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AID-ASSISI=D PRDM HS CAPE PIVECTS: SOMMAM REVIMS3 

The United States Agency for International Development (AID) is 
one of the major sources of external support for primary health care
(PHC) programs in developing countries-projects aimed at making basic
health services .morewidely available. In this report, the first of 
two volumes, 52 AID-assisted prujects in Asia, Latin America, Africa,
and the Near East are described. The second 1olume analyzes the 
status and prospects of these PHC projects. Both volumes will be 
updated at regular intervals. 

The present report has several objectives: 

* 	 to give AID personnel and others an overview of the agency's 
PHC activities; 

* 	 to provide a framework for tracking progress axi problems as 
project implementation proceeds; 

* 	 to Drief AID consultants on assignment in countries where 
projects are active; 

* 	 to acquaint researchers, students, and others with current AID
assisted PHC activities; 

to assist AID staff and others in extracting both positive and 
negative lessons from A]b's experience in P11C that will be 
useful in planning and implementing future programs and 
projects; and
 

to identify issues and problems in PHC development which merit 
further rescarch. 

i 



The 52 projects summarized in this volume were selected in 
conjunction with health specialists in AID's four regional bureaus fran 
a preliminary list drawn up from congressional presentatior. and annual 
budget submissions. At the time of selection, the sample included all 
of AID's active PHC projects. 

Four criteria determined selection. Projects included in this 
series: 1) have as their goal the extension of health services to 
unserved populations, 2) are in operation or recently concluded, 3) use 
auxiliary health workers or community health volunteers, and 4) provide 
integrated basic health services. Projects that had not progressed 
beyond the planning stage were not included, as little could be learned 
from them about implementation. Projects providing services in only 
one program area, as is the case with many AID-assisted health proj
ects, were not included either. 

Information Sources 

Seven principal sources provided information for Volume I: 

1. 	 Project Implementation Documents (PIDs), preliminary assess
ments used in planning new projects. 

2. 	 Project Papers (PPs), the essential planning document. 
Several PPs and/or amendments may be approved over time for 
the same project. 

3. 	 Project Evaluation Summaries (PESs), brief evaluation reports 
of project implementation. 

4. 	 Special evaluations (available for only a few projects). 

5. 	 Cables, trip reports, and other project memoranda. 

6. 	 Consultant reports and project progress reports. 

7. 	 Interviews with Washington-based AID staff and visiting mis
sion personnel, and with individuals Irm private and volun
tary organizations, consulting firms, and universities with 
implementation roles. 

Both the quality and volume of available informaticn varied con
siderably from project to project. Overall, however, evaluation re
ports and interviews with project personnel were the most useful 
sources of information. The comments and review of project write-ups 
by AID mission staff also aided greatly in filling in information and 
making the reports more accurate. 

Site visits were possible to only two of project sites-Egypt and 
Honduras-and these provided excellent firsZ-hand understanding of the 
projects, as well as the cpportunity to collect documents. In a numtber 

ii 



of cases it was not possible to obtain inportant project documents: some could not be located in Washington; others (some evaluations) hadnot yet been released by the Missions; and other docunents (particularly research reports and studies) were available only in-country. 

It shculd be noted that these project descriptions were preparedfrom June 1980 to July 1981, and thus are not equally up-to-date. 

A Note on "Country Statistics" 

Each project summary contains a section entitled "Country Statistics." The table below theindicates standardized sources of the figures found in the "Country Statistics" sections. The statisticsported may well differ somewhat from 
re

those offered by other sources. 

Category Year Source 

Total Population (millions of people) Mid-1980 1Population Grcwth Rate (percentage) Mid-1980 1 
infant Mortality Rate (per 1000 live 

births) 1977-1978 1Ehiral Population (percentage) 1980 2 
GNP Per Capita (in U.S. dollars) 1978
Life Expectancy at Birth (years) 

2 
1978 2Adult Literacy Rate (percentage) 1975 2 

1-1980 World Population Data Sheet, Population Reference 
Bureau
 

2-World Development Report, 1980, the World Bank
 

This report was prepared under contract AID/DGPE-C-0053. 

iii
 



AID - Assisted
 

PRIMARY HEALTH CARE
 

PROJECTS:
 

Summary Reviews
 

Asia 

t'l 

INTERNATIONAL HEALTH PROGRAMS 

American Public Health Association
 
International Health Programs
 

1015 15th Street, N.W.
 
Washington. D.C. 20005
 

1981 



PART I 

HFAL7 CARE PFC2ES INAID-ASSISM PRIMARy 
ASIA 

CERMm 

Conr p-ic Name Project Number Page 

Indonesia Village Family Planning/ 497-0305 1. 

Mother-Child Welfare 

Korea Health Demonstration Project 489-0710 8 

Nepal Population/Family Planning 367-0096 13 

Nepal Integrated Comfmunity Health 367-0126 19 
Services 

Pakistan Basic Health Services 391-0415 29 

Philippines Bicol Integrated Health, 492-0319 41 

Nutrition and Population 

Philippines Panay Unified Services 
Health (PUSH) 

for 492-0312 46 

Thailand Lawpang Health Developmnt 931-0971 54 

Thailand Rural Health Care Expansion 493-0291 64 



Sumer 1980 
NDWNESIA 

IDfTIPICATICN 

Project Nane Indonesia Village Family Planning/ 
and Number: Mother-Child Welfare 

Project, Number 497-0305 

Location: 	 Nationwide 

Project Dates: 	 FY 1980 - FY 1985
 

Funding Level 	 USAID: $10,000,000 (Grant) 
and Sources: 

UNICEF: 	 $15,000,000 (Grant)
 
FY 1979 - FY 1984
 

BKKBN: $18,600,000 (Development 
Budget) 

Ministry
 
of
 
Health 
(MOH): $18,000,000 (Estimated 

Develcprint Budget) 

Responsible Offices: 	 Health Officer, WSAID/Indonesia
 

Bureau for Asia; Office of Technical 
Resources; Population, Health and 
Nutrition Division; AID/Washington. 

Principal Contractor: 	 School of Public Health, University 
of Hawaii 

Implementing Agencies: 	 National Family Planning 
Coordinating Board (BKKH); 
Ministry of Health 

00N= STATISTICS 

Total Population: 144.3 million 

Rural Population: 80% Infant Mortality Rate: 91
 

Population Grth Rate: 2.0% Life Expectancy at Birth: 47 
GNP Per Capita: $360 dult Literacy Rate: 62% 



SYNOPSIS 

Employing mechanisms tested in pilot projects, the Village 
Family Planning/Mother-Child Welfare (VFP/MCW) Project will deliver 
maternal and child health (MCH) services to villagers through the 
established family planning delivery system. A flexible AID 
financing method and careful project design bode well for the 
project's ability to deliver basic health services to rural 
Indonesians.
 

BACKGROUD
 

Family planning has been a major priority of the Government 
of Indonesia (GOI) since 1970. In that year, an autonomous 
government agency, the National Family Planning Coordinating Board 
(BKIBN), was established, its chairman reporting directly to the 
President. The agency provides family planning services directly 
and channels funds through other organizations. Results have been 
dramatic, a drop in the population grcwth rate from 2.4% to 2.0% 
over the past five years. In addition to population control 
efforts, the government has demonstrated a growing commitment to 
reducing major forms of malnutrition in its under-five population: 
protein-calorie, vitamin A, and iron deficiencies; and dehydration 
due to diarrhea. 

Population/family planning activities and nutrition/health 
efforts continued to function autonomously for some time in 
Indonesia. As a result of policy changes, attenpts were made to 
integrate these two distinct efforts. A number of pilot projects 
were established to demonstrate the feasibility of program integra
tion, including the Village Family Planning/Maternal Child Welfare 
Pilot Project in East Java; East Java Village Family Planning/Ma
ternal Child Welfare Pilot Project Expansion, and the Bali Village 
Family Planning/Maternal Child Welfare Pilot Project. 

AID funds for these pilot projects were allocated from the 
Indonesia-AID family planning program (497-0270). In the distri
bution of these funds, authority was delegated to USAID/Indonesia 
to fund projects up to $500,000 without prior authorization from 
AID/Washington. This fact appears to have had a significant posi
tive impact on AID-supported development programs in Indonesia. 

The Indonesia Village Family Planning/Mother-Child Welfare 
Project evolved from government efforts in both family planning 
and nutrition. It's goals are linked to the Government's Third 
Five-Year Development Plan, which aims to: 

• integrate nutrition and family planning activities; 

reduce infant and child mortality and maternal mortality; 

* expand nutrition services; and, 
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reduce the crude birth rate. 

PROWT DESCRIOCN 

Nutrition services will be delivered via the family planning
network to villages where family planning practices have been well
established (50% more all eligible couplesor of using contra
ceptives). By working through the family planning infrastructure,
the government strives to improve significantly its capacity to
deliver nutrition services. Unlike most government delivery sys
tems, the family planning infrastructure extends into villages
through a network of volunteers and community organizations: a
large corps of highly successful and respected field workers work 
at village and su-district levels. The VFP/Mq project will train 
these single purpose family planning workers to assume new super
visory responsibilities and to guide organizations in implementing
nutrition and health activities. 

The government has made an effort to insure that the health 
workers remain volunteers. According to the project paper, the 
early experience of the village level family planning workers pro
gram has shown the detrimental effects of direct payment for an
munity service. Evaluations in Central Java and Yogyakarta indi
cated that monetary incentives encouraged participation in the pro
gram solely for the sake of money, and destroyed the rural social
tradition of reciprocal cocperation (2 royon) in communal
activities. Pilot experiments, however, indicate a real need to 
provide some form of compensation for "out of pocket" expenses for 
local transportation, poster production, and supplies. 

D-velopment funds will be used for a variety of locale-speci
fic activities that will enable the villages gradually assumeto 
fiscal responsibility for implementing nutrition activities, such 
as the taman ji4 group feeding sessions, and to general income
through rural village coc'eratives. Evaluations will give special
attention to the participation of community organizations in
nanaging aI impleninting project activities, and to the progress
being made toward village self-sufficiency in meeting nutrition 
needs. 

The government deliberately has chosen to avoid external food 
assistance as a direct project intervention to achieve nutritional 
normalcy among young children. Officials from the National Family
Planning Board and the MCH are convinced that nutrition education 
based on local foods has more lasing value and impact. Accord
ingly, project inputs include food purchased from local market
places to be used in the weekly (eventually monthly) taman gizi 
group cooking and feeding sessions. 

There is no provision in this project for the costly sus
tained laily feeding that characterizes many nutrition reha
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bilitation programs. The plan instead is to focus directly on the 
major constraint to success in this project - the very limited 
food supply at the family level, usually a direct result of low 
income. Project inputs will support innovative, local level de
velopment efforts designed to improve: 

the capacity of rural families to prevent malnutrition 
among their young children through better use of avail
able fcod, as well as nore efficient use of income for 
purchasing food; 

* 	 the information b=-s and resources needed at the village 
level to increase food production from home gardens and 
other agricultural actiiities; and 

* 	 the organizational, management, and marketing skills 
needed by village womens' groups to initiate and 
maintain viable income-generating activities. 

Successful implementation of the development activities cut
lined above will require strong regional and local level project 
planning and management organizations, effective in mobilizing and 
coordinating the efforts of several sectors (agriculture, animal 
husbandry, cooperatives, university research tacilities, etc.) not 
usually involved in family planning and/or health and nutrition 
programs. The BKKs in East Java and in Bali have begun to 
facilitate intersectoral coordination through the establishment of 
project development and management teams at the provincial, regen
cy, and sub-district level, with representation from several 
participating agencies and instititutions. Continued GOI 
commitment to and support of these project management teams
through inservice training workshops and program review meetings
will be necessary if food and nutrition development resources are 
to be chaj-neled effectively to the village and, ultimately, to the 
family levtl. 

Each village will receive assistance for three years (in pre
vious procy!ams, the government provided assistance for only one 
year). IThis arrangement has two purposes: 

1. 	 Specified project components can be introduced step by step 
intc the village. 

2. 	 The village will have time to use the developnent funds to 
establish mechanism to support nutrition and food acti
vities after the period of assistance ends. 

Because the project emphasizes the delivery of health ser
vices, it is funded fran AID's Health 'unctional Account. At the 
mission level, however, the population officer is managing the 
project, since services are delivered via the family planning 
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infrastructure. Integration is planned between the VFP/4CW pro
ject and other projects managed by the mission office of health 
and 	nutrition.
 

The 	Government of Indonesia's VFP/W. project is expected to serve an estimated 21,500 villageh, utilizing external supportprovided by USAID and UNICEF. Services and activities will be as 
follows: 

a) 	 Orientation workshops for provincial and regency level 
officials. 

b) 	 Training workshops for regency and sub-district level 
technical staff and village cadres. 

c) 	 Village services: 

* 	 equipment: scales for infant and child weighing, cooking 
sets for supplementary feedings, educational aids 

medical supplies: Oralyte for children under five years
ofage for diarrhea, iron folate pills for pregrnant women,
vitamin A capsules for children one to four years of age,
deworming medication for children under five years of 
age
 

* 	 monitoring supplies: growth charts, reporting forms 

Other inputs funded by AID will depend on the development

activities proposed by individual conunities.
 

I lJ2E= N EXPERIEE 

The piggy-backing of nutritional z'ervices onto the family
planning program is a major structural iruovation in the deliveryof 	health/nutrition services in Indonesia. The program's success
depends on its ability to integrate its nutrition services withthose of other ministries, particularly the MOH, which will pro
vide essential technical assistance, logistical support, and re
ferral services. Provincial, regional and sub-district ProjectDevelopment and Management Teams have been formed to facilitate
and 	 ensure integrated planning and programming. The teams include
representatives from the BKKBN and the Ministries of Health,
Agriculture, Social Affairs, and Religion. 

Because the project design requires a great deal of flexibili
ty in funding and sub-project development, the AID funding mechan
ism known as local cost funding will be used. Briefly, thismechanism allows rapid and direct disbursement of project funds tothe Provincial Project Development and Management Teams on thebasis of Project Implementation Letters (PILs). The PILs will 
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include sub-project proposals from the provinces which will be 
reviewed by the central BKKBN and AID. Because the funding 
mechanism is flexible, projects can be developed in accordance with 
local needs, sociocultural factors, and local capacity to deliver 
services. Because it is rapid, it fosters and maintains local 
initiative and participation in project development. PILs will be 
used to prepare for each region the implementation schedule for 
specific program cnponents, to determine the amount of supplies 
needed in each project area, and to develop and evaluate 
activities. This mechanism has been used with great success by AID 
to assist the Family Planning Program. It has been evaluated fully 
in the document entitled AID's Role in Indonesian Family Planning: 
A Case Study with General Lessons for Foreign Assistance (AID 
Program Evaluation Report No. 2, December 1979). 

Administrative support and carmitment to the project have 
evolved rapidly since the BKKBN prepared the project plan. A 
legal mandate was issued giving the BKKBN authority to deliver 
nutrition services. Subsequently, a policy to integrate nutrition 
and family planning programs was set forth in the Third Five-Year 
Development Plan. That policy has been supported by both the MOH 
and the BKKBN, which have committed portions of their budgets to 
the project. 

As stated above, the program will use the family planning 
program delivery mechanism, manpower, and monitoring system. The 
Family Planning Program has a record of effective program adminis
tration and management and has contributed to a rapid decline in 
the fertility rate. The AID local cost funding mechanism and AID 
staff have greatly assisted the BKKBN in developing this efficient 
and effective system. 

The design for the rutrition services components is based on 
the MOH Family Nutrition Improvement Program (UPGK), assisted by 
UNICEF, and on primary health care activities implemented by 
private non-government organizations and university crammmity 
medicine programs. 

Use of the local funding mechanism means that the responsibil
ity for sub-p-oject development and funding rests with the mis
sion office, specifically, the technical office in charge. In the 
Family Planning Program, this mechanism provided the opportunity 
for intensive interaction and moperation between the GOI and the 
AID team. 
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Summer 1980 

KMEA
 

Project Name Health Demonstration Project,
 
and Number: Number 489-0710
 

Location: 
 Three rural counties in Kangwon,
 
Guyeong Sang Buk, and Chola-Buk
 
Provinces. 

Pro nct Dates: 	 EY 1975 FY 1980-

Funding Level 	 AID: 
 $5million 'loan);

and Sources: 	 Government of Kore, (GOK):
 

$1.6 million
 

Responsible Offices: 
 AID Representative, L7SAIDAcrea
 

Bureau for Asia; Ctfice of Tech
nical Resources- PC ulation, 
Health and Nutritioi Jivision; 
AID/Washington 

Contractors: 
 No major U.S. contractors
 

Implementing Agencies: 
 Korea National Health Council;
 
Korea Health Development
 
Institute
 

CFMSTATISTICS 

Total Population: 38.2 million 

Rural Population: 51% Infant Mortality Rate: 38 

Population Growth Rate: 1.6% 	 Life Expectancy at Birth: 63 

GP Per Capita: $820 
 Adult Literacy Rate: 91%
 

S!NOIS
 

The Korea Health Demonstration Project assists the Government 
of Korea to (1) implement and evaluate primary health care proj
ects and (2) support pilot primary health care systems in three 
counties. Of the two aspects of the project, the first (institu
tion buildingi is the more successful. Because of implementation
delays, the impact of the pilot project. on health status in the 
three project counties .ri;t await future PRvaluation. 
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BACKGROND 

Only 15 percent to 20 percent of persons needing medical 
attention had access to hospitals or clinics in rural Korea in 
1975. The Korea Health Demonstration Project was established to 
develop a new system for providing health care to low-income 
Koreans at a cost affordable to the Government of Korea and to 
health care recipients. In this project, health care includes 
basic promotive, preventive, and curat'.ve services. 

r40T DESCRI!TICN 

The ohj'.'tives of the Korea Health Demonstration Project 
were to a ,fmrntthe GOK's capacity to plan, corduct, and evaluate 
low-cost integrated health services projects and to successfully
demonstrate this capability in a multi-county k"gun") health de
livery project replicable in other parts of Korea. 

The Korea Health Development Institute (KHDI) trains para
medical personnel, Community Health Practitioners (CHPs) and 
Ccmmunity Health Aides (CAs), to work in primary health units 
(PHUs) in townships attached to the existing health structure 
in the three health demonstration counties. 

* The KHDI promotes health through public information and 
education carT aigns ard coordinates efforts to improve 
enviromental sanitation and hygiene,
 

The KHDI retrains traditional midwives and recruits and 
trains volunteer village-level health agents (VHAs) to assist 
CHPs and CHAs in villages. 

* The KHDI conducts n experiment with health insurance and 
other schemes to finance community health services. 

The program plans to upgrade the training and practice 
standards of local dt iggists. A 1972 baseline study fotird 
that 75% of acute dis _ase sufferers wer= not treated at 
medical institutions, but rather took medicines prescribed by 
druggists or recommended by friends. 

Staffed by 20 health professionals, including physicians, 
statisticians, nurses, and researchers, the KHD1 also conducts 
studies on health status and administers the multi-county Korea 
Health Deinstration Project which incorporates and augments pre
existing health service in Hcngchon in Kargwcn Province, Gunee 
Gui, in Guyeong-Sang Buk PLovince, and Okgu Gunin Chola-Puk Prov
ince. The populations of the three counties are 114,000, 64,000, 
and 66,000 respectively, and predominantly rural.
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IMPLaUNnTION EYSERIENCE 

Many of the outputs planned in the KHDI project have been 
Healthaccomplished. With the assistance of AID, the Korea 

Development Institute has implemented an innovative approach to 

rural health services delivery using paramedica-I personnel, village 
health volunteers, and other intermediaries. The demonstration 
project is attempting to augment the existing goverunental health 
service with a referral system. 

