arc other donations of medical supplies from other insti­

tutions for Wh icl the Regional IHealth Department should assume the res­

ponsibility for standardization and coordination. It is essential 

so that these sup;pliers become part of the subsystem, and thus, serve 

as another means cf assuring the stabilization of assets. 

D. Stora-c e 

The storage o pharmaceutical products is very imoortant given 

that losses through poor handling, or lack of security, can result in 

the loss of capitel for the subsystem. The following are the most 

important considerations:
 

1. Coding
 

Coding of the medical supp lies follows the national formulary 

with some minor n:odifications. Coding will facilitate various aspects 

including the standardization of invcntories and requisitions. In 

addition, codiny will assist in the physical organi cation of the ware­

house. for handling in a more efficient and effective way. Another 
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advantage of codipg is in the evaluation of the subsystem.
 

The medical suppl es are organived in groups; each group of 

medical supplies has its number. In order to have better control of 

the utilization of supplic , an additional number has been i cluded 

which refers t:o the lcvel within the health systcm in which the
 

medicine is utned. Humber two (2) is used to indicate rural health 

posts; number one (1) for health extension units (CFtt'.'s); and numbers
 

three (3) and fou (h) are units supervised by a physician. These 

numbers can be adapted to the criteria used in each region. A me ­

cal un!t witi a physician can utilize any of the drugs and medicines, 

but health pwat can use only the products coded with the numbers one
 

and two (1 E 2). This will help clarify the uses o1: the various
 

medical supplies in the formulary.
 

2. _rwvntglr
 

In order to move the medical suppl ies in a control led, 

orderly way, ir is necessary to exercise some control over the in­

ventory. This accomplished rough the of a fiscalis', -ii use and phy­

sical Kardex sy, teir. This avoiIs duplication in the acquisition of the 

most im.ortnt products. An exampl e of Kardex is shown in Anne'x C. 

3. Basic Conditions of the ,areo...use 

The warehouse should p)rO\,idu for the basic Vonditions for 

the proper handling of pharmaceutical products, taking into account 

security, co:ditions of hIygiene, humidity and temperature. In addi­

tion, the .arclhoune shoiuld have sufficient shelves and an adequate 

place for the hiiandling of he Kardex system, and for the distribution 

of the products. 

On the average, tU exp-irVion dates of medicines should 

allow at least a one year period between M.heir acquisition ard their 

use. A list shoul d be maintained of medical supplies that have a 

short shelf life. The vaoriots health uni ts should be notified of 

immineilt exp iration datcs in order to re.-distribute usabl e products. 

Some suppl iers allow ruillacemerlt of these products, but the responsi­

biiity for avoidin9 major problems lies wih the perqon(s) in charge. 
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E. Distribution of Me,-iro Sup lies 

As can bo ser in th diagrams 3 and h, the , dical supplies are 

distributed from the Recgional IlealtLt Dopartmcent. In order to rcceive 

medical supplies, the district health units must follow the steps indi­

cated in tlhis sect ,ion. it is worthwhile here to indicate that in,the 

first phase of tSo implemcntt ion of the nuhsystem, the di stribution 

of the sub'syste. f.llows a central iYzd model in the ,cgional IHeal lh 
Departments, hut as basic services are extended to the rura areas,
 

there can be a decentralization of the system.
 

1. ReqLuisit ions 

Each rural heal Lh unit wishing to take products from the central 

warehouse to their respective services has to fill out a requisition 
form. Tr ruquisit ion should be reviewed to ensure that an appropriate 
quantity i5, bc:ingq taken which is not in excess of the needs of the ser­
vice populat ion distances , accessibility conditions of the roads, etc. 

2. Del iy\'c r .:_cords 

In ordur to havu a control of medical supplies transferred from 
the controi warehorse to th. individual health units, it is important 
to make a reco rd of delivery at he moment a product is dispatched. An 
exaepl 1,e of a delivry record is shown in Annex E. On the basis of these 
reco rdn , necebso ry deduct ions can be made from the Ka rdex inventory rec­
ord. This a lso al 1os inventory control to he maintained for each 
health unit.. This control may he very necessary in the initial phase 
of the implemona .ion of the subsystem, but may rot be feasible for the 

long term. 