Despite the project's acccaplishments, USAID support will 

end in 1980, and there is some doubt that the Goverrment of the 
Republic of Korea will fund the KHDI at the present level after 
USAID support is withdrawn. Sme doubt has been expressed about 
the financial ability of the host government to replicate the 3 
county demonstration project, and this will be the main focus of 
the AdD-spornsored end-of-project evaluation scheduled for the 

fall of 1980. In addition, the AID Health Evaluation Grouo has 
Korea Health Denonstrationtentatively decided to include the 

T-roject in its study of the impact of AID health projects on 
health status. 

Even though baseline data on health status were collected by 

KHDI in the three counties of the demonstration project for the 

purpose of showing project impact an health status, the hope that 
impact can be measured in 1980 is remote because: 

the actual inplementation phase of the fielding of para
medics in rural areas together with health promotion 
work at the village level has been in place only since 
late 1978; and, 

project planners overestimated the target population who 
could be reached (250,000 in 3 counties). As of spring 

106 CHAs had been deployed.1979, only 23 CAPs and 
These workers provided a primary health care adjunct to 
14 already existing community health centers and 3 
county health centers. Separating out the impact of 
project workers from that of other health care providers 
and tracing the prcject's impa't on such a large popula
tion will be an anDitious undertaking. 

Though impact data may be difficult to cttain, other data 
which have been collected by the KDHI are useful. In April 1979, 

Ha Cheong Yeon studied the costs of health services in county 
health centers, pre-existing cmnunity health centers, and 

health care centers. Data analysisdemonstration project primary 
reveals that the average cost per service contact with a county 
health center was $7, whereas the average cost per contact with 
community and primary health care centers (including some pre
existing units) was only $2. Thus, KHDI succeeded in making 
health services both cheaper and, theoretically, more accessible 
in the project areas.
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A constant problem in primary health care delivery is the 
motivation and support of health workers involved in illness pre
vention activities. The July 1978 AID mid-term evaluation of the 
Korea Health Demonstration Project recomended that preventive ac
tivities in the demonstration project area be upgradedi and sup
ported more fully. In April 1979, Yeon fouid that .,jrkers staff
ing primary health care units in Gunee and Hongcheon counties 
devoted only 8 percent of their time to preventive work. In Okgu 
County, the workers spent even less time on such activities - 4 
percent. When MCH activities were included in the definition cF 
prevention, the percentages increased to 20 percent, 16 percent, 
and 8 percent, respectively, in the three counties. 

One of the most innovative features of the Korea Health 
Demonstration Project is the experimental use of insurance to pay 
part of the cost of primary care. KrDI selected Okgu County 
for health delivery projects directed mainly to low-income 
families. 

One objecti-e of irntitution-building is to change the 
attitudes of Koreans toward prevention and the value of public 
health campaigns. The KHDI, created outside the structure of the 
Ministry of Health amid controversy, has gained a measure of 
legitimacy. In December 1979, the KHDI was accorded permanent 
status as the official research institute exclusively in charge of 
health-related studies for the Government of the Republic of 
Korea. 

Notwithstanding the di.ficulty of impact evaluation, the 
dominance of curative over preventive activities, and other points 
raised in this review, the KHDI project has accomplished many of 
its objectives. The project paper expressed the hope that insti
tution-building and changing the climate of opinion among physi
cians and other health workers would be important results of the 
project, and that the project would make an invaluable contri
bution to the process of determining future Korean policy in the 
health delivery field. Whether the Korean government will fund 
the KHDI at current levels after AID supo-)rt is with dra-r at the 
end of 1980 remains to be seen. 
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Summer 1980 

NEPAL
 

IDET'FICATICN 

Project Name Population/Family Planning Project 
and Number: Nurber 367-0096 

Location: 	 Nationwide; eventually the program 
will be integrated into the expanding 
Integrated Health Services Program. 

Project Dates: 	 FY 1968 - FY 1980 

Funding Level UpIzD: $6.7 million 
and Sources: 
(FY 1976 - FY 1979) Gove-nment 

Of Npal: $4.7 million 

Others*: $1.1 million 

Responsible Offices: 	 Heal th Officer, USAID/Nepal 

Bu-eau for Asia; Office of Technical 
Fesources; Population, Health ard
 
'.utrition Division; AID/Washington. 

Principal Contractors: 	 University of California, Berkeley, 
EY 1974-FY 1S78 (assistance in 
program manag'ment, implementation 
innovations, training and mnagement 
of field staff, and program compunent 
evaluation). 

WetiighoLse Health Systems, 197b
present (establishing commercial 
retail sales of contraceptives). 

Implementing Agency: 	 Ministry of Health (MOH) 

* Contributions come Ean numerous other donors, including 
UNFPA, UNICEF, WHO, and the goverments of Japan, West Germany, 
India, the Netherlands, and the United Kingdom. 
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coJhY STTISTICS 

Total Population: 14.u million 

Rural Population: 95% Infant Mbrtality Rate: 133 

Population Growth Rate: 2.4% Life Expectancy 
Birth: 43 

at 

GNP Per Capita: $120 Adult Literacy Rate: 19% 

SYNOPSIS
 

For many years USAID has supported Nepal 's family plarning/ 
maternal and child health (FP/MCH) prtvgram. Although the program 
has made significant advances in establishing a delivery system 
and in field-tosting inrovative delivery tactics, it has yet to 
have a measurable impact on the country's population growth rate. 
The program iz graduall; being intEgrated into the national Basic 
Health Services scheme. 

BACEGROUND 

Nepal's demgraphic situation could serve as a case study of 
world populacion problems. The population growth rate has 
increased in recent years to approximately 2.5 percent annually. 
The most fertile areas are especially overcrowded. The economy 
barely keeps pace with the annual population increase, and the 
country's low economic productivity greatly inhibits the deliv'ry 
of basic services. r4hile over 90 percent of the population is 
dependent on agriculture, deforestation and erosion are serious 
and worsening problems that threaten the food base. The 
population is characterized by diverse languages, customs, 
castes, and clans. There is a strong sense of tradition and 
adherence to the social structcre. Poverty and illness are 
widespread. 

Fledgling efforts to institute a national family planning 
program reached a milestone in 1968, whet the Family Planning and 
Maternal and Child Health Board was created. Private as wall as 
government family planning programs have been active since then, 
many supported by USAID. In 1970, USAID assistance was expanded 
to include integrated maternal and child services, such as imu
nizations of mothers and children and ante- and postnatal care. 

By 1973, the FP/MCH program haa achieved notable program 
progress in staff development, publicity, public interest and 
support, and physical infrastructure. The program established a 
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network of FP/MCH centers in 52 of Nepal's 75 districts. One 
hundred and fifty FP/MCH service centers were providing basic 
contraceptive information and services, as well as elementary MCH 
services, to married couples. Ninety-two participants had 
completed training, and an additional 32 were in training. 
In-country training programs had prepared 407 health aids. 
Political su.-,port for family planning was confirmed in repeated 
public stacemFnts. Family planning ptblic relations became 
highly visible. 

In spite of these successes, three key problems had not been 
solved. Ozverage was inadequate, performance was low, and too 
few health facilities were in areas where the population was Lon
centrated. N-w program designs and experimentation with delivery 
systems suited to Nepal's special circumstances seemed to be 
needed. 

PR1 BJ DESCRIYrICN 

With USAIDiNepal and other donor assistance, e.g., (UNICEF, 
UNFPA), a new five-year pLoject (FY 1974-FY 1978) was initiated. 
The objectives were to: 

strengthen the existing program by Lpgrading the 
technical, administrative, and managerial skills and 
performanc, of program personnel; and 

develop through carefully planned, small-scale 
experiments a set of ser,ice delivery nodules with a 
demonstrated capacity to recruit .and sustain a 
relatively high percentage of target couples practicing 
family planning. 

Four pilot programs were implemented. These tested the use 
of tlinical services and personnel; the provision of services 
through non-clinic-based field workers; use of mobile 
sterilization camps; and use of commercially-based delivery 
systems. 

USAID contributed technical and commodity assistance, funded 
participant training, and furnished local currency budget sup
port. UNICEF provided medicines and equipment. UNFPA supported 
the construction and supply of new health facilities, contributed 
towards transportation and equipment costs, and provided 
technical and financial assistance to the Institute of Medicine. 

By the end of the project (FY 1977-FY 1978), 492 service 
centers were providing FP/MCH services in 62 of Nepal's 75 
districrs. 

In September 1978, an extension of USAID's Population/Family 
Planning Project was approved to increase technical assistance, 
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participant training, commodities supply, voluntary surgical 

sterilization, and village-based worker training. 

ME ON EXPEIE 

A 1980 evaluation team concluded that the essential purposes 
of the project have been net. By the end of FY 1973, the FP/MCH 
organization was operating in 62 of the 75 districts in Nepal. 

etween 1968 and 1979, 136 Nepalese had received long-term train
ing abroad; 90 had been in training for three to nine months, and 
54 had received short-term (three months or less) training. Not 
all of those who had beer, trained are working in the FP/MCH 
project, but the impact of U.S. training is evident. Vasectomy 
and laparoscopy services are being provided on demand to an 
increasing number of acceptors each year at temporary camps and 
in Kathmandu. By the end of FY 1978, the FP/M':H had begun to 
expand use of two services delivery models; surgical contracep
tion had increased ard more outreach workers had been employed. 

Acceptance of pills and condoms as contraceptive methods 
increases annually. However, there is, as yet, no measurable 
impact a. the population grcwth rate. There are indicatiorn that 
the nation's mostly rural population is be-ainq more aware of 
the availability of contraceptive methods and cf the services 
provided by FP service facilities. Although the availability of 
MCR services has increased, it is estimated that these services 
reach only 10 percent of all pregnant women. Many rural women's 
resistance to family planning remains to be overcome. 

Three particular program components, heavily supported by 
USAID, merit special mention. These are the. oammercial contra
ceptive delivery system, village outreach workers, and mobile 
sterilization camps.
 

Advisors from the University of Ca ifornia at Berkeley 
suggested using village outreach workers to supplement the 
services provided by family planning clinics. This approach was 
innovative and has resulted in increased service accessibility. 
In FY 1979 the FP/MCH Project added over 450 new field workers 
anJ supervisors (100 percent funded by USAID/Nepal). Reports on 
their training and placemei t are inorplete. 

In the current Five Year Plan period (1975-1980), outreach 
services from community FP/MCH clinics were extended by intro
ducing panchayat-based health workers. These workers deliver 
FP/MCH services during home visits. Their duties are to provide 
villagers with family planning information (including the time 
and location of surgical contraceptive camps) and contraceptives 
(condoms and pills) and to motivate the target groups to accept 
IUD insertion, Depo Provera injections, and surgical contracep
tion. Moreover, they are trained to treat common conditions such 
as diarrhea, scabies, and eye infections and o assist in giving 
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immunizations at static clinics. These workers are the project's
link from the district to the central level. They are recruited on the basis of their interest, status in the village, naturalleadership qualities, and motivational abilities. 

The comnercially-based contraceptive delivery system has notbeen successful in moving toward financial self-sufficiency, butit has been very successful in publicizing and desensitizing
family planning as an issue. The project has promted familyplanning in radio broadcasts and in a national contest to find
Nepalese names for the condom and the pill. The project has alsomade contraceptives more widely available. By the end of 1979 over 400 shops/stores were selling contraceptive pills, and over2,000 were selling condoms. The program continues to make aunique contribution to Nepal's family planning efforts. 

Mobile sterilization camps, held since 1972, have made lapa
roscopy and vasectomy services available in many areas withoutfixed medical facilities. Many p~zsicians zaui other medical perscnnel have received special training in Nepal and abroad. In same areas of Nepal, this program is proving to be quite expensive; equimnent and staff must be transported by air because oftne difficult terrain. There has been an expressed need for bet
ter followup, for at least one medical professional to remain inthe P-'ea several days after the camp ends to handle post-opera-.
tive problems.
 

In accordance with government plans, the FPVjCH network ofclinics and personnel is being incorporated gradually into anatiorvl Basic Health Services scheme. Integrated services would seem to be an economic necessity in a country as impoverished asNepal. However, sav people fear that integration will dilutethe effectiveness of the FP/VCH program. 

Through a new project approved in May 1980 (Integrated RuralHealth/FP Services, 367-0135), USAID is follaiing the Government's lead in incorporating separate health, family planning,and malaria projects into one large project. (See summary ofIntegrated Health Services Project, Number 367-0126.) 
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Summer 1980 
NEPAL
 

IDENTIFICATION
 

Project Name 
and Number: 

Nepal Integrated Community Health 
Service Project, Number 367-0126 

Location: (Cradually expaning over several 
years to become nationwide. 

Project Period: FY 1973 (as 367-0277) - FY 1980 

Funding Level and Sources: USAID/N4epal: $2.6 million 
(FY 1976-FY 1979) 

Goverrient of Nepal 
(HMG): $17.9 million 

Others*: $5.3 million 

Responsible Offices: Health Officer, USAID/Nepal 

Bureau for Asia; Office of 
Technical Resources; Population, 
Health and Nutrition Division, 
AID/Washington 

Principal Contractor: Managenent Sciences for Health, 
Inc., 
ment, 

consultants in health manage
planning, training, and com

modity logistics, 1975-1980. 

Implementing Agency. Ministry of Health (MOH) 

COTRY STATISTICS 

Total Population: 14.0 rtillion 

Rural Population: 95% Infant Mortality Rate: 133 

Population Growth Rate: 2.4% Life Expectancy at Birth: 43 

GP Per Capita: $120 Adult Literacy Rate: 19% 

* Includes I), CIDA, UNICEF, UND?, IDRC, IBRD, United M! sions 
ot Nepal, Dooley Foundation, etc. 
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SYNOPSIS
 
The Integrated conmunity Health Services Project aims toforge a PHC delivery system in Nepal by uniting the structures ofseveral vertical programs, retraining their personnel and giving anew emphasis to program outreach. 

have 
At present, these processesbegun but are far from complete. 

BARO
 

Having ended its isolation from the modern world only in1952, Nepal faces a long and challenging road to modernization.Government health programs in Nepal originated as categorical
programs for family plar.ing/maternal and child health (FP/MCH)and for the eradication or control of leprosy, tuberculosis,smallpox, and malaria. These programs, especially malaria andFP/MCH, developed extensive staffs, facilities, and activities.In the 1970s, His Majesty's Government (FMG) adopted as a nationalgoal the integration of vertical health programs into a nationwide
primary health (PHC)care system. 

From 1972 to 1975, USAID supported pilot projects in two ofNepal's 75 districts. In 1975, HMG, WHO, and U.S. health expertsjointly assessed experiences in the two pilot districts andconcluded that the concept of and methodology for integratingNepal's categorical health programs were valid. The pilotprojects demonstrated that modestly educated multipurpose healthworkers trained to provide basic preventive and curative medicalcare could effectively deal with the majority of Nepal's healthproblems. Unfortunately, the failure to institutionalize goodmanagement and supervision, even in the pilot areas, soon resultedin a breakdown of the delivery system. 

PRaJECT DESaRIPrICN 

The Integrated Community Service Project* was initiated txassist FM in organizing and managing an effective integratedbasic health service. The nationwide system would use multiput-pose home visitors to extend the coverage of the rural healthtit. The specific project outputs planned were the following

1. Development of Basic Health System Manaqement and
 
Control Systers
 

Health posts established; supervisory functions assigned; management health statistics, information systems and logistical and supply systems created; FM budget and personnel systemsreorganized; and a MOH Planning Cell augmented and trained. 

* This project supports the creation of the Integrated Cbmmunity
Health System, also called the Basic Health System (BHS). 
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2. Training of Health Workers to Meet BH Needs 

Inservice training provided and an Institute of Medicine 
created. 

In accordance with these plans, the phased integration of 
vertical project activities (FP/MCH, malaria, B/leprosy, small
pox) and of some vertical projec,- staff (at field and district 
supervisory levels) has begun. Cutreach efforts and community 
support have been emphasized. Mbre decentralized planning and 
implementation are occurring at the regional and district levels. 

In the new integrated health system each rural health post
conducts vertical project activities and provides some primary
health care services at a level defined by the stage of health 
post development. There are 3 categories of health posts, some 
offering a fuller range of services than others, and some more 
integrated than others. At present, most fall into the least 
developed category. The plan :-s for each health post to pass
through the three stages of serv7ice delivery and staffing, the 
complexity of each stage increasing as development continues. 
According to plans, after five years, 10 percent of the posts are 
to be fully integrated. In integrated areas, vertical project
activities are covered by vertical program personnel ,ino are 
retrained by the ICHS to perform additional tasks. 

Local atmunities are expected to support health posts
through contributions of land, labor, and construction through
materials. They also -e expected to establish and participate in 
community health committees. 

Because of the limited resources, only minimal health care is 
provided at the rural health posts. It is strongly preventive
and, at its most basic level, (that of the outreach workers),
emphasizes FP/MCH, rehydration of diarrhea, health education,
surveillance, recording of vital events, B/leprosy treatment and 
follow-up, and minor first aid. District level supervision and 
control of health posts also begins at its most elemental level (a
single health inspector) and increases in complexity as health 
posts do. Fealth posts are referral points for outreach workers. 
Extremely difficult transportation, however, makes referral 
problematic. 

Maximumn coverage is achieved through outreach efforts. Field 
workers visit each household 2-12 times a year, spending enough
time at each house to develop rapport and discuss such issues as 
child care and sanitation. Cutreach activity and personal contact 
are the heart of the ICHS. The field workers are trained in
preventive medicine. They assist health aides from the rural 
health posts in vaccination campaigns. They neither provide 
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other than rehydrationcare, nor do they dispeise drugscurative 
a fullscale salary Lori

solution and TB medications. They receive 
presently being subsidized by

the government, part of which is 

AID. 

the entire ICHS Project is innovative for Nepal. It %
Almost 

in well wit, .O's conception of providing
strategy fits very 

year 2000 - relying heavily
basic health services for all by the 

auxiliary health manpower, and low cost pre
on crmiunity support, 
ventive efforts.
 

is widely available, even
In Nepal, non-Western health care 

and is provided by two main =ategories of 
in the rural a.eas, 


the ayurvedic physicians and the spi.'itual healers

practitioners: found n the marketThe ayurvedic physicians are(doni/jonkris). 

of ayurvedic and western-style
t s,_ anddispense a orabination 

in one of the 
dt-gs. Their training ranges from formal training 

in India, to informal apprentice
Alrrv-dic College of Medicine 

village lp,rel, and 
ships. The domi/jonkris are found at the 

are considered spiritual
provide treatment for ills that in 

nature.
 

is its intention to incorporateOne unusual project policy 
health care system. Within a government

the extensive tradit-'onal 
rrogram, ayurvedic meicines are distributed at the rural health 

were part of the 
units and other facilitxs. Ayurvedic drugs made 

they less costly than western medicines, and 
program because are 

in Nepal. The traditional drugs are well 
are manufactured for 
accepted by the population since they have been in use 

seem haveHowever, this practice does not to 
hundreds of years. 

general shortage of medicines, a problem
had a major impact on the 

that has plagued the project.
 

DLEN= N EXPERIENCE 

progressvarious difficulties, significantNLtwithstanding 
has been made toward establishing an integrated delivery system 

the past four years, Although behind in the number of active 
over 

behind in the actual integration process,
health posts and well 

the beard, from family
the system is providing services across 

in at least 23 districts.
planning to malaria surveillance, 

in an additional 24 dis-
District health offices are in place 

system is only partially installed, and 
tricts. The delivery 

Still, a system on which are mixedservices provided of quality. 
to build is in place. 

health
Two hundred ninety-eigh- fully staffed integrated 

clinics have been established and 1-600 paramedical personnel have 

been trained in basic preventive and curative health care. Three 

pilot projects have been initiated to train volunteer village 
of ommunity participation in 

health workers and to test models 
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haalth. The MOH Planning Cell designed a comprehensive survey of 
the effectiveness of all MOH programs. The first annual Country
Health Profile, part of the MOH country evaluation, has been 
completed, an index system data bank for the Planning Cell has 
been implemented, a supervisor's manual for field inspections 
prepared, a contol and monitoring capability for the Integrated
Cammnity Health Division created, and a training-of-trainers
workshop held for Training Cell personnel in FY 1978. 

Many of the problems and delays that the project has
 
encountered are common to all development efforts in Nepal (and in
 
most developing countries) and are not peculiar to this project.
 
These include:
 

a shortage of trained personnel, particularly in 

management and administration;
 

* the newness of government services; 

limited government furds; 

short - and long-distance transportation problems 
(most transportation is on foot); 

certain cultural beliefs, e.g., the role of women and 
the value of high fertility; 

* high inflation and a serious shortage of construction 

* del&ye funds; because c! goverment politics, the 
Finan iinister and other ministers frequently delay 
rele,,1ii,g appropriate funds for many months. 

Among factors that have facilitated the considerable pogress 
of the ICHS Project are: 

the contributions of many external donors and their 
relatively smooth coordination by the Government; 

the Government policy supporting health services 
integration and primary health care expansion, coupled
with the realistic recognition that rapid changes cannot 
be expected, due to organizational and other obstacles; 

* relative bureaucratic stability. 

The ICHS Project has faced many problems. These include the 
following: 



1. Institutional Resistance: Vertical organizations have

resisted integration. There are several reasons for this. Most 
projects, particularly the malaria and FP/MCH projects, have far
larger staffs and budgets, and are better managed aid organized
than the BHS system. Vertical program officials fear that
integration will reduce their ability to eradicate or control 
their target problems. '-"ey also want to protect their
bureaucratic and political '::.rf. Some USAID officials have shared 
in the reluctance to push integration of services. 

The BHS system has been slow to obtain sufficient manpower,
office space, and other program resources; these remain deficient. 
In contrast to the vertical programs, which are development budget 
programs that enjoy significant autonomy in controlling personnel,
supplies, and supervision and management systems, the ICHP is a 
regular budget project. Thus the project has little autonomy and 
must rely on other government units for managing its budget,
supplies, and personnel. 

2. Personnel: Despite notable progress, the BHS system continues 
to suffer from a shortage of trained managers, logistics experts,
management information system personnel, etc. According to the 
1980 evaluation, the number and training of project staff "remain 
woefully inadequate for the task at hand." 

The dropout rate arng paramedical health workers staffing
health facilities is disturbingly high. This continues an earlier 
trend among health program personnel to drop out of programs
because of low salaries, posting and transfer difficulties, and 
lack of opportunities for advancement. 

3. Technical Assistance: Because of a delay in recruiting and
fielding two critical contract personnel (a paramedical training

specialist and a management/planning specialist), the project
quickly fell one year behind schedule. It has remained 
susbstantially behind schedule for reaching many targets. 

4. Cultural Problems: The project must overcome the social
barriers separating the rural population from modern, medically
trained practitioners and their institutions. Health workers, who 
are almost invariably L~er class and caste individuals from urban 
areas, find it difficult to work with villagers, who are often 
from lower class ethnic groups. Also, the project has made no 
serious effort to work with the various traditional health workers 
found in all villages. 

In conclusion, despite progress in integrating and expanding 
a national PHC system, in the quantity and quality of project per
sonnel, and in management and planning capabilities, much work
remains before anything resembling a smoothly functioning, effec
tive basic health care system is established in Nepal. Nonethe
less, as the 1980 project evaluators pointed out, HMG and the ICES 
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Project have been moving in positive directions. The problems anddelays might be expected, given conditions in Nepal. 

Although USAID's ICHs Project will terminate soon, it will befollowed-up and 	 expanded in the Integrated Rural Health/ Family
Planning Project (367-0135).
 

1. 	 BHS management and 
systems developed: 

a. 	 Health posts 
established. 

b. 	 Supervisory 
developed, 

c. Management 
information 
developed, 

CUTRRE T PU-ECT STATS
 

control 1. Clear progress has been made 
though mud improvement is 
required (see items below). 

a. 	 298 fully integrated health 
posts have been established; 
the project has 533 total 
posts, or 142 short of the 
target of 675. By the end of 
1979, 48 District Health 
Offices had been established 
(for 74 districts); 6 fullyare 
integrated (all services), 17 
are 	at the intermediate stage 
(including family planning), 
and 	 25 at the primary stage. 

functions b. For some time, there has been a 
critical lack of funds for 
staff per diem fcr rural areas; 
per diems are extremely low and 
payments may be delayed several 
months to several years. A 
supervisor's manual for 	field
inspections has been prepared.
The general lack of transporta
zion hinders the ability of
District ealth Officers to 
supervise health posts; super
vision remains inadequate.
 

health c. A control and 	 monitoring capa
system 	 bility has been fairly well


established; 
 the number of 
required forms has 	 been greatly
reduced, though new ones are 
not universally used. 
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d. Logistics and supply 
system developed, 

e. 	 HMG budget system 
reorganized. 

f. 	 HMG personnel system 
reorganized. 

g. 	 MCH Planning Cell 
augmented and 
trained. 

2. 	 Training of health 
workers to meet BHS needs: 

d. 	 There is a general shortage of 
supplies and medicines; sub
stantial logistical difficul
ties hinder delivery to the 
field. Many health posts
receive only a three-month 
quota of supplies and medicines 
but are expected to make them 
last one year. In the view of 
the 1980 project evaluators, 
"this lack of medicines and 
supplies is a major factor 
contributing to the low esteem 
in which villagers hold the 
health service and health 
service personnel..." Future 
AID support should remedy this 
problem. Logistics responsi
bility remains outside the ICHP 
and rests with other divisions 
of the Department of ealth 
Services. Many improvements 
could be made. 

e. 	 The main bu3get responsibili
ties rest with other divisions 
of the Department of Health 
Services. 

f. 	As of February 1980, the ICHP 
central staff had been increas
ed to 40 through deputation 
from other organizations 
(largely FP/MCK), but the 
number remains inadequate. 

g. 	 Substantial success in reaching 
this goal has been made. The 
Planning Cell has designed a 

Ioprehensive siivey of MOH 
program effectiveness, begun
annual (buntry Health Profiles, 
and installed an index system 
data bank. 

2. 	 Substantial progress has been 
made, but much work must be
done. By the end of 1979, 
approximately 1,600 paramedical 
personnel had been trained. 
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a. 	 Inservice training 
provided to meet 
needs. 

b. 	 Institute of Medicine 
created to meet 
needs. 

a. 	 A training-of-trainers workshop 
was held inFY 1979 for the 
Training Cell; in. 1978-1979,
169 village health workers, 77 
auxiliary nurse midwives. 34 
auxiliary health workers, and 
61 health post chiefs received 
306 weeks of inservice 
training. 

b. 	 A decision was made before the 
project was implemented that 
USAID would not take major 
responsibility for this 
activity. 
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Summer 1981
 

PAKISTAN 

IFICATION
 

Project Name Basic Health Services Project, 
and Number: Number 391-0415 

Location: Nationwide (4 provinces)
 

Project Dates: Ff 1977 - April 30, 1981 

Funding Level and Sources: USAID/Pakistaan: $1.5 millon 
(grant) 

$7 million (loan)
 
Government of
 
Pakistan: $26.4 million 

WHO: $ 480,000
 

Responsible Offices: Health Officer, USAID/Pakistan 

Bureau for Asia; Office of 
Technical Resources; Popula
tion, Health and Nutrition Di
vision; AID/Washington 

Contractor: MEDEX, University of Hawaii 

STIrICS 

Total Population: 86.5 million 

Rural Population: 72% Infant mortality Rate: 142 

Population Growth Rate: 2.8% Life Expectancy at Birth: 52 

GNP Per Capita: $230 Adult Literacy Rate: 21% 

SYNOPSIS 

The Basic Health Services Project lssisted the Government of 
Pakistan in expanding its rural health system of Rural Health 
Centers and Basic Health Units. Mid-level and community-level 
health workers trained using a MEDEX model were to staff new 
physical facilities. The development of a management support 
system was to complement the training activities and ongoing 
delivery system expansion. Although a start was made toward 
achieving these objectives, AID assistance was to be terminated 
in April 1981 before many of the original objectives could be 
achieved. 
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Today Pakistan faces the same health problems that existedmore than 30 years ago, when the country became independent. Infectious -?-i cormunicable diseases are prevalent, the fertilityrate is high, malnutriton is widespread, and environmental sanitatation is deficient. The population continues to grow larger andyounger. The wide variety of diseases (e.g., intestinal parasites, goiter, dysentery, TB, malaria, polio, and tetanus) afflicting the population have their root causes in Pakistan'sphysical environent and socloeconcmic status. It is estimatedthat cnly 15 percent of the rural population is covered by exist
ing allopathic health services. 

The quality and quantity of serviceshealth delivered inPakistan vary widely from region to region. Historicall,,, thehealth system has sei-ved urban rather than rural needs, has piacedgreater emphasis critraining doctors rather than physician extenderb.. and has focused on curative services rather than preventiveservices and craminity health programs. Government programs totreat and prevent infectious and communicable diseases have, withthe exception of the malaria spray program, reached only a smallportion of the population. The health delivery system has beenadministered by a limited number of inadequately trained health
workers and managers. It expansionneeds and support. 

In recognizing these health sector problems, the Governmentof Pakistan's Fifth Five-Year Plan (1978-1983) formulated a newhealth delivery strategy. The strategy aims to balance primaryhealth care delivery in urban and rural areas and to extend PHC coverage to 50 percent of the rural population by 1983. 

P DESCRIFICN 

The Basic Health Services Project follows ruralthe healthstrategy outlined in the Government's Fifth Five-Year Plan. Theproject was originally designed to be carried cut in two phases,and to continue for a total of about eight years. The first phasewas to lay the groundwork for the delivery of basic health services to the rural population, arid Phase II was to see the delivery system's rapid expansion. However, because of delays anddisagreemeLs between AID and the Government of Pakistan, theproject was curtailed. Phase II was cmitted and the "iginalPhase I becaire the entire project. 

The project was designed to strengthen curative and preventive services through a three-tiered system that would greatlyincrease the accessibility, outreach, and quality ruralof health care at reasonable cost. The upper tier, the Rural Health Center
staffed by physicians and auxiliary personnel, was to act as thereferral point for patients from a group of satellite Basic HealthUnits, staffed by medical technicians. The broadly based 
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lower tier rests on the associated villages, each with two communi
ty health workers. This combination of facilities has becone known 
as an Integrated Rural Health Oomplex. Given the magnitude of the 
problens and the health manpower configuration, the GOP has made 
the decision to upgrade skills of existing health workers, and 
train mid-level and camiunity-level health workiers. The cbjectives 
-- increased emphasis on rural heal.th, less sophisticated facilities, 
use of physician extenders, and preventive vers-s curative care-are 
consistent with AID's priorities in the health field. 

Three major activities are planned: 

Expansion of the rural health infrastructure; 

Initiation of health worker training programs; 
and, 

Development of a management support system. 

Expansion of the Rural Health System. 

The Integrated Rural Health (bmplex (IRHC), the functional unit 
responsible for delivering health services, is composed of a Rural 
Health Center which is surrounded by 5-10 Basic Health Units; the 
complex serves 50,000-100,000 persons, depending on population
density. The Rural Health Center is the focal point for the 
management of a geographic m. 4-ment area of 150-250 square miles. 
It is to be staffed by a male .octor, a female doctor, tw mid-level 
supervisory health workers, and two mid-level workers who deliver 
health care. In addition, four other mid-level workers (MLWs) based 
at the Health Center are to be deployed to the Health Units to 
provide coverage when regular staff are on leave or vacation, ill, or 
attending continuing education classes. The Rural Health Center is 
planned to: 

provide primary care in the imediate area; 

serve as a referral center for BHLs in the catchnent 
area; 

be a center for local planning and management of 
preventive/pramotive health programs; 

provide technical and administrative s,'port t all 
workers; 

be the first collection and coll~zion point for systems 
data; and, 

be the first-line drug and equiprnt warehouse. 
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The Basic Health Unit (BHU) is the most peripheral unit of the 
system. It will serve 5,000-10,000 persons and

rural primary health 
Basic Health Unit will covers an area of 15-25 square miles. Each 

be staffed with two mid-level workers who will: 

• 	 provide primary care in the area; 

* 	 serve as a referral point for =munity health workers 
(CHWs) from the villages;
 

plan and supervise CHWs' curative and preventive
 
activities; and, 

* 	 supply QiWs with drugs and equipment. 

The CHW is to be responsible for delivering preventive and 
Daily 01W activities are tocurative medical care to a village. 

include 80-90 minutes of curative work at the Health Unit, then 
following preventive tasks:visiting two houses to carry cut the 

* 	 weighing all children 6 months to three years old; 

* 	 detecting pregnancies early and referring
 
pregnant women to the Basic Health Unit;
 

recording births and deaths; 

* 	 providing family planning services; 

* 	 giving immunizations; 

* 	 monitoring known TB cases; and, 

* 	 providing nutrition and family planning information. 

The project paper states that the support of the 01W workers
 

would te an undue strain of the Government of Pakistan (GOP's)
 

non-development budget. Therefore, several options have been 
the 	most feasible,developed and will be field tested to det-rmine 


easily administered method of couuinity support for this type of
 

worker. These include:
 

to eliminatecapitation with the possible use of stamps 
transfer of money at the village level; 

initial medications bea revolving inventory scheme with 

ing provided by the GOP and the worker selling these for a 

small profit; 

fromfee-for-service curative care and piece work payment 
the 	government for preventive care; 
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a totally volunteer system with medication and supplies
provided by the government. 

Health Worker Training: The training of medical technicians-the 
mid-level para-professionals essential to the three-tiered system
is the first priority of #.he project. To train the necessary man 
power, the project has developed a curriculum, is training tutors,
and has established 20 'training schools. A modular, competency
based curriculum (derived from the MEDEX model) is being used to 
train both MlWs. The teaching manuals for QIWs are complete and 
ready for use. 

Management Support Systems: The project goals are to strengthen
 
and expand the management infrastructure by:
 

creating a National Basic Health Services Cell to 
coordinate basic health services, manpower development, 
and system support; 

* preparing manuals n health care management; and, 

* increasing technical skills in planning and 
operations.
 

DgEMN= N EXPERIEC 

The following chart lists the desired outputs and their status 
toward the end of the project, when it was evaluated in January -
February 1981. The outputs originally designated in the project 
paper were modified in the loan agreement and then subsequently
greatly curtailed with the amended loan agreement of September
1979. The amended, outputs are summarized below: 

CMUMT PROJE)CT SMT 

OUTfPUIS 	 STATUS 

1. A Pakistan-adapted competency 1. A set of six manuals of some 
based curriculum for medical 2,000 pages was produced in 
technicians, the first year of the project. 

2. A Pakistan-adapted sinplified 2. A manual in English is avail
competency-based curriculum for able for the of medicaluse 
community health workers. 	 technicians in the training of 

community health workers. In 
addition, a translation of the 
material into Urdu was 
completed. 
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3. A management manual for per-
sonnel, drugs and supplies procure-
ment and distribution, health 
information systems and communica-
tion systesm for rural health 
complexes. 

4. Establishment of at least 12 
schools in all provincto for the 
training of medical technicians. 

5. The training of a total of 80 
medical technician.3 by the end of 
the project. 

S. Not less than 48 community 
health workers trained and in 
place. (1350 orginally planned 
for in project paper) 

7. A total of 329 Basic Health 
Units were to have been ompleted. 

8. A total of 36 Rural Health 
Centers were to be completed, 
according to the project paper. 

9. A reduced number (6) of 
Integrated Rural Health Complexes 
(Rural Health Centers and satellite 
Basic Health Units) were to be in 
operation. 

10. 	 A baseline survey was to have 
been completed "before month 18 of 
the project." 

11. Training of supportive workers 
was to be completed. 

3. 	 A prototype management manual
 
was recently completed.
 
Adaptation remains to be done
 
for local requirements.
 

4. 	 A total of 20 schools were
 
established throughout the
 
country.
 

5. 	 More than 600 students have 
entered training, of whom over 
200 have completed the course. 
Inservice personnel had a 12
month course, whereas new 
students had an 18-month 
course. 

6. 	 Essentially no ommunity 
health workers have been 
trained, although the need for 
this type of worker has been 
generally accepted.* 

7. 	 Over 400 have been completed. 
Others are under construction. 
Because no medical technicians 
have been deployed as such, no 
Basic Health Unit can be said 
to be in full operation. 

8. 	 Of this number, 225 have been 
built. None are corpletely 
staffed and in full operation. 

9. 	 No Integrated Rural Health 
Complex is in operation. Some 
are approaching this point, 
but lack appropriate staff. 

10. 	 A limited health survey of six 
villages was completed at the 
end of three and one-half 
years of the project. 

11. 	 None of these supportive 
workers have been trained. 

* Prior to 1979 CHWs had been trained in two experimental areas, 
the Northwest Frontier Province and the Punjab. 
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12. 	 Field operations manuals. 12. Other Uan the curriculum and 
management manuals noted 
above, none have been 
prepared. 

13. Operational research and 13. None of these operational 
development including national research documents have been 
performance standards for medical prepared. 
technicians, determinants of 
medical care utilization and a cost 
analysis of primary care expendi
tures. 

14. Oommunications support in the 14. N posters, p.aphlets or radio 
form of posters (4,000), and broadcasts were in evidence. 
pamphlets (100,000) on rural 
health as well as radio broadcasts 
on health were scheduled. 

Source: 1981 Evaluation. 

The Basic Health Services Project has experienced both suc
cesses and setbacks over the past three and one-half years. The 
project has succeeded in constructing over 600 health facilities; 
establishing training schools in each province; developing training 
manuals and curricula; and training a considerable number of mid
level health workers, alt'-ough none have yet been deployed. 

As can be seen from the above table a number of project com
ponents have fallen far behind schedule, or were never initiated. 
The community health worker, for example, the very foundation of 
the primary health care program, remains an unknown and untried 
entity in Pakistan, as none of these workers have yet been trained. 
Another project element, the baseline health survey, orginally 
planned to serve as a means of measuring the impact of the project, 
was carried out in such a limited fashion as not to serve this 
function. The 1981 evaluation team identified a nunber of con
straints wiich hindered project implementation: 

1. 	 Unrealistic objectives: The objectives set out in the project 
paper were more than could reasonably be reached in a three 
year period. 

2. 	 Lack of widespread commitment to project approach: Although 
high level Ministry of Health officials (both those in power 
under Bhutto and subsequently under Zia-ul-Haq) were suportive 
of the project, there was a good deal of resistance to the 
concept of community health workers. 'Ihere was also much 
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resistance to the project at 	 the provincial level. Theprovincial ministries were being asked to undertake construc
tion of new buildings, training of new personnel, and other
activities associated with the project without having shared inprojpct planning or execution. The evaluation team also felt
that the method by which funds *mere dispersed for these
activities caused concern about how the provincial level was to 
finance the new activities. 

3. 	 Division of control over _roject: Giving the host crxincry con
trol over the project, particularly the external cechnical
advisors, did not work out well. The contract provided that
a-1 the major decisions made by the Ministry of !iealth hed to
be a:proved by AID. This for all practical purposes, left the
Ministry with nominal control only. This lack of clear roledefinitions made implementa:ion difficult. As a result AID
became the de facto ultimate authority, which weakened the 
arrangements of the contract and had unpleasant consequences.
The Government felt outside the decisionmaking process. 

4. 	 Strained ,litical relations: A number of external factors 
caused friction between the Ministry of Health, andAID, the
team of technical advisors. First, about two years after the
project began, the U.S. applied Section 669 of the Foreign
Assistance Act (on nuclear non-proliferation), and greatly
curtailed planned project activities and level of funding, withonly limited consultation with the GOP. Secondly, when the
U.S. Embassy was attacked in November of 1979, the technical
advisors were evacuated. However, since their contract waswith the government, which was not notified of their departure,
the 'government was offended and 	felt they should not be chargedwith paying for the advisors during their absence. The three
month interruption in the project caused by this incident not
only caused ill will, but made it difficult for the project
regain momentum. The third external 	

to 
factor affecting the

projec .as the change in government soon after the proje.t
agreement was signed. The Bhutto government was replaced bythe administration of General Zia-ul-Haq, which meant that the
federal and provincial officials with the project were
replaced. Orienting the new officials required about six 
months. 