3. Fiscal KarMd: x 
Tihe fisal Fard:x contrl aWo.-s us to know, at any given moment, 

the value of the n..di cal supplie s that any individual Ihealthr unit has 
in stock, and the nenner in vhich each unit is nakgin payments for the 
supplies whichi thy utilize. From iLe total Value of supplies isued 
to an icdividual I honlth unit, wa deduct the amount of any payrnonL re­

ceived and no add the valu of additional supplies issued to them. If 
there is an across- the -board incr :,e in prices, an adjurrslmll. in values 
can be easilyimidu: in the Kard.x System. Mlrvev, r, if the pricy in-­

creas es are not proportionaI, th, proces oF r'-adjust',nit is mo.re coml)ex. 
a id t to undertakr' on th. idis of th. si'npllifiedal'c inposc ile 

Kardex syster.m dscr ibed abov. Any nonpro[,or, rm price changc wou ld 



Diagram 3 

STEPS TO FOLLOW FOR TH- ACQUISITION AND DISTRIBUTION OF MEDICAL 

SUPPLIES AND THEIR CONTROL 

STEP CONTROL 

Identi ied Need Requisit ons Based on q -uoeS 

Signature -. Director-, Health Dept.
Admini st ra i ve 

Coordinator 
Systems Controller 

Check Releases Based on invoices 
Auditor 

Signatures - Director, Health, D :t. 
Admini st rater 
Subs' stem Control lcr 

Medical Supplies Invoice & receipt voucher (profit) 

col lecticn 

For \arehous ing 

Distribution to Requests from health unit 
to healt units Drlivery Note 

Various Units' Kardex 

Distribution to Sales coincidinjg with record 
the public of health consul tations 

Monthly Reports Formulary Ruports 

Control Files 

Signature A-Adwinist rative 
Coordinator 

Deposits to Banks Deposit documentation based 
on monthly reports 
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Diagrom "i 

STEPS To FOLLO(, FO , DIST RIBUTIION OF MEDICA! SUIJPPLIES TO 

HEALTH SERVICES AND TILIR CONTROL 

STEPS CONTROLS 

Identirication of 
needs of health units 
rural areas 

in 
RequisitionI Department Chief 

Subsystem Controll or 

Delivery Delivery notes from 

central pharmacy 

Storage in the 
health units 

Audited Kardex 

Sales to 
public 

the Sales coinciding with 
record of consultations 

Monthly reports Formulary control file 

Signature - Administrative 
Coordinator 

Bank Deposits Deposits documr.:n tation 
b)ased on monthly reports 

various health un its' 
Ka rd.x 



ric 	 uire tlc-t '.ac, Rtyi; O -i V Do.lirtmen: miai n t in a neparate in­

ventory card for cach piocteu in ceaci indvida health unit, and 

adjust the \al u of WO c.\,,:ry two mrnUL ;. 

i. 	\,arrhot,u .i i in thi ti ici UNii : 

Medical suyp,li s oUl,.1d hoa,,Lored iinappropriate facilities, 

wel 1-secured , and indwr i o conki ol of a s ingie. individu.:l. This place 

shol d m((e i (, iLi ons For humii tytL winimil1 aid tem-erature, and 

shouldI have stffici cnt Kif as w ll a place 1 ,shel space, as for Ardex 

system, and fi the recevi\ng and delivery of suipplie,,. Thr. latter 

is sub.ject to thi-cxi sting adrministrativc servicc-s, and can be adapted 

according to LW ncods of each health unit. In the rurl health posts, 

the prodicts e in ashould Ksored 'secure place, whiicii cal be a cabinet 

or a room according9 to thK possibilities in the existing facilities. 

,;ti i l5. 	 I ry ti, I._ti U,its 

e,.,rc lvWOuLOry in the 

and to f1-c:ilit e the prepar Lion of m~onthly repiorts, it is necessary 

that cacth unii have a IA-drW for each product. TIle itardcx permi:s 

personnil to art: lyze ' of th diflU.ent products, and to 

In ordar to i1tiir 	 iridividua] health units, 

uhiD,\/. .,-nt 

make adj uti n-ti ini\.Ius: in case a devaluctioi should occ , or in 

case of otLKr ad~juslinnt:s in prices. Balancas cotn b alSco li com-­

pard .wi It l at leve] for audiL phiii)oses.Losc the regional 

F. 	 Econo:ic O tl , l,. 

The subyt; ter, in s-ch Regiona 1 fleal th Departnent is established 

with a starting capiLal .whI permanent aidich 	permits tihe continuous
 

func: ion ing of tLh subKyet-ure; one the subsystcii has produced a margin 

of prof Ls and has ft1filluJ the ha sic supply of product.q, request,ed, 

it could pos-sibl,, coc r tiher firiancialirqu tsin. lThu profi tsnay be 

set as idr: fo (ith-r tud::,'t icms such as s yervisi ti,, stationery, etc. 

This is hy vc asic I:uc.., odye of adminib.tration is important.so Some 

of the econo mic aWuti:,ni-<etive as poc-Ls des .rve to be mentioned in more 

detai 1. 

1. 	Price Model 

A mdicin is an ussentliii benefit, oh;ch with othercombined 

condiinnin faucors, allows is to raciper't e OLIn Wicilth. To acquire 

any mdicine in the national or interna ionlI a ri- t, certain riuuire­
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men ts must be taen in to cons i derat ion: 

- I ts ch m cal compos it ion
 
- Manufacturerls guatrantee
 

- Expirat ion date and others 

- And especially, its price 

Tho price of medicine, at 
that of other goods, is dependent on 
many other variabite;, such as quantity, demand, the price of medicul 
goods, the costS of other ingrdi:-i-s which go inlto the final product, 
the ind;vi dual's inconic in a given priod, and finally, the monopolies;
 

this latter one having the most influen ce.
 