5. 	 Problems with technical advisors: The project encountered a
number of difficulties with consultants which delayed
activities and diverted considerable energies to resolving
personnel problems. There were problems with the 	consultants' 
contract because it did not 	provide a post differential. There 
were difficulties replacing advisors who left, and 	 in recruit
ing individuals to fill the management post. There were
also personality problems between the advisors and the 
ministry personnel. 
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evaluation team seemed6. Prefabricated Project Design: The 1981 
feel that the MEDEX program, as applied to rural Pakistan,to 

might not be entirely appropriate. While the evaluation notes 

that the training manuals were mdified, other elements of the 

basic design were not adapted sufficiently to the geographi
and cultural conditions of Pakistan. Furthermore,cal, social, 

the report notes a lack of willingness to adapt to existing 
or to look for ways to modify the program tocircumstances, 


suit the local situation.
 

basic health anFacilities Construction: Target outputs of units 

regional health centers have been exceeded. There has been an 

ongoing construction program in each p,.ovince for several years, 

therefore many of tha structures existed before the project began 

and were sisply upgraded or removed. While over 400 Basic Health 

Units, and 225 Rural Health Centers have been completed, most are 

not fully operational, as the technicians to staff them have not 
workers graduatedyet been deployed. The fist class of mid-level 

in July 1980. The 1981 evaluation team notes that there must be 

greater coordination between the number of buildings and the posts 

created for health staff, if the buildings are not to be idle. 

Management Support: Despite a strong effort in this area there 

was not enough time to get recommendations approved or put into 
covered the following areas: personnel,effect. Recommendations 

drugs, supplies, procurement and distribution, health information 

systems, operational planning and communications for the Integrate 

Rural Health Complexes. Recommendations, however, were discussed 

in a workshop attended by federal and provinical level health and 

planning officials in September 1980. 

Slow progress in the area of developing management support 

appear to be related to problems in recruiting technical advisors 
projin this field, which considerably delayed activities in this 

ect area. Two factors contributed to this situation. As a project 
withinparticipant, WHO agreed to provide a management specialist 

the first six months of the project. HO was unable to fill this 
after 1 year. staff suggestedposition, and left only MEDEX then 

that they be allowed to provide the management advisor, and 

eventually USAID, MEDEX and the GOP agreed to amend the MIDEX 

contract to allow for the recruitment of a management advisor. 

Once this decision was made, however, there were difficulties 

findig a person acceptable to all the parties concerned. The 

advisor, therefore, did not arrive until December 1979, alnost two 

and a half years after the project began. Furthermore, there were 

difficulties with the other key management advisory post. The 

project director reported in his quarterly reports that the oost 
Rpscarchcountry administrator designated to head the Operations 

wish to be assigned to the post.and Development effort did not 

The administrator was on leave and unavailable much of the time.
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be filled by a personMEDEx staff recomended that the position 

more willing to serve, but their suggestion was ignored. The two 

were because they provided leadership
management positions crucial 

an aspect of the project that suffered
for management development, 
because the positions remained "unfilled" for much of the project's 

of this, continued technical assistance in this area
life. Because 

has been recommended for any follow-on project.
 

Training of Mid-Level Health Workers: The training of medical
 
the 1981 evaluationtechnicians has progressed well, although from 

of these workers have been deployed. To date
it appears that none 

200 have completed the
600 students have begun training, and 

course. 

the projectThough each of the country's four provinces treats 
intend to continue it after AID

differently, it appears that all 
least the utilization of paraprofessionals to extend

withdraws-at 
areas. In the Northwest Frontier

health services to the rural 
technicians have

Province (NWFP), 7 schools for training medical 
asintend to continue che entire projectbeen started, and they 

views the project as a
planned. The Punjab, with six schools, 

at
demonstration one; a decision to expand the project will be made 

a later date. The Sind takes a similar view. It has als- changed 

the training units, establishing one or two separate facili['ies for 

wou2n. Boluchistan has two such schools. 

The problem of recruiting women remains; only in the Punjab 

has real progress been made in recruiting the number required. The 
setting up separate training units

other three provinces, which are 
The evaluation woren MLWs, may eventually reach the quota.for 

the Basic Health Services Project evolved, the health
notes that as 

the developent of a
policy of the government clearly turned toward 

using trained medical technicians for pri
rural health care system 
mary health care. This ampares to the traditional budgetary and 

which has been to favor the development of medical program approach 
15), large hospital complexes in the cities.

colleges (now and 

the teaching manuals are com-
Community Health Workers: klthough 

there is not yet an active program to recruit and train
pleted, 

begin once the medical technicians areCHWs. This is expected to 
the field. So far the health delivery structure has been built

in has not
from the top down, and the ammiunity-level supporting tier 

been added. According to the initial loan agreement, there were to 

field when the project terminated. This numbe 1,350 CHWs in the 
to 48 by the amended loan

ber, however, was subsequently reduced 

agreement.
 

is not1981 evaluation implies that the concept of CHWsThe 
the program. For while there is

certain to be carried out by 
for the concept at high levels of bureaucracy, physicianssupport as

at the level of the Rural Health Centers are not at all certain 
whether theto the role of these workers. It is also not clear 
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medical technicians sense some competition with the villageworkers, whom they are supposed to train. The evaluation notesthat if this program element is not implemented, the project willeither collapse or become simply another scheme for trainingparaprofessionals, not unlike the plans which have been repeatedly
tried in Pakistan since 1946. 

'r-oject Continuation: AID assist nce has been extended to April30, 1981. The Government of Pajc !tan would like to initiate thesecork2 phase of the project and iJ contacting several donors whomay be interested in providing funds Theto xontinue the effort.
1981 evaluation team recommendod that USAID 
 fund a follow-onproject directed toward: (1) making a number of Integrated RuralHealth Complexes fully operational, and (2) fully staffing andmaking operational the existing Basic Health Units. Without thisassistance the evaluation indicates the program will not develop aoriginally planned. Rather it is likely to falter and becomesimply another not-so-successful scheme for middle-level health 
workers. 
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Summer 1980 

PHILIPPINES 

IDEN=CATICN
 

Project Name Bicol Integrated Health, Nutrition 
and Number: and Population Project, Namber 

492-0319 

Location: 	 400 villages in the provinces of 
Camarines Sur and Albay, on Luzon 
Island. 

Project Dates: 	 FY 1979 - FY 1985 

Funding Level 	 USAID: $2.5 million (loan) 
and Sources: 

Philippines: $2.9 million 
(central government, provincial and 
local sources) 

Responsible Offices: 	 Office of Health, Population, and 
Nutrition, USAID/Philippines 

Bureau for Asia; Office of 
Technical Resources; Popul -tion, 
Health and Nutrition Division; AID/ 
Washing ton 

Contractor: 	 None 

Implementing Agencies-	 Regional Health Officn, Ministry of 
Health 

CUTYS TISTICS 

Total Population: 47.7 million 

Rural Population: 64% 	 Infant Mortality Rate: 80 

Population Growth Rate: 2.4% 	 Life Expectancy at Birth: 60 

GNP Per Capita: $510 	 Adult Literacy Rate: 87% 

SYNPSIS 

The Bicol Project trains and deploys barangay (village) 
health workers, sets up village drugstores, subsidizes household 
water supply and sanitation system construction, and rebuilds 
and supplies some health posts. As of January, 1981, the first 

41
 



batch of Barangay Fealth Aides (BHgs) will have completed 

training and be deployed in their respective barangays. 

BACFJROUN
 

The Government of the Philippines (GOP) Bicol River Basin 
Development Program was established in 1973 to focus development 
resources on a specific geographic area employing an integrated 
area development approach. The Bicol River Basin Coordinating 
Committee identified health services, water, and enviromental 
sanitation as major development priorities and pledged support 
for a concerted effort to provide basic and integrated health 
services. AID supports several development projects in this re
g ion. 

PRWBCT DESCRIMCIN 

1 ie goal of the Bicol Fealth Project is to improve the 
health status of the residents of 400 barangays in twt provinces 
of Luzon Island by controlling communicaole diseases, nainLaining 
population growth at a desirable level, increasing self-reliance 
for health and services, and improving sanitation. A set of 
socioeconomic indicators was used to identify communitic~s of 
greatest need; 400 rural barangays were selected for the proj
ect.
 

The recruitment, training, equipping, and deployment of 400 
BHAs are central features of the project. The BPH.s will receive 
five weeks of formal training and three weeks of supervised field 
experience. They will also attend one-week refresher cTurses 
every six months. BAs, who are recommended by local barangay 
councils and appointed by the MOH, are prtrincial employees paid
U.S. $50 per month. 

BHAs are required to have at least a 6th grade education or 
its equivalent. According to project planning documents, B[ s 
will have a heavy load of health, nutrition, and family planning 
tasks, including prosotion of hygiene and sanitation. BE5s 
will:
 

* 	 Record barangay births and deaths and report them to the 
health unit. 

C nduct a census and prepare maps illustrating important 
health and sanitation information. 

Give instruction in infant and child nutrition, includ
ing the importance of breastfeeding, and refer children 
suffering fran third degree malnutrition, 

Participate with other workers in the population educa
tion and family planning programs of the barangay. 
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Promote in the barangays disease control campaigns of 
the rural health unit, including immunizations. 

Promote cleanliness, safe water, and proper waste dis
posal. 

BHAs will help set up village drugstores, using start-up
capital (approximately U.S. $160 for each of 400 participating
barangays) to make appropriate non-prescription medicines avail
able at the lowest possible price. A subsidy of U.S. $10 will be 
provided to construct as many as 32,000 water-sealed toilets (the 
labor will be supplied by recipients). The Bicol Health Project
intends to build or rebuild some barangay health stations and to 
purchase microscopy equipment and supplies that the rural health 
unit needs to detect tuberculosis and intestinal parasites. 

IKPI7 ICN EXPERIENCE 

The Bicol Health, Ntrition and Population Project, one of a 
series of resource development projects for the Bicol region at 
the southern tip of Luzon Island, has been three and a half 
years in the planning. The lon agreement for the project was 
approved in ?',gust 1979; the first key activity, the selection 
and training of BHAs, began in Nove ber 1980. Other project 
outputs depend, in part, on BHA deploynent; these boo, are behind 
schedule. Failure to include the Goverrnent's c.rtribution to 
the project in the Ministry of Health's current budget is a 
factor in the delay of project start-up. 

Another factor in the implementation prcblems is the Govern
ment's reported belief that Bicol project cannot be replicated
countrywide because of the cost of using paid community health 
workers. The counter augument is that local communities are now 
expending considerable resources on traditional healers and other 
care. The challenge of the project (and of the Panay Unified 
Services for Health Project, also AID-funded) is to determine 
whether trained workers who provide access to services for 
villagers will be accepted and, in the long run, supported at the 
local level in the same way that traditional healers and private
health personnel are supported. 

There are several thousand trained midwives in the Bicol 
region who are not working; many are eager to work as BHAs. 
Their qualifications exceed the minimum educational requirement
(6th grade or e4uivalent) for BH~s. It is planned that a large

nuTmber of these women will be chosen to be trained and employed 
as BHAs. 

According to the project paper, the Bicol Health Project is 
also expected to benefit 400,000 people living in the 400 
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villages selected for the project. Among other project goals are 
the reduction by 36 percent of infant mortality, the reduction by
33 percent of the incidence of gastroenteritis and tuberculosis, 
and the reduction by 40 percent of the incidence of malnutrition 
among children under age 6. These ambitious goals may not be 
realistic, one mission official admitted. They are worthy goals
toward which to strive, but the project should not be judged a 
failure if they are not attained. 

The following outputs are planned for the Bicol Health 

Project: 

400 BHAs recruited and trained. 

400 first aid drug and nutrition kits distributed. 

Permanent training centers organized and used. 

Environmental sanitation survey of 400 barangays 
completed. 

1,560 small barangay water facilities contructed.
 

* 400 village drugstores built. 

* 1,063 households assisted in improving water supplies. 

32,000 household water-sealed laterines corstructed.
 

* Drainage ditches constructed in priority areas. 

* Seven rural health centers renovated. 

Nine barangay health stations constructed. 

Provincial laboratories upgraded. 

The initiation and completion of many of these activities 
will depend on the deployment of BHAs who must organize ommnity
campaigns, and the assistance of other government and quasi
government (non-project) personnel, such as family planning spe
cialists, barangay nutrition experts, and well drillers of the 
Philippine Department of Public Works. Since all the latter per
scnnel have their own priorities, which may or may not mesh with 
those of the Bicol Health Project, achieving project outputs may 
be difficult.
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Summer 1980 

PHILIPP=NE 

IDENTIFICATION 

Project Name Panay Unified Services for Health 
and Number: (PUSH), Project Number 492-0312 

Location: 	 600 villages in four provinces
 
(Iloilo, Antique, Aklan, and Capiz)
 
on Panay Island, a large island in the 
Central Philippines. 

Project Dates: FY 1978 - FY 1982 

Funding Level USAID: $5.4 million loan 
and Sources: $0.3 million grant 

Philippines: $2.9 million 

Camunities: $1.0 million 

Responsible Offices: Office of Population, Health and 
Nutrition, USAID/Philippines 

Bureau for Asia; Office of Technical 
Resources; Population, Health and Nu
trition Division; AID/Washington 

Implementing Agencies: Development Academy of the National 
Economic and Development Authority 

Regional Development Council of Region 
VI 

COURM STATISTICS
 

Total Population: V1.7 million
 

Rural Population: 64% Inf;nt Mortality Rate: 80 

Population Growth Rate: 2.4% Life Expectancy at Birth: 60 

GNP Per Capita: $510 Adult Literacy Rate: 87% 
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SYNOPSIS 

The Panay Unified Services for Health (PUSH) Project txains and 
deploys health workers, sets up village drugstores, supports simple 
water supply systems and toilet construction, and supplies drugs and 
vaccines to rural health centers. Four groups of health workers (150 
in all) have been trained and deployed in the PUSH Project since 
Septenber 1979.
 

BACKGFD) 

Physicians in the Philippines do not find rural practice 
attractive, ar-i the rural population has little access to modern 
medical care. The rural population-seventy percent of the total on 
Panay Island-receives only a limited share of the total Philippine 
Government's investments in health services. 

Malnutrition is the major health problem on Panay Island: 85% of 
all children aged 0-6 are malnourished. The population also suffers 
from high prevalences of tuberculosis, gastroenteritis, and parasitism. 
Almost all of these causes of morbidity can be prevented by simple 
public health measures that physician extenders or health auxiliaries 
can provide. Control of most disease problems in Panay does not 
require a high level of technology, either in terms of manpower or 
facilities.
 

PROJECT DESCRIPTICN 

The goal of the PUSH Project is to improve the health status of 
residents of 600 villages (barangays) in four provinces on Panay 
Island. The barangays are selected according to need using a set of 
socioeconomic indicators. 

To accomplish this goal, the project is establishing a 
barangay-based system to provide basic preventive, educative, and 
health promotional services and an essential envirormental sanitation 
infrastructure. The key to project success will be the effectiveness 
of 600 barangay health orkers (BHWs) who are being recruited, trained,
 
equipped, and deployed.
 

The procedures for wlectin BHWs begin when a community develop
ment worker cmes to a village to help organize a barangay health cnn
mittee. The committee then nxninates, the mayor endorses, and the Pro
vincial Government eventually appoints a EIW, ,ho may be either male or 
female. Originally, the candidates. had to be between the ages of 18 
and 45 and have at least six years of formal education. During the 
selection of the second batch of EHWs, however, the age qualification 
was raised to 21 and the education requirement was changed to gradua
tion from high school. As in the Bicol project, BHWs in PUSH are full
time, salaried, Provincial Government employees. They receive approxi
mately U.S. $50 a month, an amount comparable to the pay of the lowest 
level civil servants.
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The BHWs are asked to work ii seven general areas, emphasizing 
those of most concern in the locality w:here (s)he works: 

1. 	 Promote environmental sanitation with the technical assistance 
of provincial government sanitation engineers. EIWs will moni
tor water quality and promote the safe handling and use of 
water. They will also campaign for sanitary waste disposal. 

2. 	 Provide information on different contraceptives and resupply 
villagers.who are using family planning cxmoities. EIWs will 
refer new acceptors to appropriate agencies. 

3. 	 Weigh and keep growth records on barangay dildren under six. 
BHWs will promote breastfeeding and provide information on 
locally available nutritious foods. 

4. 	 Assist with immunization campaigns and help the rural health 
units during their other disease control campaigns. 

5. 	 Screen villagers and refer those with serious illnesses. BHWs 
will follow up patients undergoing prolonged treatmnts. 

6. 	 Map serious health risks in the barangay and record and report 
vital events such as births and deaths. 

7. 	 Assist the cmunity in organizing efforts to combat existing 
barangay health problem. 

To prepare for their responsibilities, fHWs receive six *eks of 
basic training: four weeks of theory and two weeks of field pre
-.eptorship. The project design also includes a two week refresher 
course and further training every six months after B1Ws complete their 
basic training course. Training must acannmoate the fact that several 
languages are spoken on the island. 

The BHW trainers undergo six days of training at the Regional 
Training Center. Amng the 30-35 people who become trainers are 
provincial health officers, sanitary engineers, nurse supervisors, 
health educators, and development staff menbers. Chief sanitary in
spectors and midwives also serve as trainers. 

Other PUSH project goals revolve around environmental sanitation. 
Funds have been allocated for the construction of wells and water 
sealed toilets as well as the upgrading of four provincial health 
laboratories. 

The development of village drugstores (Botica sa Barangay) is 
another important aspect of the project. It 1 planned that village 
drugstores will be owned, operated, and managed by each barangay. The 
project will provide for the initial capitalization of $100 worth of 
drug supplies. A small mark-up may be charged on the 
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purchased cost of a drug to cover operational expenses and to generate 
funds to finance other ommiunity health projects. 

A unique feature of PUSH is its organizational set-up. The im
plementation of the project is coordinated by the Regional Development 
Council VI (RDC VI) whose chairman is also the Project Director. The 
participating provincial municipal governments coordinate implementa
tion activities at the subregional level with the Ministry of Health, 
which assumes responsiblity for all technical health aspects of the 
project. 

According to one USAID official familiar with the project, a 
conscious effort was made to enlist the support of political leaders on 
Panay Island for the PUSH Project. The driving force behind the strong 
commitment manifested by Panay's political leadership is their desire 
to prove that a regional entity can, on its own, plan and manage a 
development project. The USAID official strongly recanuerded that 
outside teams visit the Panay project because it is an example of a 
project in which regional officials take a proprietary interest. 

The PUSH project appears to be progressing well, according to the 

1980 evaluation. 

CLRRINT PRJWT Sff=I 

OUTPUTS 	 STAT 

1. 	 600 barangay health workers train- 1. 100 BHWs trained and de
ed and deployed: year 1, 50; year 2, ployed as of June 1980. 
100; year 3, 150; year 4, 150; year Others now in training. 
5, 150.
 

2. 	 Family planning, nutrition, and 2. Cam/unity health survey in 
health services facilitated by each village completed. 
BHWs.
 

3. 	 1,200 shallow driven well,; con- 3. 372 shallow driven wells 
structed and functioning. proposed; 83 completed. 

4. 	 280 deep drilled wells constructed 4. 8 deep driven wells pro
and functioning. posed; 14 r'zpleted. 

5. 	 5,400 shallow dug wells improved. 5. 5 open dug wells pro
posed; 1 completed. 

6. 	 40,000 water-sealed toilets con- 6. 1,342 c',-? ted. 
structed.
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7. 	 Adequate household water made 7. No information.
 
available to approximately
 
44,960 households.
 

8. 	 10,000 second and third degree 8. No information.
 
malnutrition cases rehabilitated.
 

9. Four provincial laboratories 9. No information. 
equipped to corduct water analysis, 
sputum, and other examinations. 

10. 600 barangay drugstores organized, 10. No information.
 
supplied and functioning.
 

The November, 1980 project evaluation reported the following status 
of 	the water and sanitation projects: 

No. of Projects Projects completed Projects Ongoing 

Shallow dug wells 118 95 	 23 

Open dug wells 63 5 	 58 

Drilled deep wells 25 11 	 14 

Spring development 
projects 14 	 7
 

Water sealed
 
toilets 2,150 
 1,661 	 489
 

One hundred and fifty EHWs have been trained and deployed. The
basic curriculum and training for the EWs seens appropriate for their
expected functions. Nonetheless, a 1980 project evaluation recommends
that some alterations be made so that the training is oriented more
problem solving and real life situations than to theoretical situa-

to 

tions. In addition, there is a need to prepare the 9HWs emotionally
and psychologically for the difficulties they encounter upon returning
to their respecti;,e barangays. 

BHWs are eager fcr additional training to upgrade their present
skills in first aid, dispensing medicine, and other areas. After more
than a year since the first basic training course, however, no
re-training sessions have been held. 

BHWs rate the majority of trainers as good, although feedback in
dicates a need for some of the resource persons to improve their com
munication skills. A follow-up evaluation after the trainees have been
fielded has not yet, so isbeen carried out it difficult to determine
the success of the training program. Information is available, how
ever, on the following BHw activities: 
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Nutrition: The standard practice is for mothers to bring their children 
to the BHW station for weighing. Since the distance is frequently 
quite far, EHWs have opted for home visits to maintain regular monthly 
or quarterly participation. Records are kept by EHWs and updated after 
every weighing: children with second and third degree malnutrition are 
identified and are then referred to the next level of health care for 
feeding and rehabilitation.
 

There has been some difficulty in maintaining participation in 
weighing programs, mainly because of the inconsistent availability of 
food which is supposed to be provided by government-sponsored pro
gram. To combat this problem, some EHWs have initiated oimiunity 
gardening and backyard vegetable projects to complement the current 
diet if not to serve as the main sources of nutritious food. 

Immiunization cairaigns: EHWs are performing their expected functions in 
this area to a considerable exten. One problem is their inca1..lL

knowledge of when to administer what Lc e of immunization for a par
ticular age group. BTWs also need more tiraining to recognize the signs 
and symptoms of patients suffering from TB, pertussis and tetanus. 

Supervision: Most Regional Health Midwives visit their respective PUS 
target barangays at least twice a month. Most 9HWs feel that they are 
receiving adequate supervision. 

Drugstores: Apparently the village drugstores p'anned have not yet been 
established. 

Medical care: All BHWs interviewed have referred patients to higher 
levels. In spite of this referral system, however, many patients go 
straight to the rural health unit. It is worth noting +hat some vil
lagers view BHWs largely as education/preventive agents, not as pro
viders of medical care. 

Vital records/reports: Reports sent in by ffWs appear to be informa
tional only. They are not inalyzed as a means of planning action 
programs or adjusting priorities. If feedback is provided, it is 
irregular and unscheduled. in addition there is a lack of printed 
forms for the BHWs to fill out. 

Family planning: There have L.en minimal accomplishments in this areas. 
Home visits average 0-4/month. Limited materiais are on hand. Refer
rals vary between 2-4/month, and the cobined number of users of pills 
and condoms supplied is less titan 20/barangay. The key to providing 
better service in family planning seems to be orn, training. 

Community mobilization/participation: There is oxnsiderable variation 
in the level of unity support. Discussiors and decisions con
cerning PUSH are made at barangay assemblieq reportedly held between 
2-12 tires per year and attended by 30-600 residents, and barangay and 
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municipal officials. The presence of the latter two categories of 
people is vital to generating community support. At these meetings,
the community decide3 on what kinds of sanitation projects would be 
most appropriate and also dooses sites for these projects. 

BiWs do seem to make use of existing organizations and clubs within 
the barangays in the planning and implementation of PUSH project ac
tivities. Commnity support is stiown by donated labor and locally
available materials, and by participation in decision making. Dif
ficulties have arisen with the degree and frequency of participation
and suppport from residents during planting and harvesting tine,
however. Also, some residents who have contributed labor once are 
reluctant to do so again, especially when they are not direct 
beneficiaries, and when project sites are located far from major
residential areas. 

Enviromental sanitation: Sanitation projects funded by the program 
seem to be regularly inspected by the EHWs. However, there is a
problem with follow-up: since water is used for drinking purposes, it 
needs to be analyzed for potability. In the barangays visited during 
an evaluation study, most 3HWs had not subinitted water samples to the 
regional laboratory for analysis. This is important since the private
contractors who lack experience with deep-well drilling may not have 
complied with specifications. 
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Sumner, 1980 

THAILAND 

IDENTIFICATION 

Project Name Lampang Health Development Project, 
and Number: Number 931-0971
 

Location: Lampang Province
 

Project Dates: FY 1974 - FY 1982
 

Funding Level and Sources: 	 USAID: $8.2 million 
(FY 1971 - FY 1979)
 

Royal Thai Govern
ment (RIM): $400,055
 

Responsible Offices: 	 Health Officer, USAID/Thailand 

Bureau for Asia; Office of Techni
cal Resources; Population, Health 
and Nutrition Division; AID/Wash
ington 

Principal Contractor: 	 School of Public Health, University 
of Hawaii* 

Implementing Agency: 	 Departnent of Health, Royal Thai
 
Government
 

COUNM STISTICS 

Total Population: 68% Infant Mrtality Rate: 68 

Population Growth Rate: 2.3% Life Expectancy at Birth: 61 

GNP Per Capita: $490 Adult Literacy Rate: 84% 

* The role of the University 	of Hawaii, School of Public Health 
is to manage the provision of American-sponsored technical 
assistance to the project. The faculty and staff have worked
with the Thai Ministry of Public Health tn develop the implemen
tation plans. Two senior staff members have been at Lampang
since it was funded. They support the Thai project managers and 
coordinate University of Hawaii students and faculty who %orkon 
various aspects of the project. 
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SYNOPSIS
 

The Lampang Primary Health Care Project is a health develop
ment model for Thailand implemented by the Ministry of Public 
Health (MOPH) and supported by the School of Public Health,
University of Hawaii, under contract. The proj- ect is fully
operational and features (1) a reorganization of the provincial
health system, (2) use of physician substitutes called wechakorn
and village health volunteers to provide health care, (3) an 
emphasis on child nutrition, and (4) a comparative -.valuation of
the project area and a nearby control area. The project began in
1975 and is scheduled for completion in 1983 followirng thorough
evaluatior The Government has replicated many features of the 
project in the national health plan and its twenty province primary
health care expansion project (Rural Health Care Expansion Project,
493-0291).
 

BACIU1 

Health leaders in Thailand have long recognized the need to 
strengthen the Government's health care delivery system and to
extend basic health services to the majority of the predominantly
rural population. In the 1960s, the rural population, which is 
increasing by 3 percent annually, suffered primarily from easily
diagnosed and easily treated conditions--communicable and 
infectious diseases common in Southeast Asia, diseases of pregnancy
and childbirth, malnutrition, gastrointestinal problems, skin 
infections, and accidents. Only about 25 percent of the rural 
population had convenient access to government health facilities,
and even where government health facilities were available, they 
were not much used. Only 15 to 17 percent of the rural population
sought health care from goverrment facilities and personnel. Only
2 to 3 percent of the national budget was allocated for health 
services. The limited numbers of trained medical and health 
personnel tended to remain in Bangkok and other urban centers. 

In the 1960s, the Ministry of Public Health implemented two 
key projects to strengthen the rural health services delivery
system and to extend available, accessible, affordable, and 
acceptable basic health services to the rural population. The
experience gained in these projects iriluenced the conceptuali
zation and planning of the Lampang Project. 

Lampang Province is located in the center of northern 
Thailand. Lampang's population is approximately 666,000 (1978).
Population growth since 1970 has averaged 1.8 percent annually.
The people are predominantly Buddhist and rural, the economy agri
cultural. The province comprises 12 districts, 75 sub-districts, 
and 538 villages. The provincial center, Lampang Town, has a popu
lation of 50,000.
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and the lack ofWithin the constraints of budget limitations 

trained health manpower, health facilities, and other resources 
healthneeded to implement and maintain a viable and effective 

planners sought the most cost-effectivedelivery system, project 
ways to expand health services. They recognized that the cost of 

enoughnumber of facilities and of trainingbuilding an adequate 
to live and work in rural

physicians (even if they were willing 
retrainareas) would be prvhibitive. Therefore, they decided to 

workers (nurses, midwives and
existing categories of health 

to provide a limited but relevant range of competentsanitarians) 
would be known as "intermediatecurative services. These workers 

care providers" (or cmmnity health paraphysicianstechnical
"wechakorn", which in Thai means medical healer). The limited 

the corps of
number of available physicians could supervise 

these workers would significantly extend

wechakorn. Use of 

clinical care services in sub-districts (population approximately 

5,000). Because wechakorn wild have limited capabilities, a
 

patient referral system was planned.
 

The provision of integrated curative, disease prevention, and 

praomtion services (in particular, nutrition, family planhealth 
services) is more cost-effecning, and maternal and child health 

than the provision of separate services. Integrated servicestive 
convenient, and acceptable to service are also more comprehensive, 


clients. The project aims to integrate health services and to uL

organize the health system infrastructure. Strengthening manage
using an informedment practices and operating the health system 

decision-making process involving a streamlined health information 

system would improve performance and promote efficiency and effec

tiveness. 

the care approachA central strategy follows primary health 

outlined by the World Health Organization. Under this approach, 

the mobilization of all available private sector and community re

the coverage provided by coordinated
 sources vastly increases 

health workers. Ccmmunity organigovernment/private sector care 

zation and community participation in an expanded health system 
health center staff are essential. Wechakorn and other village 

supervise and guide village health volunteers. Wechakorn also are 

the first referral point for village volunteers. 

Most rural deliveries are assisted by traditional birth at
behavior,tendants. Rather than attempt to change this pattern of 

the project planned to train traditional birth attendants to follow 

more sanitary practices and to recognize complications that require 

more sophisticated medical care.
 

PIJWMT DESCRIPION 

Project is to use availableThe objectivL- of the Lampang 
resources to expand health care to at least two-thirds of the rural
 

target population-Aien of child-bearing age and pre-school 
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children--during the five-year project. To reach this goal, the 

Lampang Project adopted several innovative strategies: 

* Training and deployment of wechakorn paraphysicians; 

* Development of community health volunteers; 

Community and private sector involvement and cooperation; 
and 

Reorganization and integration of provincial health 
service infrastructure. 

Nurses, midwives, sanitarians, and nurses aides who have had 
several years of field experience have been trained as wechakorn. 
More than half of them are women. To become physician extenders, 
they complete a year of training which is based on the MEDEX 
approach. The curriculum consists of various training nodules on 
areas for which wechakorn are responsible: supervision of village
health volunteers, provision of comprehensive maternal and child 
health services, and supervision of nutrition surveillance. Var
ious clinical skills and laboratory techniques are taught as well. 
Once they amplete their training and begin work, wechakorn have an 
incentive in the form of an award that is given to the most active 
and best performing worker. 

The Lampang Project has trained three distinct but interrela
ted categories of c~muunity health volunteers:
 

1. Health post volunteers are literate nen and women, frequently 
farners or shopkeepers. During their two weeks of training at the 
district hospital, they are tauqht by government personnel and 
project training staff to provide curative and family planning 
services and to make referrals. After they are trained, HPVs set 
up practice in their own homes. They obtain drugs at a 20% 
discount and sell them at a snal. profit, usually $5-10 a mnnth. 
An additional incentive is free nedical care at government health 
facilities for HPVs and their families. 

2. Health ccuuunicators are chosen by their village health cmr
mittees. One is selected for every 10-15 households in each vil
lage. HCs take a two day course at a local school or temple on 
such topics as nutrition, maternal and child health, family plan
ning, and sanitation. They are then responsible for promoting the 
HPVs' activities. They help organize fellow villagers during 
health prmotion programs and other local autivities. Free medical 
care also is an incentive for HCs. 

3. Traditional birth attendants are elderly, illiterate women who 
have worked for years as TBAs in their own villages. During a two 
week training course held at the midwifery school in Lampang, wcmen 
who speak the local dialect give classes to 25 TBAs in areas such 
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as MCH/FP skills, detecting and referring cases of abnormalPregnancies, and advising mothersTBAs, who on good nutrition. Oncenumber one per village, are given a short 
a year, 

course. As is refresherthe case with HPVs and HCs, free medical care isincentive for these women anto continue their work.
 

The project plans 
 to reorganize andhealth integrate theinfrastructure provincialto better balance curative servicesat hospitals with offered 
rural 

preventive and prcmotive services providedhealth facilities. by 
now links the 

A patient referral and transport systemhealth centers to oistrict hospitals and toprovincial hospital. the
Continuing education and supervision ofwechakorn and VHWs are incorporated into the organization. 

Community and private
most important aspect 

sector involvement considered theof the project. it 
is 

is to be achieved bypromoting and supporting: 

• Village health committees; 

* Sub-district health onmittees; 

* District-provincial coordinating committees; 
• Commercial health organizations (pharmacists); and, 

* Religious organizations.
 

The project is reviewed

national government 

each year. District, provincial, andofficials shareteam's findings with 
the report on the evaluationsponsors and staff, and with interestedeign organizations forand private sector representatives.groups, commercial Religioushealth businesses, and private medical practitioners are represented.
 

The Lampang Project, which was originally designedstudy to test the delivery a as a pilotof low-cost health carenow approaching its systen, is 
tive 

final year. The question renains: Howis the approach, and given effec
present resource constraints,the essential features of the project are

feasible and desirable inother parts of Thailand?
 

Fron the beginning, 
 project planners recognizedassess the the need toproject's achievements and impact, and Emphasizeduation to determine how evalthis new approach to rural health care delirery worked. They proposed making an evaluation to: 
Measure consumer accessibility to and acceptance of
provincial health care services; 
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* 	 Assess the performance of health personnel, and determine 
costs of operating and managing the health delivery 
system; 

* 	 Measu:e the impact of services on the health status of 
population (indicated by changes in baseline indicators); 

* 	 Assess the financial, social, and administrative 
feasibility of replicating nationwide the key features of 
the new health delivery system. 

The study design involved three sequential experimental areas 
to which all project inputs are applied and two control areas, 
one in Lampang Province. In addition to pre- and post-project 
assessment, routine monitoring has been continuous and has enabled 
project managers to make decisions and adjustmentE without having to 
wait for the results of the final evaluation. Six special studies 
gather information that is fed to the planning and operational units 
and used by the Division of Research and Evaluation. 

IMPLE2EATN EXEIEC 

a r PRBCT STA 

DVEIDP 0O1MUNIT HEAL7 VD1DEER 

The following table sunuarizes project - as of 1980. 

CURRER PRO-ECT S 

OUTPUTfS 	 STATUS 

DEVELP COMMUNITY HEALTH VDOW IEERS:
 

1. Train 672 health post volunteers. 	 901 

2. Train 4,846 health commumicators. 	 5,363 

3. Train 342 traditional birth attendants. 	 352 

4. Train 92 community health paraphysicians. 96 

REORGANIZATIN OF PDfVINCIAL HEALTH IFRASTROCTURE: All activities 
completed. 

1. Establish Department of Comunity Health in provincial hospital. 

2. Organize mobile teams; supervisory visits to wechakorn. 
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3. Organize referral service to and from rural health centers and 

hospitals. 

4. 	 Organize patient transport system. 

5. 	 Shift line of authority for district hospital from Department of 
Interior to MOPH. 

CCMMiNMIT AND PRIVATE SECIR RNOLV 42T: 

1. 	Village health committees: 

a. 	 organized. Yes 

b. 	 village health workers selected. Yes 

c. 	 role in planning and decision making No
 
established.
 

d. 	 meet regularly. No 

2. 	 Sub-district health comnittee organized. 

3. District-provincial oammittee. Yes 

EVAKfATICN: All activities in progress. 

1. 	Masure consumer accessibility. 

2. 	Measure acceptance of provincial health services. 

3. 	 Study performance and cost of health personnel-VHWs, VHCs, 
BHAs, weckakorn.
 

4. 	 Study cost oi health delivery system. 

5. 	Compare health indicators to baseline. 

6. 	 Study of nutrition status of population. 

7. 	Study replicability of key features on national basis: 

a. 	 financial. 

b. 	 social. 

c. 	 administrative. 
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The three major innovations in ThM. land were the introduction 
of the wechakorn, the reorganization of the provincial health ser
vices delivery system, and the implementation of a sophisticated 
evaluation system. 

The introduction of wechakorn was cause for much controversy 
among physicians, nurses, and other health workers. The Civil 
Service Comuission has neglected to officially recognize these 
workers and, consequently, they have not received firancial 
remuneration for their services. The residents of Lampang 
communities have, however, accepted them readily. The quality of 
these workers' medical care is now being assessed by the Chaing Mai 
Medical School. The idea of using paraphysicians (nurse-practi
tioners) was adopted by the Fourth National Five-Year Health 
Development Plan. (See AM Project 492-0291.) 

The problem of inadequate supervision and guidance is a 
recurring one throughout the primary health care network. Wchakorn 
as well as village-level volunteers have requested extended 
supervison. 

Some observers feel that the role of the village health 
committee could be expanded and that more local activities could be 
organized by those committees if more attention were paid to their 
training and technical guidance. Villages in Lampang have been 
saturated with government programs calling for local community 
participation in many areas of development. It is unclear, how
ever,what effect these earlier efforts have had on the health care 
program's omuunit, participation efforts. Finally, in the opinion 
of one observer, piograms such as Lampang, where women are a primary 
target group, shouj i make more attempts to en..xurage the participa
tion of women by wo 'ing through informal leaiership networks rather 
than through he tralitional male leaders. 

The reorganization of the provincial health service system and 
the integration of preventive, promotive, and curative services were 
likewise controversial. The creation of a Department of Comuinity 
Health Services in the provincial hospital facilitated both 
reorganization and integration. The rate of patient referral from 
districts increased, and health promotion fostered increas. i use of 
remote health facilities. A mobile health service has been added. 
Physicians aid senior wechakorn can now supervise rural wechakorn in 
the field and provide services (e.g., vasectomies, immunizations) 
requiring technological support. 

With the sophisticated information system introduced by the 
project, monitoring project activities can now be documented. The 
project was extended for another two years so that its long-range 
impact on the health status of the Lampang population could be 
measured and its innovative features evaluated. By using compari
sons of experimental districts with control districts, a study team 
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should be able to determine the effectiveness of preventive measures 

and the extent to which the population uses the health system. Nu
documenting the impact of child-feeding on thetrition studies 

especially valuable.health status of the target group should be 

that utilization ofPreliminary evaluation data indicate 
government health services, especially where wechakorn are 

area.deployed, has increased greatly, in contrast to the control 

In additional, coverage has increased substantially, and, consumer 
deliveries havesatisfaction is reported to be high. Home 

from 61% to 47%, and trained TBAs are attending more ofdecreased 
the province's births. Family planning acceptance was high when the 

project began, but there has been a significant increase in the use 
women over the course of thtof contraceptives amng young married 

project. The birth rate has decreased. 