The price of medicine produced in Bolivia, at that of the local 
distribuntor's is imspacted by the above-imentioned factors. The inport 
price is much higher in some casesibut the local price is more easily 
adjusted since it can ho adjusted without the need of foreign c:xchange, 
import 1los,,s (customs, etc.), and other problem:. 

-lowcver, if its analyzed from the demand side, one 
can see a
 

potential ecwand.
 

a. Demand 

A potential demand exists among the residents of the rural
 
areas, and an effective demand exists among all 
those who use the health
 
services in the rural areas. 
 This effective demand has been drastically
 
influenced by a cl iKate of economic and pol itical tension. The follow­

ing paragraphs may serve to give us a clearer picture: 

The negatiye growth of the 
Bolivian product associated to
 
a more-or-less hiq h, positive population growth, 
results ir,a constant 
per capita drop of the product. In 1980, at: 1970 prices , the above 
mentioned indicator shoo's 382 dol lars dropping to 297 dol lars in 1983. 

The neative growth of this indicator during the period 1981­
1983, at less than 22.2;, wlhich 
compared with Latin America's, at less
 
than 9.51, clearly shows the disastrous living conditions that exist 
in thre country. In sum, it is obvious that due to 
the low per capita 
production in tih country, the distribution of family income has con­
centrat:ed with greater itensity in the more affluent areas of the 
population... In the same 
way, the gap iLwpen rural and urban incomes, 
which was already lorge by th:p decade of tlhe 70's (more or less, 1-7), 
is now even larger.
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Considering the problems mentioned above, it is expected 

that the Govc rnmnerit wi II create a mecharnism to in f u nce the high cost 

of imports and othoer monopol ist ic factors so that lower prices may be 

possible for medicines produced in Dolivia (same pr ices as tliosL of the 

local distributors) meikin health more accssilie to
ig a greater number
 

of people. 

Wi th these considerations in mirid, this model sets the
 

price of medicines using the pr!ce of the local distributor as a base;
 

5 to 15% can be added to the price of each mcdicine, sharing this
 

profit at the regional as v.'l1 as the rural level,
 

Rural Area
 

This percuntage of increase is made according to two strictly 

social criterion:
 

- The greater the rate of movement of a medicine, the lower 

the percentage of increase. 

- Since Bolivia has onc of the higihest levels of malnutri­

tion, of the all the essential medicines, vitamins and 

minerals should he Cuoted wi h the lo'west increases. 

At the regional level, the local market price allows for a 

re-purchasing of the mcdici ins, and the percentage of increase mentioned
 

above, allo.,s an increase of the initial capital during stable periods,
 

but during an inflationary period, it permits the anortization of lost
 

va 1ue. 

At the rural area level the price set will maintain the
 

capital, the pcrcentage of increase becomes a profit for the health 

establishmnct, which in the end serves to pay a portion of the general 

operating expenses. 

b -Managers 

Those who will operate the subsystem are the nurses' 

aides, who are responsible for the administration of a health center, 

among other functions. 

The provincial doctlors, and the doctors who run the hos­

pital healtLh cuntens which offer a differen type of attention, consti­

tute the heal th prsonnel who are rle in t,'rmdiaries beLween the regional 

pharmacy and the community, who in the aid, constitutes the demand. 
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At tihe regional level, the sys tem'rs capital will be 	 do­
centraliyed given the prop:r conditions (the exisLence of banks,
 
and an admiri st rater at the I:ospital health centr level in the
 
district, accordigl t. regional izatiori), and in the respective 
dis­
tricts that: exist in the i jion. in this mnnner, each district will 
have sufficienti capital to allow it to grow together with its own
 
area of influ -:nce, and in:. its most pressing needs.
 

2. 	 Monthl1y Fin cia Reports 

It is i mi.,: rati e that information flows through the mnthly 
financial reports. Thse reports provide the documenat:i, n required 
to evaluate the short and long-term functioning of the subsystem, at 
the le\vel of the individu.r as.; well as overall services. 

At the individua I services unit level, the report allows one 
to control the sale of the medicines, and consequeni ly, to control the 
payments and flow of capital. It also permits a cont rol of the tech­
nical aspect as far as the nuovcme;t of certain products. Later in this 
report , in the sect ion on Eva unt ion, it wilIlI be shown how this report 

is related to mudical care. 

At 	the over all leve! the reports provide the necessary dsta 
for the evaluatior of the subsystem in relation to financial activity 
as 	 well as the movt mnrt of suppl ies , it is imperat ive that the flow of 
information be control .ledthrough a 	 ischert which included in
 

Addendumi 
 D. BMfore medicines arc: dispatched again to a health unit,
 

you resure prior
must rma tiat sa1es were recorded. 