After training, Health Post Volunteers often must wait until 

they are properly equipped, wnich holds up their initial activities 

and undermines morale. Nonetheless, HPVs have clearly contributed 

to dist 'ibuting oral contraceptives, and they have consistently 
about 10% of their medical care contacts to otherreferred 

should more clearly indicate thefacilities. Later evaluations 

effectivenss of the Lampang project in all areas.
 

are being replicated in aSignificant aspects of the project 
nationwide program that is expanding primary health care services 

in 20 selected provinces (see following project summary.) 
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Summer 1980 

IDENTIFCATION
 

Project Nan Thailand Rural Health Care
and Number: Expansion Project, Number 493-0291 

Location: 	 20 selected rural provinces
 

Project Dates: 	 FY 1979 - FY 1982
 

Funding Level: 	 USAID: $ 5.5 million (loan)
and Sources: 	 Others:* $35.5 million
 

Royal Thai
 
Government: $20.6 million
 

Responsible Offices: 	 Health Officer, USAID/Thailand 

Bureau for Asia; Office of Tech
nical Resources; Population, Health 
and Nutrition Division; AID/ 
Washington
 

Implennting Agency: 	 Project Administration and Finance 
Unit, Ministry of Public Health 

COX~tt STATISTICS 

Total Population: 47.3 million
 

Rural Population: 86% 
 Infant Mortality Rate: 68
 

Population Growth Rate: 2.3% 
 Life Expectancy at Birth: 61
 

G Per Capita: $490 Adult Literacy Rate: 84% 

SYNOPSIS 

This ambitious project to provide primnay health care (PHC)
services to 18 million people in 20 of the most needy provinces in 
Thailand is well underway. The project has been able to build 
upon pre-existing programs and make use of a sizable manpower
pool. Only two coponents are behind schedule: management 
training and research and evaluation. 

* Including the World Bank and Governments of Australia, Canada, 

and Norway.
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BACKGROUND 

The Kingdom of Thailand is a constitutional monarchy. mot 
Thais (over 80 percent) live in rural villages. Farming is the 
predominant occcupation. more than 95 percent of the people prac
tice Buddhism.
 

Thailand's health problems are common to many developing 
countries: rapid population growth, a relatively young population 
and a high dependency ratio; high infant and maternal mortality 
rates; a high accident rate; a high frequency of parasitic, vec
torborne, and other infectious diseases, many of which are direct
ly attributable to inadequate envirormental sanitation; and 
various nutritional deficiencies. 

The Fourth Five-Year Plan (1977-1981) places special enphasis 
on the provision of primary care to improve the health of the 
rural population. Several projects laid groundwork for the Rural 
Primary Health Care Extension Project which seeks to carry cut 
that mandate. 

The National Family Planning Program, funded in part by 
AID and the Royal Thai Government (RIG), has provided 
services, equipment, drugs, training, and management since 
1970.
 

The AID-supported Lampang Primary Health Care 
Demonstration Project has been a mudel for training several 
categories of health workers, reorganizing the provincial 
health system, establishing a nutrition program, fostering 
carrnunity participation, and conducting evaluations. The 
University of Hawaii provides technical assistance. 

The Faculty of Public Health at Mahidol University (sup
ported by WHO, the China Medical Board, and the F=) has 
been training nurse practitioners and trainers of village 
health workers since 1973. The evaluation of nurse 
practitioners/VHWs and of the quality of primary health 
care in Thailand has been of prime interest to both faculty 
and students. 

The experiences of a variety of smaller primary health 

care demonstration projects, implemented by the Ministry of 
Public Health with the support of v-arious donors, have also 
been useful. (Eae the Thailand report on PHC for the Alma 
Ata Conference). 

The 20 province project does not propose to intro ,-e Lnova
tions in primary health care, but seeks to implement nat:onwide 
the most successful elements of earlier demonstration projects. 
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PROJEMT DESCRIPTIN 

The Rural Primary Health Care Expansion Project (Primary Care
Expansion Project), funded by a three-year $5.5 million loan from
USAID, is a discrete but integrated component of the larger multi
donor population project. The primary purpose of this sub-project
is to make primary health care services more accessible to the
rural population in 20 selected provinces. projectThe pro
poses to accomplish this goal by developing health manpower
training programs a of andfor variety district lower-level
workers; improving the management and supervisory skills needed 
for an expanded rural primary care system; improving the health 
program evaluation and research capabilities of Ministry of Public
Health (MOPH) central and provincial staffs; conducting short-term
training programs for rural health manpower; providing long-term
assistance in developing health planning, evaluation, and research 
capabilities in the MUPH; and funding specific evaluation and
research activities to be conducted or coordinated by MOPH staff. 

The major categories of personnel who will receive short-term 
basic or inservice training are: 

village health couunicutors and village health volun
teers (basic training); 

primary care paramedicals, including nurse practitioners,
local-level auxiliary midwives, junior sanitarians (in
service training) and assistant health workers (basic
training); 

primary health care supervisors at district and provin
cial levels (inservice training); and, 

administrators and planners at district and provincial 
levels (inservice training). 

The Health Planning Division (HPD) will be responsible for
strengthening the evaluation and research capability of ?VPH.the 
The HPD will coordinate planning, research, and evaluation activi
ties throughout the MOPH; conduct an collaborate on operational
and evaluative studies on primary health care delivery and train
ing in the 20 provinces; and design appropriate management and
supervisory training programs that will enable the various provin
cial and district health staff to participate more effectively in 
the expanded primary health care system. 

Besides $48 million the Royal Thai Government has borrowed
from the World Bank, Australia, Norway, and USAID, it will con
tribute an additional $20.6 million to the project. The USAID
loan will be used primarily for training primary health care
workers and supervisors, conducting research and providing 
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education; the other funds will be used to pay for construction andequipment. 

IMLEET NIEXPERIENCE 

The following chart describes the project's status as of 
Decemrbn*r, 1979. 

TRAINM OF PHC WORKERS 

O _T_ _ STATUS 

1. Nurse practitioners - 900 	 321 

2. Auxiliary midwives - 2,250 	 1,055
 

3. Health assistants for midwifery centers - 740 567 

4. Health assistants for family planning - 500 308 

5. Village health volunteers - 7,892 	 4,678 

6. Village health communicators - 79,655 46,546
 

TRAtIM 	 PLANING AND MANAGU STAFF 

OUTPUTS 

1. Chief 	provincial medical officers in health plan- 20 
ning and 	primary health care - 20
 

2. 	 Provincial hospital directors - 20 

3. 	 Directors of technical health services - 20 

4. 	 Provincial chiefs of planning - 20 20 

5. 	 Chiefs of training, education and health =r
motion - 100 

6. 	 District hospital directors - 100 

7. 	District health officers - 100
 

8. 	 Assistant district health officers - 100 

9. 	 Promotion section chiefs, district hospitals - 103 100 

10. 	 Provincial supervisors - 20 
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RESEA 

OUJTPtTS 	 STATUS 

1. 	 Recruit research and evaluation specialist. 

2. 	 Organize research and evaluation. Campleted 
in 1980
 

3. 	 Identify priority study areas. 

4. 	 Prepare research and evaluation guidelines. 

5. 	 Establish interministry comittee on primary health
 
care evaluation.
 

STJDIES 

1. 	 Research study - household survey of health
 
conditions.
 

2. 	 Study of VHW/VHC performance. 

3. 	 Study of training program effectiveness. 

Most of the project's training programs arr on schedule, 
since many activities started t~o years before AiM funding began. 
Nonetheless, some problems have 3urfaced. Proiect staff have had 
some difficulty recruiting a sufficient number of students for the 
nurse practitioner program. This may be because there are not 
enough candidates for the full-year training program, because 
rural supervisors are unwilling to release nurses for training, or 
because candidates are not offered a pay raise after training is 
completed. 

A comiplete revision of the approach to training health work
ers to plan, manage, and supervise the PHC program has delayed the 
implementation of planning, management, and supervision activi
ties. The RTX wants to include in the program all provincial and 
district administrators from provinces both within and outside of 
the original 20. The program for PHC supervisors has been in
corporated into the training program for auxiliary midwives and 
junior sanitarians. 

According to the 1980 evaluation, concern was expressed in 
every location about the shortage of vehicles and the inflated 
cost of gasoline, which was not anticipated in the FY 1980 budget. 
These are viewed as critical problems in the Rural Health Care 
Expansion project, since extensive travel and suitable transporta
tion are required for service delivery, health education 
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activities, and supervision. 

Research and evaluation activities have been delayed because 
of the late arrival (November 1979) of the project-sponsored 
research specialist. There is continuing disagreement about two 
AID policies: (1) AID continues to insist that all research be 
done by the Health Planning Division of the MJPH, although a study 
in progress reportedly overwhelmed the Health Planning Division 
study group; and (2) AID still will not approve paying honoraria 
to short-term MOPH research workers. 

The mechanismn for coordinating Health Services Research acti
vities is in place and the guidelines for research have been writ
ten and published.
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Summer 1980 

BOTVIA 

CATION 

Project Nam 	 Rural Health Delivery Services 
and Number: 	 Project, Nmber 511-0453 

location: 	 M'ntero Region, Santa Cruz Department 

Project Dates: 	 FY 1975 - FY 1981 

Funding Level 	 AID qrant: $882,000
 
and Sources: Government of 

Bclivia (GOB): $443,000 

Responsible Offices: 	 Health Officer, USAID/Bolivia 

Bureau for Latin America and the 
Caribbean, Office of Development 
Resources, Halth and Nutrition 
Division, AID/Washing tn 

Long-Term Advisors: 	 In areas of public health, research/ 
evaluation, nutrition, public health
 
administration, and community carti
pation. 

Contracting Firm: 	 Management Sciences for Health (MHS) 
fielded various short-term 
consultants to assist in developing 
the project's information and 
logistics systems 

Implementing Agency: 	 Ministry of Social Welfare and Public 
Health (MSPH) 
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Co L .SmTISTI"t 

'btal Population: 5.3 million 

Rural Population: 67% Infant Mortality Rate: 168 

Population Growth Rate: 2.5% Life Expectancy at Birth: 52 

GNP Per Capita: $510 Adult Literacy Rate: 63% 

S2NPSIS 

This project marked a new approach in Bolivia to rural health 
care, strongly encouraged by AID, em hasizing community-based 
paraprofessional health workers and volunteers. A health delivery 
system consisting of five levels, from ommunity to national, was 
designed and systems were developed for training, administrative 
and logistic support, evaluation and community orgvnization. 2w 
design has proven basically effective, although nunmrous problems 
have arisen. The K%1PH appears to have accepted the concept of 
cammunity-based preventive care, though imple mtation difficul
ties remain. 

BACUMMID 

A 1975 health sector assessment documented severe health 
problems in rural areas arn lack of adequate health and support 
services: it was estimated that Bolivia's national health system 
reached only about 15% of the rural population. In the same yar, 
a project was begun under OSAID's Family Care Project to develop a 
low cost rural health delivery system and to determine d feasi
bility of extending the system to other areas of the ountry. The 
project was extended under its present name in FY 1976 as a pilot 
project in the Mntero re- in with a shift in emphasis from broad 
health research to basic health services delivery. (bmpletion was 
scheduled for December 1976. Several time and funding extensions 
have been caused by implementation delays, incorporation of addi
tional communities, and the necessity for maintaining project impe
tus pending implementation of a follow-on loan project to sustain 
and expand the Montero system to other areas (511-0483). The ter
minal disbursement date was changed to December 31, 1980 and then 
changed again after the July 1980 military coup to March 1981. 

The primary target group consists of an estimated 35,000 ru
ral Bolivians in the M~ntero region. With secondary beneficiaries 
from surrounding communities included, the total reaches 120,000 
people. Target communities were selected to represent different 
ccmunity types and ethnic groups and to provide informaticn for 
possible replication. There is a strong tradition of community 
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self-help in the area, which the project sought to tap. Most in
habitants are subsistence farmers, members of spontaneous and/or
official colonization groups, or farm laborers. Per capita incae 
is about $74 a year. There are both Quechua and Spanish speakers
in the region. (Quechua speakers, particularly adult women, may
know little or no Spanish.) Only 20-30% of the population can 
read and write. Health indices are smewhat below national aver
ages. 

PRa7ECT DESCRPCN
 

The project purpose is to miplement a pilot rural health ser
vices delivery system emphasizing basic health services at the
family and small community level in 4 nuclear and 33 satellite
coamunities of the Montero region of Santa Cruz Department; and to 
develop a rural public health planning, technical administrative 
capability within the Bolivian Ministry of Social Welfare and 
Public Health (MSWPH).
 

The planned outputs are: effectively function-'ng systems fo
cused on Mntero at local, departmental, and national levels for 
service delivery and patient referral; human resources development;
administration; logistic sipp rt; planning and budgeting; informa
tion and evaluation; intersectoral coordination (cammunity organi
zation was also incorporated as a system during implementation). 

The project functions at five levels: community, sub-dis
trict ("area"), district, departmental and national. Health ser
vices are provided to the target group through several levels of
auxiliary health workers (health promoters, nursing auxiliaries I,
supervisory/technical auxiliaries II), backed by a District
Outreach Te~m (DOT) of public health professionals to supervise
and guide the auxiliaries and handle referral to sub-district and 
district hospital facilities. 

Each cammunity health comuttee selects a health 
promoter, who receives 60 hours of training in basic 
preventive aid curative skills. Remuneration, if any, is 
made by the committee frmn proceeds of drug sales. 

Nursing auxiliaries I, with 6 months training, are
located in nuclear communities. They provide supervision
and guidance for the prai ters. Auxiliaries I and health 
prayiters both provide services in nutrition, disease 
control, maternal-child health, hygiene and environental 
sanitation. 

Auxiliaries IIare assigned to sub-district hospitals and
 
are supposed to guide and supervise the auxiliaries I and
 
promoters, cwersee supply distribution and provide

somewhat more complex care. 
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The District Outreach Team is responsible for more 
advanced curative services as well as supervision of 
lower level personnel, administration, and monitoring of 
support systems. Training is also done at the district 
level. 

* 	 The district health unit (unidad sanitaria) at the de
partmental level handles administration; the departmental 
hospitals provide curative care. 

* 	 The national level is charged with overall planning, 
programming, logistic support, and coordination. 

The cocept of widespread integrated rural health care with a 
preventive focus was innovative in Bolivia at the time the project 
was designed, although nursing auxiliaries trained by Methodists 
had been providing basic health services on a limited scale in 
some area health posts. The use of cmxmity health pramters and 
auxiliaries II is new to Bolivia. The Bolivian FSWEH had been un
able to reach rural people on any large scale; it existed only 
ncminally at the local level and operated poorly due to lack of 
support and supervision. Services provided were ad boc and pri
marily curative. Its limited funds and over-centralized structure 
made it difficult for the MSWPH to shift from its urban, curative 
emphasis. 

The Mitero project was designed to help overcome these de
ficiencies and improve the people's health status by improving 
both the mix of health services and MSWPH methods for delivering 
them. te project marked a significant shift in SAID/Bolivia 
health program strategies as a first attempt at a cxmrhensive 
approach to Bolivia's complex and interrelated health problems. 
Past program were built around single-purpose issues. 

Another mjor distinction was the emphasis on regional plan
ning and development, using a systems analysis approach to deter
mine content and design of program in light of local needs and 
characteristics. Past approaches had applied predetermined 
technological solutions at the central agency level. 

Other innovations were an attempt to incorporate rural teach
ers and normal school students into the project's health education 
activities; and to incorporate traditional practitioners, 
particularly birth attendants, into project systems. 

Although the project's success in achieving its objectives has 
not yet been finally evaluated (the 1980 evaluation had not been 
released as of July 1981), evidence available to date suggests 
qualified succss. As a pilot effort, the project was successful 
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in that it resulted in the extension of its approach and systems to 
other areas of the country, under the Rural Health Delivery System
loan project k511-0483). Specific structural constraints and other 
factors affectig achievement of project objectives are described 
below.
 

CMUUNT PFD=ZC SMUCST 

OOTNUM 	 SMTUS* 
1. Human resource development 	 1. Curricula designed and furnz

tional. Training activities
 
complete except midwives, 741 
trained (target was 467) 
(8/78).** 

2. Health service delivery 	 2. Service delivery began late 
system. 	 1977, over 1 year behind 

schedule. Estimated coverage of 
44% of target group (15,410 out
 
of 35,000) (8/78). 33 communi
ties served (of 44) by 25 health
 
promoters; 8 communities not 
covered (pramoter resigned); 11 
health posts and 14 aux] .aries I 
(of 12); 4 health distrL ts and 3 
auxiliaries II (of 8); district 
outreach team of 7 technicans (11

planned). (3/79)
 

3.Administrative/logistic 	 3. System working 99% as planned
suport sytems. except at national level 

(8/78).** Only 70% of manuals 
-mpleted, over 1 year behind 
zhedule (8/78).** Revised
 

.. gistic system completed
9/79.-** 

4. Information system/research/ 4. Revised information system

evaluation, functioning 3/79.***
 

Sufficient data to determLne 
replicability (GOB approved 
extended RH in 1978** based 
on project design).
 

* Most recent numerical data (dates in parenthesis) 
-- Source: PES, 1979* Source: Monthly Progress Pceports 
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5. 	 Comamunity organization. 5. Mechanism for community parti
cipation not in original
 
design. Methodology and manu
al developed during implemen
tation phase**. Manual 

pleted 7/79.***
 

Administrative Structures 

The project sought to develop systems within the MSWPH that 
would enable it to deliver effective basic health services to the 
rural populaticn. Five systems are now in place, and functioning 
(see dart on p.5). Other systems (personnel, intersectoral oor
dination, budget cd planning, supervision) have not been effec
tively implemented. USAID/Blivia made an intensive effort to 
involve the MSWaH fully in the planning process for both the 
Montero project and the follow-on expanded loan project (0483), in 
an effort to encourage the MSWPH to take responsibility for the 
project and to integrate it fully into the Bolivian health system 
(while at the same time modifying the system). There is some evi
dence that this is hppening: through the project, the MSWPH has 
become aware of the need for rural health care at the vi' lage level 
ard has begun to develop systems to link rural primary care with 
higher level care. The project's major achievement may be an 
increased consciousness among key MSWPH officials that health needs 
can be met affordably through a community-based, preventive health 
care system. However, some questions have been raised by AID 
sources concerning the MSWPH's ability to manage the project
successfully after outside assistance ends - much depends on the 
increased capability to be developed under the health loan proj
ect. Questions also remain as to lcxnger-run political and 
adinistrative cummitment. A crucial problem is political 
instability. There have been several danges of gvcement since 
the project began, and even more danges in Ministers of Health (8 
in 1 1/2 years), making continuity of commitment difficult. 
Hcwever, a core group uf administrators and technicians within the 
M has accepted the F concept and has demostrated continuing 
suppcrt. 

One of the key lessons learned has been the need for flexi
bility in the design and implementation of health delivery systems 
to meet the needs of a very diverse country. Deliver--, support and 
supply systems must be able to adapt to widely varying ,niditions. 
The project attempted to create such flexibility, providing 
built-in alternative processes and minimal decision levels in 
project system manuals. The system design process for commity 
organization is being written to help develop a stronger system 
design capability in the MSl . 

According to all sources consulted, deficiencies in the 
Bolivian administrative system have been a major cause of the 
project's problems and delays. The system in the MSWPH (and in 
the entire government) is highly centralized. There is little 
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delegation of authority, especially regarding budget and person
nel. (The project's effort to encourage decentralization of these
functions to the departmental level have not been successful to
date, though there is evidence that the MS;PH is becoming increas
ingly aware of the importance of decentralizing its operations and
integrating the Rt6 more completely with the existing system
including district and departmental hospitals, which now operate in 
a parallel system.) Delays in budget approval and funds disburse
ment caused major difficulties: salaries were delayed, sometimes 
for months, breeding discontent and attrition among project per
scnnel; funds for vehicle maintenance and other supplies and equip
ment often were unavailable when needed, drastically slowing acti
vities; a number of newly-married, female auxiliaries left the proj
ect because of inability of the personnel system approve theirto 
transfers to other towns where their spouses lived. The need for 
more qualified counterpart personnel was frequently expressed in
project reports and evaluations. 

Other administrative problems have arisen in AID. This proj
ect was USAID/Bolivia's first attempt at an integrated health
project; according to the 1979 evaluation, its time/effort/personnel
calculations were not realistic. Initial delays were due to prob
leas in gettir c lities and technical advisors to Bolivia,
caused by both AID/Washingtcn and the mission. A mission mem
stated that there wre delays of 7 to 17 months in contracting the 
national and regional advisors, respectively. Sixteen months after
project approval, only 85% of materials needed had arrived. (The
mission found that ordering direct from suppliers, rather than 
through GSA, saved about 11 months.) 