3. 	 Paymen ts
 

Payments 
 for 	 tire tales of medicines are 	based on the mrontlly 
economic ruports and in accordance with the sale prices to th. health
 
units; 
 in other words, the price in the Kardex.
 

Despite 
 the fact that each heal Lh unit couid deposit directly
 
to the bank, this would cont:ribute to confusion and 
 would allow errors
 
in the report to go undetcted.
 

For 	 th Qs reason , it is recomneirded that the health units trans­
fer thrcir 
 funds a the ti sic the ;-port is suhmitted to thie regional 
office, or tn anv othler inidividual desinated for this function. It is 
important to under Inn, the fact that te amount cf payment must agree 

with the report. 



re fuI.-- tranm; 1 rod to tire idi&vidue in charge oF the sub­

system may )e daponit-td at one time, daily or weekly, depondin-i on 

the recd for cath, but it is recommirnd.d that it he done dai ly. A 

summary of the pay'onts Ins if be prpared or a weekly bas is for the 

accountant in chary, of thc bank account, ir.order to facilitate the
 

control of the hionk aok and LIh bWak sl.atrzenrL , so that the admi n­

ist rat ion offica m,; e>xp ,di tL:new purchases.
 

4. h U.calni Prrfi Ic 

There existfs a margin of profits for the health units based on the 

difference htween the purchase price from the regional warehouse and the 

sale pri .Q for th: pub ]ic. lhis profit shall appeoar in the monthly re­

port, and rrrn t agr, z with Lie economic report from hle adm iis;rative 

office. This profiL must be adn.locii;red direca:ly by each of Lhe health 

establi.ShMcLS in 1K: rural ara bcau.e it is one of the aspects that
 

may Iraotivatc pc esorr, 1 in the Proi, r mnraegr;en of the suLbsyst em.
 

5. iee Ial Pa: A.:cornt 

In order in increase the availability of cashr generated by the. 

I1subsysuem, and to :.n(r ;'cne Ms, a hank account mustsal be opened 

for the exclusive usne of the nub c~y 5t:am. An accountant from Lie region­

al administration cffice should be in charge of thre control of this 

account, and shoul * coordinate all pertinent activiLies with the ind:ivi­

dual ii clarg C:,F tire proj ect. llis accotunt lust be Ilan:,d manthl,; 

and should tbe suhjcct to an exLernal audit in Llfe futur, 

6. Utili . .on of M - n 

During the firs, tw' yaarE, the fund; gewcrated by the subsystem 

must be il iad cxcus ivel,' fur tihe3 purrch:c:, of rcdicins and other medical 

supplie;. Thcr, if lire existinr irrv.ntory is sufficient to fulf;11 the 

needs of the aea, the finds nioy be util zed to cover other costs such 

as supervision, printin g of forms, tc., provid-d ,.lho originl I capital 

of the stb:ystcrT i , not jeCopardized. 

This lat t:cr an t will Ie deCVlopcd in the future as an addi­

tional guide I:,. of,,:r essential 9jQ dcl ino'. 

Tak ing inito consideration the ecoinomic situntion of the country, 

one of Lhe condii ical factors to maiainrand augrent capital is mone.­

tary devalu. ion, .',ih a lso af ue:ts existiig ilrv.n or ,.n. I f the. 

e'ffect.s of O-eva1 I o t ion ar' not conV rM 1, , Mtre sb tr coul d he 
-*l ­



decapi taln.ed in onn:stroLe.. IL is f r his rcaon that the individuai
 

in charge 11net renvaluO[L, the exisUnt. strcks and infoi the indivi­

dual heallth un its oF ,ny chnngu ir prices. Ncvertheies.,, t is evidant that
 

it is impossible to avoid all losses rela ted to Lhis factor, but it is
 

imlporta ntU to ehn; izu thlI; tr:ely action by the individual in charge can
 

reduce I he impni is \, Iriab] :.
-.L of ti 


G. [dijot- i O. 1!,o s i-ecpt 

It ha, been mn ioncd before that the lack of conscientious and
 

trained pevsqn, l Hy have a ncgatiwve influence in the functioning
 

of In up
the subsys tem. Li Ienta, t ion phase, the subsystem has taken
 

very soriunly he tr: ining or personnel at all levels. Nevertheless,
 

two very idporLtan t ways of continuing tlis education process are per­

sonnal follow-up md supervi s ion.
 

1. Initial Tra niniq 

In ord, r t) be)gin t:hie impl 1ementation of the subsys tem, the 

need to train all personnel involved has been identified. Classes 

will consist: of intruct i the personnel in the use of all forms uti­

lized in the silll: ye em, and tlCay will al1o r(.c,::ive s01le technical, 

medical1..I. .;cdje in tlhe proper use of mcdicines. 

2. Fo1 lu':-II1) 

As Me s u,,ys tm is imp]emen:cd, problems -i su theill rface as 

theory taught in thle Hitlab classes is put into pracrive. There will 

be soma: (p.ycc:; W.:it)dhoidno properly understand the use of the various 

forms, or those oho havu difficulty in prepa 'i19 the report s. For these 

reasons, it is very i;portant that during the firt months of ope-a­

tion th, individual in charge pay Spe:cial a{l tention to following up on 

personre l . here will] be many oppo-rtunities to follow-np, but it is 

most imlpoi iant to catch the problem.- at an early stage so that they 

do not bec:om, larger l)rmO!: 1 ins in the "'wo're. 

3. Supervision
 

Another way to carry out the educatiuna1 actlvity is through
 

supervi s There arc imnportan: copoui;unl , har,: one of
sion. two very 

education, and one of contro. Rega,-,dilng:i tie first one, supervision 

allows one to discovar t prublem;3 in pti place of ci.Mn, and to 

take the nccessary nasures to corlrect thel. For exami e, it may be 

that in a health un it the per.un nel h ve not understood the hand]ling
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of the Karde ,. l r,.,; sr', rvi', i; i, 1h propr directin: can e 

giv n. Supc rvi.ic o also il p:; to cont rol the se of 'm;dicines, 

and can alno serv,: to id a li ry negat ive facLors in Lho field such as 

poor w.'ar4Ci in U, [.lhe et :is.utc oL,f m'ed iciiin not incl udecd in tlhe stb­1 

syst :m, an~d (thar-s. 

ii. Eva I u-t iof 

lher2 i,A, need to evaluate the functioning of the syste, in a 

plari e(, pc :!idicmanner. Shora and longit:erm eval Ltiins are done. 

Periodic manitoitoiin may he (M)e mnthly or every Lhruy monLhs. This
 

facili tat,., tli- dccis Cu.-ma;Iig prOcess in areas which in flu nce the
 

functioriinq ,f the su y te,:. 

For e aMlip , tie number of health unit; not u ili. inU the ir wrd;­

C:ne: can he delarinr; ,ion many are reporting, etc. Long-termi 

evaluhoUios girve a glbal vi'. of the functioning of tie subsystem ­

for exaimple, capital rotat ion, m,: rgin of prof it, elc. 

It is important In urniderstand t.hat cvaluia,Iion i s ono of the three 

most imporl-unt vt;(.1 . in MY imploen tation of an ' activity, arnd that 

it i Nfl Lwnci!; the f'nct i n ing arid d.-; igri of same. 

1. Shnn-Tlei Eval KVI-oi 

In ordor toC carry oil tihe evaluaLions mciiLionrd above, it is 

important to est ,iali the criteria, indicatc ivhichor al iouFs the 

data prodiuc, by .l; ,u;y-:(J. to be analyzed. The sugcsted indicntors 
for sh 'rt.-t.ri nyu I .rin ire the follovirg: 

a. l,,u..i;.t: of Vio l 1h uriql I k.ini ciirc --unit s nc cf service 

Nunr a r of 1V,:-l i i iL: utili zing th
suhsyfstoll 

b. um,:,LZ._!F ._ofc] .!_i un]it ._ :t}Lin -- % of services 

uWa INumber of heaLb iik ut ilizic megdicines reporting 

c. Amount sold of $ ch i"o ict 
= sold


Amount carricd of c ,h pi' ,ruuct 

d . V _1ne. o-; o; 
Income 

Time (t"',on !,, tiico on Lis) Time 

-.18­
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2. Explanations
 

a. The fi rst indicator is useful in determining how many 

health units have "ot moved th.;r medicines. If there is a great
 

number of facilities which are notmoving their products, the reason 

for this must he ro 'nd and piroper action Laken in order to rectify 

the situation.
 

Just as a reference, after the initial three months 

of operation, alma:,t 100 of the heallh units must be using medicines 

from the subsystem. Thus, this indicator servcs to identify those 

facilities wlicih ce movud stock on ly, and stopped. 

b. The second indicator shows how many health units are r'e­

porting. Since the unis should not mak their payments without 

rep)orLing Ihem, this indicator in doubly as important. lhe success of the 

,.oruLthe whichsubsys I m d on roat i on of capital, can only he based 

on the MOv.IeII L of tLhe pi-dusct: and paym;nts for the:m. 

If this indicar, ics tLhK few service, are reporting, 

then they are not nak:ing rayhmr ;; it is important then, to rectify the 

s it n at ion i mcdi a t:el y. 

c. Tle third inrdicator serves, to analyze the mrovmmnt of the 

produc [: . This allo's one to doaLeni e demand over a certain length 

of time, 6nd this data can be used to mwet tie need (111ing slecificu 

periods.; (c:o ld wca thor, an incroase in diahrrea ca:hcs, etc,. 

d. The vaiue of te- iaymcnts also permits an a;aly.sis which
 

canl be uful wim main proj ecti rs as to the availa!' liLy cf cash 

needed to rMhi: the purchases reiquired to satisfy the servicr deman cis. 