Socio-C-Itural Factors 

Anthropological studies and prior experience by project advi
sors helped avoid serious ciltural fit problems, bht s did in
evitably arise. Most inortantly-and due as much or more to
political as religious-cultural reasons-the family planning com
ponent envisioned in the original project design was dropped due to
Catholic Church influence on the MMPH. 

Incorporation of traditional practitioners-in this case 
midwives-never occured, apparently due both to the low priority
accorded it by project personnel and resistence by the midwives 
themselves who are largely illiterate, suspicious, older women 
influential in their communities and unwilling unableand/or to 
bridge the cultural distance between their ways of doing things and 
those praaIted by the project. 

CcmMUnity interest surpassed expectations, but people became 
frustrated when their canmunities were organized too soon before
services could be provided. Problems also arose regarding cummni
ty responsibility for paying local health praomtors. Sae commni
ties proved to be too transient and unstable (due to migratory
labor patterns) to fulfill this respon ihility. 
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Although no special efforts were made to incorporate women, 
they play important roles in the project: they and their children 
are beneficiaries; they also compose about half of the health pro
moters and most of the auxiliaries I, as well as majority of dis
trict technical personnel. Cbntrary to expectations, a high pro
portion of the auxiliaries II are male, due mostly to constraints 
on women's mobility in rural areas. In the project's experience,
the most 3uccessful cmunity conmittees have been organized by 
women; women have also been more successful in dealing with female 
clients and getting them to accept referral to health centers. 

Project Design 

The overall design seens to be relatively successful. The 
systems are being replicated with some modifications under the 
loan project. 

The auxiliaries I appear to be working effectively. A 1978 
survey evidenced a high degree of accuracy in diagnosis and treat
ment: quality of care provided correlated strongly with training
methods; the group taking a redesigned training course, shorter but 
more competency-based than the original, provided onsistently 
better care. There was also some correlation between frequency of 
supervision and quality of care, but the key factors appeared to be 
training and especially the availability of supplies. With ade
quate logistical cupprt, auxiliaries appeared to cope wall with 
ve.-y little supervision. A 1979 MSH evaluation found that ninety 
percent of the health workers had manuals, and over half (including 
many with little formal education) said they used them regularly. 

The evidence for improved health status amng the target group 
is difficult to assess because of lack of adequate baseline data. 
An evaluation covering 1976-78 found that 44% of the target group
of 35,000 was being served. Auiliaries were providing a full 
range of services, but pramter services were spotty and irregular. 
The key factor leading to pruo ter failure was their premature
training and assignment to villages before they were supported by
sufficient drugs and supervision. They lost credibility. 

Utilization ok services was higher than the national average;
project auxiliaries averaged 63 visits per month vs. 16 for rma
profit health post auxiliaries. The imunization, potable water, 
and latrine onstruction efforts appear t have been successful. 
The coverage rate of the 1978 vaccination campaign was 200% more 
effective than the 1975 campaign by the MSWPH using traditional 
methods. 
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Certain deficiencies in design and systems have also becomeapparent:* serious conflict arose from failure to full,; orientBolivian health professionals, particularly about the projnurses,
ect, and there was resistance to the incursion of paraprofessionals and promoters on their "turf." Relatively high salarylevels for project personnel caused strong resentment (with perdiem, auxiliaries II earned as much or more than a professionalnurse). Efforts have been made to win over nursesthe by holdingworkshops for them inMontero, and their acceptance is increasing.
 

The concept of the auxiliaries II supervising promoters andauxiliaries I did not work out because the social distance betweenthem was too smaII to permit authority. The auxiliaries II haveended up being intermediaries between the auxiliaries I and higherlevels. The auxiliaries I, therefore, work largely without super-ision. It was also found that supervisors of the opposite sex didnot wrk well because of sexual liaisons/pressures. Age and sextrainees varies by time of selection, since different 
of 

groups areattracted at different times of 
 the year because of harvest
demands. Older workers have proven to be more effective than 
younger ones.
 

A serious problem has been a high attrition rate mmig prcmo-Sers and auxiliaries, mainly because of payment ant! logisticalproblems in getting drugs and supplies. In August 1979 only 14promoters were worting (of 43 trainees); 11 communities were leftwithout an active promoter. 
There has been much discussion of theneed for a more stable way of paying promoters (the present system; payment by cmmunity comittees is highly variable in type ofpayment, amount and frequency) and for development of other, nonmonetary incentives, but no final decisions have been made. 
Turnover among auxiliaries has been very high (estimated at 40-50%),largely because of low and irregular payment by the MM.
 

The informaticr system had to be redesigned (1978) with assistance frm Management Sciences for Health, itbecause was foundthat praters and auxiliaries were spending from 35 to 60% oftheir time on paperwork rather than service delivery. The numberof forms used was reduced from 12 L-) 3, thus permitting more timefor services while still collecting eentlal information. Nonetheless, information being collected ha: not asbeen useful as 
hoped for.
 

Management Sciences for Health also helped redesign logistics system, which now appears to be working well. 
the 

The trueeffectiveness of the health care systems established under theMontero project will only Le revealed with time: the test will Lethe SWPEH's abilitiy to maintain then after outside assistanceends, and auapt them to other areas of the country as part of an
integrated health delivery system.
 
*Sources for this sectionare present and former AID/W and USAID/ 
Bolivia project personnel. 
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Postscript 

(Excerpt from a letter by Dr. Lee R. Hougen, Chief, Health/
Humanitarian Assistance Division, WSAID/Bolivia, October 31, 
1980.)
 

Prior to the military coup in July 1980, thirtys were 
starting to roll: while the Motero project war entering
its last stage of disbursements, otsiderable rrtgress was 
being made to incorporate it as the pilot dist.ict into the 
new project amd establish an administrative hierarchy in 
the Department of Santa Cruz. The new dirvctor, on board 
since February 1980, was very strong, and was being sup
ported by a national policy of decentralization. 

In the aftermath of the coup, the Montero project is being
allowd to finish which means that certain disbursements 
will take place. Some planned activities such as the 
purchase of drugs to be used in the incorporation of the
hospitals into the system will, however, be dropped. With
out 	the REDS follav-on project, any further activities will
be somewhat superfluous, particularly as it appears that 
almost the entire top-level staff of the Santa Cruz De
partment h., been removed, erasing the institutional 
MMMry. 

Similar rural health projects being negotiated by the
Germans and the BID appear also to be halted, most new 
positions have been eliminated, and project staff is be
ing dispersed. The immediate future does not look bright
for the development of rural health services. 

A final evaluation of the Mantero project was carried 
out in May and June 1980. There were, of course, numer
ous reommenations, but the most important we feel are: 

a) 	 The process of development of a rural health del.very
system should be a gradual one, with no serious 
attempt to deliver services until all of the support 
coqxnnts are in place. 

b) 	 The system should not attempt to incorporate the vil
lage level too quickly as without the support systems,
significant regression can be expected. A better 
strategy is to develop a strong and effective vsstem
down to the health poet level; and then slowly in
corporate the village level as the process of cmm
ity develoent permits.

c) 	 The process of ommity development should not focus 
on stinilating acceptance of the program, but in 
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preparing cUmmities to analyze their own needs and 
desires for full or partial inclusion in the system. 

d) 	 The system should fit within the existing administra
tive hierarchy of the region, or at least should not 
operate in isolation. 

e) 	 The inclusion of the various sub-systems, i.e.,
information, supplies, administration, maintenance,
supervision reference, etc. are all critical theto 
success of the system, and the absence of any one will 
disproportionately weaken the overall htole. 

f) 	 Many training efforts, while feasible and beneficial 
on a pilot project basis, are not transferable to a 
large scale project dependent on normal 
government funding. Such training the Montero 
project included promoters and community
developnent. 

g) 	 Tb enhance the use of scarce onmmunity re
sources, every effort should be made to link 
the health program with activities in other 
sectors. This is parti-ularly important A-hen 
it is recognized that heal th is generally
given a low priority in the cmmmity. 

h) 	 Wherever possible,, the health delivery sys
tem should take advantage of whatever .-pa
ities already exist in a region or c:mmunity,
including other agencies or groups providing
services, and indigenous health practition
ers. In general, the strategy should be to
ccmpleitnt whtever is going on with whatever 
is necessary to establish a totally integra
ted system. 

These lessons appear to be valid not only for future
projects here in Bolivia, but presumably for else
where. They are valuable lessons, and in this sense,
the Montero project has pointed the way for future
rural health projects. 
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Bolivia Rural Health Delivery Services project file, LW/fl,'W,
and Latin America Bureau Central Files, including project paper 
and extensiorm and monthly reports. 

Hartman, A. Frederick and Peter R. 1luselle. Evaluation of the
 
Health Information Sub-system in the Montero Project in Rural
 
Health. Management Sciences for Health, August 1979.
 

Letter ftrm Dr. Lee R. Hougan, Chief, Health/Humanitarian Assist
ance UIDA/Bolivia to Barbara Sandoval, LAC/R. October 31, 
1980. 

Memorandu Audit Report No. 1-511-77-17, Decemer 10, 1976. 
(Covemrn June 1975 through SeptemIer 30, 1976). 

Project evaluation stmary (PES), 5/17/79, covering the period
frm June 1976 throug August 1978.
 

Camuents on first draft by Dr. Lee R. Bougen. 

Interviews:
 

James Doster, LAC/ H, economist, menber of project design te-a 
for follow-up health loan, 6/2/80. 

John Massey, LAC/WHN, project mnager for Bolivia, 
6/5/80. 

Nancy Ruther, fomsr project manager for Montero project, 
USAID/Bolivia (by telephone), 6/6/80. 

Carlos Tobon, former cief advisor for Montero project in Santa 
Cruz, 6/18/80. 
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Sumer 1980 

BOLIVIA 

MENMFICATICN 

Project Name Mobile Health Program - Chiquitos

and Number: Vicariate, Number 511-0459
 

Location: Provinces of Velasco, Sandoval and 
Chiquitos (Chiquitos Vicariate)
Department of Santa Cruz 

Project Dates: 
 1976 - 1980
 

Funding Level 
and Sources: USAID/OPG: $110,000"
 

Goverrmem of 
Bolivia: $ 75,000 

Chiquitos
Vicariate: $104,000
 

Catholic Relief 
Services: $ 24,000 

Responsible Offices: Health Officer, LSAID/Bolivia 

Bureau for Latin America and the
Caribbean, Office of Development
Resources, Health and Nutrition 
Division, AD/Washington 

Inplementing Agency: Santa Isabel Hospital, Chiquitos
Vicariate 

Ministry of Social Welfare and Public 
Health (MSWM) 

*May have been reduced to $105,000. See IMqPLLNTMICN 
EXPERIENW section. 
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COJNTRY STATISTICS 

Total Population: 5.3 million 

Rural Population: 67% Infant Mortality Rate: 168 

Population Growth Rate: 2.5% Life Expectancy at Birth: 52 

GNP Per Capita: $510 Adult Literacy Rate: 63% 

This poject was undertaken to extend primary health services 
to the remote Chiquitos Vicariate region via mobile health teams,
sPO'ted bY a.iliary nurses and rural promoters to be trained and
deployed throughout the area. At present, services are being
delivered to a mich smaller umber of ommnities than originally
planned. Available information indicates rmrmus delays and prob
lems in conception as wel as iplementation. 

BCM , 

The Chiquitos Vicariate is a remote portion of the Department
of Santa Cruz covering 195,000 square kilometers near the Brazilian 
border. The Vicariate is an administrative division of the Catho
lic Church, which cerates the Santa Isabel Hospital Ln San Ignacio
de Velason, as ell as other development assistance and education 
prormm, using its own personnel (predominantly Austrian priests
and nuns), in collaoration with GOB agencies and progms. The 
Vicariate operates a radio station (directed by a Genan priest)
and publishes a newspaper to sWrt its outreach efforts. 

The majority of the approximately 100,000 people in the area 
are widely dispersed subsistence farmers with an estimated income
of $300 per family (5-9 persons). Infant mortality is 300/1,000
live births. About half of the children die before the age of 5.
Women average 8-I( pregnancies etween the ages of 15 and 49. OveiL
90%of the poulation suffer from parasitic infections. Wre than
60%of preschool children are malnourished. Tuberclosis, measles,
yellow fever and malaria are prevalent. 

Having only very limited access to health facilities, people
have had to rely largely on traditional practitioners or home re
dies. This project was designed to link the Santa Isabel Hospital
with the outlying rural areas and greatly increase basic health 
coverage. It also proposed to reserve the limited capacity of tbA 
hospital for those patients requiring hospital car b,,-idirg 
lo cost outpatient treatment. 
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The project is funded through an operational program grant

(OPG) to Catholic Relief Services (CRS) in Bolivia, which is
 
responsible for overall coordination and evaluation. Funding is
 
also provided by CFS, the Vicariate and the GOB, through the Minis
tr. -" ocial Welfare and Public Health (MSWPH).
 

PDJ! DSCIPTI 

The project seeks to institutionalize a system of basic health 
services for the rural population of the Chiquitos Vicariate by
establishing a link between the health services of the Santa Isabel 
Hospital and approximately 85 remote ommnities and by pramoting
community participation and self-help to improve the people's
health status. 

The major outputs are to be: trained, deployed, and equipped
rural health personnel; health education manuals; audiovisual 
materials; enhanced teaching ability of health personnel; radio and 
newspaper health information; data collection system, loans for 
latrine constructicn/imrovm-ent. 

Outreach to remote rural communities was planned via two m
bile health teams (METs) in conjunction with ten strategically
locat,] rural health posts, each staffed by a rural health officer 
(RB) and supported by praroters kmow as rural collaborators (RCs)
in each of the 85 smaller communities. 

The MOT was to comist of a doctor, nurse, and driver, plus 
one nursing assistant rtated between the team and/or to the 
health posts as the need arose. The MEIT was to have a specially
equipnd truck and mtorcycles. Acquisition of a motor launch was 
planned to permit access by river to the northern area. The MEJT 
provides bth preventive and curative services. 

The 1T is supposed to supervise the health posts and RH~s and 
provide r-the-jcb training. Initially, the 1]O/auxiliaries are to
receive one urmth of training* at the Santa Isabel Hospital, as 
well as occasional MSWPH courses. Providing preventive services,
routine curative care, and referrals, the RHOs assure continuity of 
coverage between MHT visits. The MOT personnel and the RHOs are 
salaried employees of the MOH. 

The prou ter or RC is a part-time volunteer who serves as a 
change agent in the comunity. According to the project paper, Rcs 
are chosen by the Mr with the advice and axnsent of Vicariate per

*The 1979 evaluation indicates that auxiliaries are receiving
 
two mnths of training.
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sonnel familiar with the rounities .* They must be between the 
ages of 25 and 35, married, respected members of their comrunities, 
and able to read and write. R:s cciplete one month of training,
divided into two separate courses. Their duties are primarily 
those of contact, control and compilation of information; the Rc 
provido- :a.ort and entree to the cmmunity for the MtT. 

According to the project paper, the major activities to be 
carried out by "his network of health care providers include a 
hygiene-sanitaticm program, a maternal/child health (MCH) and 
nutrition program and a tuberculosis control program. All include 
educational activitaesas well as service provision. 

Most services and materials are offered at little or no cost 
to the beneficiariei. Small fees are collected for sme services 
such as parasite treatments, maternal-bhild and general consulta
tions, vaccines, etc., to help defray project costs and also make 
tne people more active rather than passive recipients. 

The hygie..-samiLation program involves education on the 
importance of ksaitation and potable water and instruction and 
aEsistance in latrine building (through use of a block-making 
matine and revolving =edit fund). Families that have cleaned up
tkiir envirtrxmnts and are using latrines, receive anti-parasite 
medication. Mini-courses on other aspects of hygiene are also 
given. 

Te MC and nutrition program is described as the first such 
effort in the area. In group dicussions mothers are taught nutri
tion, hygiene and child care, and receive prenatal guidance. A 
weight control system is used to monitor dildren's health and 
growth, and vaccinations and medications are given as required. 
About 300,000 pounds of PL 480, Title II foodstuffs are being dis
tributed to upgrade the health status of mothers and preschool
children participating in the program. The project design includes 

were y 30funds wic bed AID for training midwives. There is 
no mention in the paper of family planning 'ctivities. 

The tuberculosis control program emphasizes diagnosis and 
registration of TM cases and strict control of progress hy RCs, 
RHDs and MTs. All family contacts are also controlled, and BG 
vaccine is Niinistered as necessary. Most cases are treated on an 
outpatient basis. 

nM T = E 

The information available in Washington on this project is 
fragientary. Cne annual progress report and sme tmnthly reports 
were obtained from CRS/New York, and an earaluation done in July 

*The evaluation states that promoters are selected hy the omu
nity on the basis of recommendations on their qua.Lifications, 
but it does not say who makes the rec rations. 
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1979 by a sociologist was supplied by USAID/olivia. More complete
information should be available in Bolivia, but could not be ob
tained at this time. 

CGrM PDMIZ STRTDS
 

ooTFM 

1. 	 Training and deployment of 

rural health personnel: 

2 mobile health teams 
10 rural health officers 
85 rural collaborators 

2. Health educatin manuals. 


3. Enhanced teaching ability 

through use of audiovisual 

materials. 

4. Radio and newspaper health 

information. 


5. Data collection syste:,. 


6. 	 Loans for latriz' con-
struction improveent. 

ST= (8/80)
 

1.One team functioning** 
Over 50 auxiliaries* 
281 trained** (see narrative) 

2. No information.
 

3. Functioning, but with
 
inapropriate materials.**
 

4. Radio functioning to same de
gree, but there hae been
 
technical difficulties and
 
la&. of trained personnel. 
(see narrative);** no infor
mation on newspaper.
 

5.Form and type of statistical 
data should be defined;** no 
other information.
 

6. 	No information. 

*Source - Progress Report 3, April 19, 1979
 
"*Soure - July 1979 Evaluation
 

The same MSWPH administrative and logistic oxnstraints noted
for the Montero and RHM loan/grant projects apply in Chiquitos,
compounded by the area's extree isolation and factors peculiar to 
this project. 

The reports and evaluation indicate considerable delay invehicle and equipment shipments. The mbile unit vehicle did not 
arrive until November 1978; sore equipment still had not arrived by 
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mid-1979. Consequently, the mobile weam did not begin work until 
late 1978, and only oegan intensive activity in March 1979 due t 
heavy rains. 

Coordinat.on between the project and the GC8 ar- MSWPH seems 
to leave much to be desired: both the evaluation and reports indi
cate that the director of the Santa Cruz departmental health unit 
was unaware until recently of the project's existence. The evalua
tion also reveals that other 4gencies operating in the project 
area, such as the Santa Cruz Regional Development Cbrporation and 
the National Oommunity Development Service, know nothing about the 
project. USAID mission efforts to establish communication and co
ordination between Chiquitos and other AID supported ojects were 
largely unsuccessful because of oniquitns' physical inaccessibil
ity. 

ne hopeful sign that the MSWPH may be attempting to integrate
isolated efforts into a more coherent system is the F-ct that a 
seminar on rural health pcomotors was held in December 1979 
in San Ignacio de Velasco, in which representatives of several 
projects participated, including Oiiquitos and Mntero. 

According to the cited evaluation, however, rather than pro
moting GOB participation and ultimate responsibility for health 
services in the area, the project has resulted in some ways in a 
reduction of goverrmint responsibility, principally as a result of 
the withdrawal of th: government-supported physician and mobile 
unit from the project area. 