Th i s i s ex t rum 2,y i po r Lant ; perhaps noa so much at tie begin,,ning, but 

certainly once Lii:: ! ubsysltem is functioning on a permanent basis. 

3. I.onq-1erim Lviluation 

The lcxc,--trm evaluatioin may be onne internally or externa11y. 

Its pup;s' is to i\,a a gloliat view of the functioniinq of the sub­

system, and at tin; same time, to idetiFy pos itive and negative factors. 

Ii much the tme way as the short-term cv\, I.lu-t ion it: ,iaIso reui res 

the est-bl ishrmernt of indicators or criteria 
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The 	 ques i n t , ti evaIuat:ion m.ust an ise;cr wi-.;.tr,.,r there
 
ex! ts a re lationsli p l etn.',eiI ,tsys.t(1
the cnd the prdoCinant pathology, 
through an ofaria lysis both. 

Don 	to the coiple.:i ty of thi s eval uat ion, a guiJe will be pro­
pared and 
 rtiluned at tlie opporttune umOi(nt. 

I. 	 Other us'iihr, a n 

1. 	 TIe li istry of Social lorks and 	 Puhlic talt has 	 tried to 
establi'h m h , ., * tr,. '. ribut-ioc ,of medicines through th
 
instit tiioiaI or pIopulr plirmacies,. ltie mechanisms 
 have fr:tctioned
 
in s i, Of tl, RO. 0 M [ha] Paparnl
Ilulth , but not in all of tLi.
 
FurCt h.rcio [I,
tlc ,yst i lv , riot provud v:aiy efficient , espcoially iKi
 
thu adini ati,, a',p ,(. rie t re 
 so many negativ-e factrtotrs
 
involved, sucl as i lchk of uppiy r ceCnLic products and the
 
ConLenltrLiL 
 Of CfAQi iti in the cit cial 	 lv:Ve. There aie other org'­
aniy;a.: ii. h ,I A., Lkt, a n-cT,,d i ine, n , nd in i:h 5ui . haveV mnicases.,, 

insistrd (mo inidePedant adxiiinitrot ion 
 of same. Thishsuystem pro­
pOu, to , ,.al, ii i h i i.:i 1h o i torLh , dis tribition of medicines and
each rction o ld lovie 
to arrive at the best manrner in which to into-­
grai 	e t h.. ", 

2. 	 0 i tOW ,,
 
For ,-, Ii i ra ! 
 1.th 	 unit:;, the lack of a subsystem for th.

di:,trilPbtint of 	 ,dli:ina, has influrnced tMr.ir dcci:,ion to obtain es­
sent:ial L at IproduLKf lru r Son C. :;,, ad 
 n isterirg them in hei un 
induPan d 00y, thus (ro ii a .it-nat ion which, if not climinated,
 
will liav 
 a ' iif Hlu.Ceini the early stagc,; of the s rbsy icm.
 
All pa rui : I 
 '),, I On :I ( ird th fact. that the suh.ysteCi does
 
not bel ong. to a rny. c in part icular; 
 it beloncs to evcryone and its suc­
ces:, (p':)en,1'+ on I C.,: ( fi 
 l:. 

3. sr , i( ,ric Products2
 

"hu r ru,ilin~ , h : trainig and th : xper 
 f the .per­
sonne,1 qv eaaL infIl-]::ce on the prtefur;cnce for soic ph]armaceut:ical 
product,. F(r thin. ri,:, ,,ii, qor;.: of the prcducts inrcl d,:d in the sub­
sys temn wI) r v j l( ct I 

Thi s 0itui i1 o o.uld he rndift i . d by r i: .,i Mhe p('r onr- ,.,I morn 
awaro at Ihe l eclnia! I evel, and 	 it i%,Irce .t the profes sional doc­
tors aid 1a!,, rat ,iy 	 t'clhp iciain, Iiav, a ve ry impnr i tL ant diffirult 
task,. If this c !n,: wri-ei,to A& place, 	 pre ­it wouild u, l it t e 
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rrrnit al cho ccwi tA. , g cnori c civ-i c:i come,ii ion of the products, 

and it would I nfit .vyon in the future - the health lcrsonnel as 

well as the Ptl inct. 

qunc. ,n permanent 

)ersonnic ex i K, e:;poc l y in the rural areas';, anid that this has 

an influencu in it.hser\,icus rendere(I, etc. Th1 is may also influence 

the functinc inj "f tie ,uhsy:;trm; it is for thi', reason that the 

individua.11 in cir-JV of n ust: of Bovctiijn t or 

It is' of1 r l :1d, t:hat a rotation of 

L,. uk5y,. ( no. any 

clhan.j of p:rtui ne l, f tLhur, is no c";Atrol, it may result in the 

loss of i alteration of ti 'existingstock.jo)Lts, or 
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ADDENDtUM A 

DESCRIPTION OFVFUNCTION S 

V. 	 IIIDIVIDUAL INUCIIARGE OC I,NAL. PROJ[CT - RRAL.. PHARMACY 

(Luv& 111) 

1. Must have a hasic ikno..:lec u of adm iiist ration that V ldOnl 

pe trmit.iir,/tc r o iakL dui.i ions w'.,ith an open mind, and a 

firimness of ciaractr. 

2. M'iniiim experi i:c:(e of one year in the Ministry of Social 

Works .; Pub lic calth.
 
FLN: I 


FUNCT IONIS
 

A. Distrib'ution of medicines
 

A.I. 	 1o receive mediciries into inventory from the National 

Coo rd nm u:rr 

A.2. 	 To taintain oF the mcdic.inc<.rm iniven tory 

A.3. 	 To be r(-ic;nsilie For tIlc re-pac-agi ng of tha medicines.9


A.At. 	 T"o he c:spann.i)e for the wa rehousing of tlhu iedici nes 

A.5. 	To he r"5pornnill for all the ndministrative handlig 

of thc lisliribution oF mcdicii.3. 

A.6. 	 To receive r,'qu(i,i ition<, from Lhe rura1 health units 

in IMc,I. I aid Lvol I11. 

A.7. To idontify add itio 	ailm.dicinrca: for the suhsystorm in 

coil .horat ion .,ith,the Director of Pharmacies and 

Lahortor ies. 

A.8. 	 To preparv ordors for-products purchased locally. 

A.9. To prcpare ,otlIii 	 or tLinestriial reports on the move­

mn1: of mcdicines For the U.S. Director and the Nation­

al Coordi ralor. 

B. Financi ].iawi.n.
 

B.1. 	 To 0hvlain materials and equipment for the implem,.entation 

of the proje'ct. 



13.2. 	 To prepa tcurdis for thi: pichi'.. of materia-ils 

ecquipmncrt for tle projeact 

B.3. 	 To make loroa purcha!es. 

B.4. 	 To receiyeand revi,.w montJluy financial reports: from 

evC,lil. 	 I aLdI
 

B.5. 	 To keP a -cord of- payments and .o deposit money 

submit ted by l v.'.,n I and II. 

B.6. 	 To prep,;r: docmpnt,; required for cte fiscal control 

of the qi'ysltu. 

B.7. 	 To p-vLpare a list of prices according to needs in r.ol-­

labor-: Lion ,ih tho Director of F'icilcy and Laboratories 
C. Traini __ 

C.1. 	 To be responsible for the tra;iing courses givein to per­

sonnKC in Levels i aid I1. 

C.2. 	 To particircte in the trainir., of parsonnel from Level 

and level 1 I. 

C.3. To prcpare reports on the r:!:;uii:5 of trainirg courses. 

C.A1. lo fol low-ty on aiiiiI(I pcrsonnel. 

C.5. 	 lo coordmimat anid pnirtlpate in supervision trips. 

C.6. 	 To prepe-,: rc:eLi on suplvii on for the U.S. Director 

and the hat ion] Coorcdinator. 

D. Upgradiing of InFi; . riiurure 

D.I. To pl cmi.ofor the infr-astructure I.uvel I I ,prep ,.r , 	 in 

and to idn,lify the infias I ruct Ur needs in Level1 I 

Level II, in cOor(iIneation with the U.S5. Director and 

the P1 ainiii j )i,ocl or. 

D.2. 	 To be respisile for the rwiicduling} of Leval 111 's 

in frast rieunr-. 

D.3. 	 To be i-ugpJ;:ible For Lhn dis~truiL ion of ecjtipni : for 

Levels I ond II. 

.14. 	 To pm-a i'pf rts actcordin to Iollw-op, for the U.S.. 

Di I-rT:C t r and fo1r lite Tl iai1 Cordlinialor.onl 
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DESCRIPTION OF FUNCli IONS 

V1 . Individual IinCir o re Se 

(Luvol 1 11l )
 

1. Must hava bos ic knowicy of aCcouiLing practices. 

2. Must have a sen',e .f rupansibi I1i, and good interpersonal ski 1la. 

3. Mus;t aive at ,,-t one y :" of working ecxperienice in t:h, ifnist ry 

of Soci l 'orks and Public Ikaltlh. 

FUN CT IO S 

A. DisLtributlior, of Iedici nns 

L
A.1. 	 Prep r th ,.v tIise to rece ive medicines
 

A.2. 	 To oion a ird
. and to pirere cards for the medicines, 

and to keep th ,se cards up--.-d.-t., 

A.3. To keep a rccorcl of aicco ts rcei vabl.e
 

AAl. iu re-pacliq: .hIe mcdi ci ies accoidirig to instruct ions.
 

A.5. 	lo prep.:ro del iv.ry order:; 
bsced 	on (ispa[ch of medicines. 

A.6. 	 Tu dipe.,. ,h t,d.icies to !i-ose iidivi (,als responsible 

in L ,'el I 2an! t:vX 11. 

A.7. 	To 
etuck nod cite:- iiian orderly faslhionc . 

A.B. 	 To ropor to individual in charge of suIsyst:.m of any 
ctispatclh.o: of awd(iinns. 

B. Finarciil p i . i. .'Fns(t-t,-n d 

B.1 	 To prui.e cpror tun ropolr Ls based on recordo: accounts 
pa:yab[le.
 

C. Tra.in i,, 

C.1. 	 To laid suipor: in the training of personnel From 

L-\el I and ..ve. II. 

C.2. 	 To support the follow-up of trained personnel. 
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DESC-.IT tc)0 WA WA"l"RL 	 N Of _ (,'S' 

VII. DISTPJC clCIlCIEF F PlA;i', ACh, APO 1AIOOWJ 0I S 

A. [ist -ri!t!I i; of I r, i,'c,. 

A.I. 	 To v riFy c,<',t c ,itinit' onl ,nd of madicines received.
 

A.2. 	 To pr:laro a r'ord of lhe idicincnh in tih proiect, in 

col rt ijn, with UhP other dir -or.,, Chie s of Pl,, r­

macius, andc Mora'te rics; 

A.3. 	To iyntify otter mrdircice: required in tihe region accord­

ing to pathw 51 y. : to pre,.e thc:l :spoctivc raqui-itions 

in c llbura:tion wi dh thAn indi vidua in ciharg of the sub­

sys ta'x: 

A.4. 	 To suFervise the r.-pclkaging ,A the m.di cine, according to 

prog r-am stan " ,,ri!d Oins truct s 

A.A. 	 To approve all dclivc:ries, 

B. Fi 	a;ici r , 

B.I. 	 "!o a:tlorizecdi:spotche3 of new medicines. 

C. Trairning
 

C.I. To partici pate in the train ining of persornel for Level I 

and [evcl I II. 

C.2. 	 To folw:-up on trainvd pcrsonnc l. 

C.3. 	 To tak:e part in supervision trips of Level I and
 

Lcvcl 	II. 

C.4 To p ce,;re reportIs for thic Director of t!e Regional De:Jpart­

!,orlt of Heallt ancI th' li &I,;]Coordin-ator, in collabora­

tion ,.iLh the.:iniiividHAI in cha<ry or the SubsyS. . 

D. Ujj! i-idin-._" .if 

D.I. 	 To p<irticipwo in the preparat ion of plaits for tihe ware­

hon::;_eS of Lcvz1 I, Lov 1,IIIand Lvel III. 
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VI 	 . REGIONAL AQ1, ; ST ,A (., - lf P P, NYf',0 r HEALTH 

(LEVIEL 11) 

FUICI 	IDN"S,
 

'
A. 	 Di iri b i C11( of ,.!Ji c i.1 . 

A.1. To i\'c, tiily attantion to orders for medicines 

A.2. To c,.lodile lo(al purchases for the projec: 

B. 	 Fin ,,iC i) , Ici. 

B.1. 	 To -dile anrd tlhor-ize the openinf of a hank account 

for tlh stl)yw;trnrn. 

B.2. 	 lo supervis(: the accurrftant responsible for handling suh­

systenr funcL. 

B.3. lo auLthioize("aind inciLc'make 	 hu r iCil. accordli9 to the 

proj cr- , 2 p1an. 

BA To v th al1 p.crnwcl , informn.tion perti­.cordin. any 

runt to crnin ,js fro; s~les ,f W nes. 

C. 	 Try.. ._n __ 

C.]. Tu FarL icipte in thu trainir g of pursonncl from Level I 

and 	Lc\', ] I.
 

C.2. 	 lo initi,-e 11 iproced.rC s related to thie super.,ision of 

Lev. I and Le\el 1 i. 

i nc 	 unD3. 	 jpird o , In F L i ic l.r 

8.1. 	 To s'p r\,is c all the. accounting related to remodeling anrd 

plUrc2 Us ing of .q ipm.nt 

D.2. o a.utlor!;' dishi'rc:un:ts for prirchasing. 
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I)ESCRIP:TI ON OF FIUCTI OIS
 

IX. RFG IOGNAL ACCOUNTANT 

(LEVEL 	I1)
 

REQU I R R[T BTS
 

FUNCT 	I OhNS 

A. 	 Distrihution of Meicine 

A.]. 	 To plrLpare checks for local purchases of medicines, vouchers 

for nxpeiviiltures and receipts, and othr necessary trans­

act ions. 

A.2. 	 To ke-:p a pLh;s.ical count of inventories. 

B. Financial IMiua.;,,: nt 

B.I. ASM l'.pniilities fns accounting to thefor all related 

suh;,ysi ,m, and int egrate with rugional account in system 

o1 tilelD:1 ,.crt L51 t of Iia lth. 

B.2. 	 To coordinate with the indiiduD] in charge of the sub­

stsLum and withl the Adm iristrator of the Regional Depart­

ment: of HeaIlth. 

C. Training 

C.I. 	 To hIeIp the pe rson in charge of the subsystcm in te 

training of personnel. 
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