The original design included two mobile heallh teams and 
vehicles. Funding for salaries was eiivided between AID, the GOB 
and the Vicariate. Rather than p:oling resources to pay personnel, 
apparently the twc do-c-tors and nurses were paid by different organ
izations. According to the evaluation, one doctor, one nurse and 
the two drivers were permanent employees of the project paid from 
AD/Vicariate funds. The others, ircluding the other doctor, who 
was doing his year of social service, wre paid by the MSPH. The 
two doctors thus became responsible bo different chiefs and worked 
under different conditions. Tnis structural conflict was aggravat
ed by professional and personal friction steming from the reluc
tance of physicians, ebpecially the MSIPH doctor, to accept
supervision from the local project manager, a nun (and nurse), and 
complicated further by the latter's difficulty in delegating
authority. The end result was that the mobile team supported by
the GOB left he project; its vehicle became the San Ignacio health 
center ambulance, and its doctor worked independently at the MSWP 
health center, serving only the larger communities and charging for 
service. The other hospital supported mobile team was left t, 
cover most of the rural area alone (there is no ment4 n of the 
motor launch proposed originally). 7hare is o oordir .tin 
between these umits--sne services overlap and other areas are left 
without service. The project has yet to be integrated into the 
GOB health system. 

Partly as a result of the foregoing, the project's coverage 
has been reduced from 85 to 22 ca.unities, of which only 8-12 
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receive intensive coverage (July 1979 evaluation). The evaluation 
also points out that project goals were unreeiAtic given the 
resources available, both with regard to geographical coverage and 
projected impact. Impact statistics are, in any case, unavailable. 
The progress report states that the team made over 60 community
vists between May 1978 and April 1979; a 100% improvement in sani
tary conditions was reported in some amtuunities. Difficulties 
with hospital referrals due to lack of transportation were noted in 
the evaluation. 

The number of health workers trained varies considerably from
the original design. Reference is made in the April 1979 progress 
report to training over 50 women (in two-month courses) as nurse's 
aides (auxiliaries) who run rural health posts and perform a wide 
range of promotive, preventive, curative and administrative func
tions. These appear to be the RHOs described in the project paper,
but in considerably greater rinber. There is no irnformation about 
how many are actually working, or where. The evaluation indicates 
that the auxiliary school is independent of the project and is
generally effective, although it is short of rerources, and it does 
not provide adequate training in social aspects and leadership
responsibilities. The evaluation states that 281 prcmotors (RCs)
have been trained in first aid, environmental sanitation, p.blic
health, contagious diseases and anatomy, and organization and lead
ership (noting that the latter training is weak because of lack of 
specialized personnel). A September 1979 monthly report refers to 
a third training course for promoters in which 27 were trained. 
Due to this discrepancy in figures, particularly with the number of 
communities served, future updates should seek corroboration on 
number trained and actually working. 

Both the evaluation and the April 1979 progress report give

the grant viount as $105,000 rather than $110,000 as stated in the
 
grant agreement. It is not clear whether the $5,000 that was

added for the midwives training program has been drcoped. There is
 
no mention in the evaluation of training; the progress
such report
refers to aides/auxiliaries acting as midwives, so -he design may

have been changed.
 

Deficiencies in other project outputs were also described in
 
the 1979 evaluation. It was noted that the radio station 
was cut
of commission for about a year (apparently during 1978-1979, iudg
ing from reports) due to technical problems, although the April
1979 report said it previously had been providing health and nutri
tion education and announcements of the mobile unit's schedule. 
The July 1979 evaluation stated that lack of time and specialized
personnel to prepare materials had resulted in the suspension of
health and agricultural broadcasts. Funding is scarce; the evalua
tion suggests that increased funding and personnel could make the 
station an effective means of outreach if combined with technical 
and financial lackup to assure an adequate supply of receivers and 
batteries.
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The audiovisual material being used was described as largely 
inappropriate: too technical and too unrelated to local conditions. 
Other equipment was also inappropriate: the mobile unit vehicle 
uses too much fuel and its suspension is inadequate; only one 
refrigerator arrived, but it is too large and there are no spare 
parts. Portable motors are too large, scales are too small, a:iJ 
there are no films for use in the projector. 

According to the evaluation, one serious deficiency is lack of 
comminity organization and initiative in solving problems. There is 
evidence of commnity acceptance and support: communities have 
formed health aommittees and mother's clubs, built latrines, housed 
and fed the medical team during its visits, and built dispensaries 
and housing for the auxiliaries. But the people tend to see the 
project's services as "manna from Heaven," a gift of the 
"Madrecitas" (nuns), making them recipients of charity rather than 
active participants in development. The evaluation states that 
project personnel are neither encouraging nor discouraging this 
attitude, ani strongly recommends more effort, using specialized 
workers, in cumunity organization. 

Many of the problems observed are attributed by the evaluation 
to the project's origin and orientation, described as a basically 
paternalistic initiative of the Bishop and his secretary, created 
without any input whatsoever from the MSWPH departmental health 
unit, the nuns running the hospital, project personnel or cmmnity 
leaders. It is noted that project personnel were unaware until 
recently of the project's objectives and other elements in tae 
project documents. These factors should be re-examined in future 
updates in light of additional information Viich may become 
available. 
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Hurtado, Javier. Evaluacion del Proyecto Movil de Salud De 
Chiquitos. La Paz, July 1979. 

Plan Anual de Trabajo (Annual Work Plan) and monthly reports for 
August 1979 through April 1980. Catholic Relief Services. New 
York.
 

Project file fran AID/Washington, LAC/DP, Social Development 
Division (office for OPG projects). 

Project Progress Report No.3 April 19, 1979. Catholic Relief 
Services, New York.
 

Comments on first draft by Dr. Lee R. Hougan. 

Interview:
 

Nancy Ruther, former USAID/Bolivia health official, June 1980. 
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Summer 1980 
BOLIVIA 

IFIATIQN 

Project Nam 
and Nmber: 

Rural Health Delivery Services 
Project, Nmber 511-0483 

Location: Departnents of Santa Cruz, La Paz and 
bosi 

Project Dates: 1979 - 1984 

FuRding Level 
and Sources: 

AM loan: 
AM grant: 

$10,000,000 
$ 3,000,000 

GOB:$ 
Communities: 

6,700,000
$ 600,000 

Reaponsible Offices: Health Officer, USAD/8olivia 

Bureau for Latin ierica and the 
Caribbean, 
Resources, 

Office of Development
Fbalth and Nutrition 

Division, AID/Washington 

Oontracting Finn: (Nbt yet selected) 

Bmplementirn Agency: Ministry of Social Welfare and Pblic 
Health (MSPH) 
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Total Populatio: 5.3 millicz 

Rural- opulation: 67% Infant Mortality Rate: 168 

Pctulation Growth Rate: 2.5% Life .. et.imy at Birth: 52 

GN Per Capita: $510 Adult Lite-cy Rate: 63% 

This Poject is designed to e the health delivery syutam
devqeled under the m-,tero project to thr dePartMntS, vli. a 
simlar system of o=munity-based health pmterx =-a ixil .L
aries, Suorted by referral, suply ard aftinisfttivw, system,1.
Certain modifictions have been made besed on the l=t ro pilo.
Iplemetation has been delayed ad w to begin di. the fall 
of 1980. Baeever, due to the coup JulyJ 17, 1980, funding
withdrawn for this Project in August.* 

In 1973, under AM 's 'Ne Dlxections m mtadate, tSAMD/Solivia
decided to increase its involv et in health ad udertook its 
first health sector (nt J A aassesm MA). marked turn to
ward integrated, amitr-based progras, but left much to be d
sixed with regard to S prtLc:pati. ZMqasizing data-gath
ering rather than Ylint AD/?SWH decisic- -nuingx and strategy de
veloPmento the BSA did not lead to a chat- of aproach byth -

Tte Vonteo project (s0 project smmry) provided the ini
tial step in relaping a ney aproach to health cre in Bolivia 
and, more imortantly, a shift in goals and stxategies tar m
bilizing Bolivian resour-s on 4iid the present loan/grant
ect seeks to Wild. In the nw project, the inmovations developed
in Moteo are being extended to a m larger area amA are de
signed to eventually cvr the entire country. 

The Rural Health Delivery System Project is an indication of 
the Govemnmt of Bolivia's (GM) interest in addressing the very
serious health prblem doumnted in the 1975 health sector a
sesazun. The National Emonioc and Social Develo.mant Plan
(1976-1980) includes a national health plan that emphasize exsen
sin of health and nutrition services. 

- This project s.mary as written pror to the latest oup 

(szm: 1980). 
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'his project will Llerent a r=al health deliverv s stem 
(PlI3S) in three deoar--nent.s (Santa Cruz, La Paz, Potosi) zased xn 
the experience gained in the Mantero milot project (511-9453). A 
loan from the Federal .ecolic of Germany is being egotiated to 
cover RM services in three additional de ar nents (Cochabamba, 
Oruro and Cuquisaca) using a similar methodology. If this loan 
is acoroved, it is planned that six of the nine Bolivian decart
ments will be fully covered; the rest of the country will benefit 
from iTroved administrative and support systems at the national, 
depar=nental and hospital health center levels. It is expected 
that this institution building will provide a basis for future ex
tension of services to the health post level throughout the coun
try. 

PRW-E= DESCR!! CN 

The project purpose is to extend, 'mprove and support health 
services available to the rural por in the project area; intro
duce necessary administrative umrovements and reforms in the 
MSWPH: and stiuilate community participation and responsibility 
for health services. 

The planned outputs are the llowing: 

health services - basic health, maternal-child health, 
nutrition, immunizations, referral, health education and 
envioronental sanitation services at the local level; 

ccmmunity organization - establ ishment of community 
health committees and mother's clubs; 

human resources - recruitment, training, supervision and 
remuneration systee for health workers; 

logistic system - provision of iTedicine, vaccines, drugs, 
supplies, equipment, vehicles and maintenance; 

facilities - construction of warehouses, hospital health 
centers, health/medical posts; 

other sucort svste s - information/evaluation, admini
strative reform, plannin systen. 

The project is designed to reach approximately 651,000 people 
in the rural azeas of the departmnents of Santa Cruz, La Paz and 
Potosi, using cmmiunit.1-based health promoters and nursing auxili
aries to provide basic preventive and curative services, suprted 
by higher level referral, supply and administrative systems. 

Project activities will be undertaken on five levels: (1) in 
the rural ecouinity, rural health promoters will provide preven
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tive and me curative services under the pnsorship of oTnnity
health committees; (2) healtnlimedical coss in larger towns will
provide preventive and mre advanced curative came under the di
rectian of a sming axiliary I (and in some cases a ptysician),
who will also supervise health proroters; (3) hos.ital health c
ters (SECs) locaed in major towns will provide r advano 
preventive and curative services plus anini ative su;.-crt in 
persarnel smpervisiur, storage and distribution of ndical sup
plies, taining and data onllection. Services will be provided by
nursing auxiliaries II, social work and nutrition auxiliaries and
environmental health teCIUicians, in addition to the existMg hos
pital medil staff; (4) Departient health units (uuidades sanit
arias), through a rural health project team at each wut, will 
provide superision and technical assistance to the three lafr 
levels and have primary resmsibility for project alministration;
training canters are also to be estabLished at this level; and (5) 
at the nationa1 level, the ,SWPH, thr'ugh an projent team,.S 

will undertake programs of administrative reform, inclding decen
tralizi programiing functics, im ovigrainig facilities at 
Medical s Ixnlsand the Sd=l of Public Health, increasing pre
vetive prram and strethenirn 1oisticad ap , planning
and informaticn systes. 

Imlemettation of this project, scheduled to begin in March
1979, has teen deltya . There was a six-munth delay in signin
the loan agreement., and over a ane-year delay before the We met 
all conditions pc.cedeft ( ) to funds disbursement. The initial 
request for a prcoxial (MIP) for tednical assistance is just being
sumitted now, over a year late. cozract A:xoval is expected by
September or Oc--tt 1980 (a 9 to 10 month delay). These delays
have been attri ed .'-%/W pri=ipally to Bolivian political
instatility and cdange in Llnzsters of Health.* 

The followin durt amm1 es the project's current status: 
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CaRfL7 PgJECT STATUS 

O7TJTS 	 SM= 

1. 	 Health Services. 1. Servire delivery plan comple
- 780 cmmunities with health ted 11/79 (CP).*** 

promoters (HP) 
- 292 health/medical posts Implementation not yet began. 

(H/MP) Planned to begin 6/81.**
 
- 57 hospital health centers
 

(HHC) 
- 3 departmntal DS teams
 

2. 	 Cmmunity organization. 2. Nt yet begun. Implementation 
- 780 level 1 community planned to begin 9/80 (arri

health cmmittees (CHC) val of TA).**
 
- 292 level 2 CHC's
 

3. aman resources/personnel
 
trained. 

- 780 HP's 
- 102 auxiliaries I 
- 56 auxiliaries II 
- 56 social work auxilaries 
- 56 nutrition auxiliaries 
- 140 administrative support 

personnel 
- 62 biostatisticians 
- 48 lab technicians 
- 3,120 mrembers of CHC's 
- 780 rural teachers 
- 780 community leaders 

3. 	 Training plan completed 11/79 
(CP); implementation not yet
begun.** 

4. 	 Logistic supp= system. 4. Maintenance plan (CP) not yet 
done as of 2/80; drug pro
curement cmittee (CP) orga
nized 9/79"* 

5. 	 Facilities. 5. Implementation not yet begun." 
- Remodel 90 H/MP's 
- construct 3 new HEC's 
- construct 10 HHC werehouses
 
- construct/ii e 3 unidad
 

sanitaria facilities
 
- construct I national ware

house/office c=nplex
 
-	 remodel school of public
 

heaO.th
 
- 80 wells for rural water
 

supply 

6. 	 Other support systens. 6. Implementation/evaluation plan 
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- info maticn/evaluation am.leted 11/79 (CP); techmi
- administrative cal assistance and financial 
- planning/bdgeting plans (CP) ompleted by 2/80; 

imlementation not yet 
-begun. 

* e-of--project status, from PP 
** 	 information fr monthly reorts and PP
 

CP - ccnditions precedent to loan disl.irments
 

The earlier Mon t ero Proj ec incorporated innvations for oth 
AM and the Ministry. For USA/Bolivia, the project is si.
thing of an anomaly: a s-aU-scale action project charaterized by
unuual working arrang ts and very streng lialson with Bolivian 
perscmnel. The high level of participation by Bolivian personnel 
was fostered by adjusnts in A= procedures and oxmzdLcatic 
patters (includmig extensive -tansla.ion of documents and =sm
ally high use of intoral n:i-bureaucratic oimmnicaticn). The 
project demonstrated that it is Possible to -biliz resources and 
effect a cange in attities, despit the exi stence of wmny
prcblems in actual service delivery. 

The orent loan project w-s designed to ontine Mcitero's 
emhasis on resoce mobilizaticn while also ransferring resour
ces. The project planning process was a joint one with USAM and 
M personel (the project paper was the first translated ito 
Spanish a was in fact partly develoed in Spanish). The sam 
participatory aroach has been extended t s degree to Boliv
ian nursing and medical professials, t try and oer the re
sistance encimtered in ! .era. 

The MS has also undergone changes and appears to be ac
cepting the need for d .44mand full integratim of the 
R into its systm. zece' 1 4 '-'-im of dministation down t 
the departmental level is being stressed; the loan also provides 
eans throgh ~hich existing rural hositals can e inproved and 

incorporated into the R sem L'ather than ceratiM in a par
allel fasiaion as they have in Montero. Suport for the m 
pears stong a "g key Ministry personnel: it has survived 8 dif
ferent Ministers. 

Policy Issues 

In working out the loan agreaent, several basic policy is
ses were faced. Resolution of differenc between the Missin 
and the ministy hat ppeared to sengthen the R cuncept. 
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Thie Tost basic issue was the definition of rural health ser
vices and relative preventive/caratve emphasis. The ASvP9! origi
nally cook a curat'Ive position, and on the basis of the :Ytntero 
experience, gradually came tm agree with a preventive, community
based approach. 

The family planning issue was resolved by dropping any opera
tional reference (Bolivian opposition was implacable), but by re
taining family planning services delivery as a long-term objective 
to satisfy AID's Cbngressional mandate. 

The MSWP9 agreed to drop its insistence on a rural social in
surance scheme wich the mission felt to be unworkable and feared 
would divert resources from a more practical RIMS acproach. The 
project paper retains the social insurance oncept as a long-range
goal to be facilitated by the imlementation of RHS. 

Manpowr and Financing 

Some changes have been made in this oroject as a result of 
the pilot experience in Montero. The auxiliaries II are to be 
given additional training to improve their technical and supervi
sory capacity. It has been agreed that they are to be recruited 
at least partly from the auxiliary I level to provide opportuni
ties for advancement. Social work and nutrition auxiliaries are 
new personnel categories created under this project to augment
services at the hospital health center level. 

Cost and manp r availability have dictated that the outreach 
team be on the departnental rather than the district level as in 
iontero. 

Resolution of the turnover prcblem among promoters and 
auxiliaries encountered in Mbntero will depend on the success of 
project efforts to decentralize the MS4PH's personnel and budgeting
system so as to permit prr.'it payment of salaries and personnel
transfer. An efficient Logistic system is also important to keep
field personnel sur.?±ied. The revised system recently set up in 
bntero or be wrking, but it is too soon to say 41ether 

these systams can be effectively replicated in Bolivia's diverse 
regions. 

Discussions continue regarding the problems involved in comiu
nity payment of health prmters. Revolving funds have been estab
lished from proceeds of medicine sales, administered by the commu
nity health committees. Medicines are sold by the pramters at a 
markup of about 20%; the funds are tirned oer to the comittee and 
used to pay the pgon ter and restock supplies. These funds, hrw
ever, are often too irregular or inadequare to permit regular pay
ment. It has been reccmeended that the MWPH supplement the fund,
providing perhaps 50% of the prounter's salary. This change may
also help prevent an overemphasis on medicine sales (curative
care). Aother suggestion is the formation of coperatives or 
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regional corporations to subsidize the orumiers. No final deci
sion has bee; made. 

Training of midwives was never implemented in nero. Al
though there seo b scme feeling that this is desirable, it 
has not been included in the official training targets in the 
project paper.
 

The -t issue for this project has been imrtant, since the 
Montero project costs greatly exceeded expectations. The c-'rrent 
feeling is that the exerience gained in Mrtera will help ;wep 
costs dwn. Furthermore, the MSWEis now in a better pition to 
take advantage of outside technical assistance, much of which was 
aunerutilized in the Mtero project. 

(Excerpts from a letter by Dr. Lee R. ougan, Chief, Health/ 
Humanitarian Assistance, USAID/Bolivia, October 31, 1980.) 

May and June 1980 registered significant gains for rproj
ect: the final axnitions precent for loan disbursemnt 
were due to be submitted July 18th, the day after the coup;
the RFP ha been sumitted to Washirqt fOr the long term 
temnical assistance tea; and perhapsM t imptant, the 
project .s shifting frm the planning to the implementation 
phase, acuiring cmitme from a wide range of pecple fro 
various gernemi departments. 

In the aftermath of the p, there have been significant 
and very deep changes. The U.S. Goverrment immediately sus
pended relations with the Bolivian Government, and all ci
tat with Bolivian mterparts was aLso susened pending 
further developments. All p-orjects were examined on a case 
by case basis to determine which cris cl be mst easily 
cut in protest to the military take over. The first to go 
was the project: the unfilled coditions precedent pro
vided the legal basis for itandiately cancelling the project. 
Funds ($13,300,000) have now been deoligated as well.
 

Should the U.S. reestablish relationships with the Bolivian 
Government, the RES wild certainly he recorisidered; it is a 
priority with the Bolivians and the missiori. A new project 
paper wid be drafted, simplifying the project and its co
diticrns precendent sm-what, but much time wuld e saved to
wards its implmntation as cnsiderable plarmirg has a.ray 
been done an the RFP prepared. _Time would be needed, 
er, in orienting a whole new group of peole to the project. 
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Bolivia .RuralHealth Delivery Services pro3ect file, LAC/DR/HN,including pro~ect paper and .mnthly reports. 

Letter fron Dr. Lee R. Hougan, Chief, Health/Humanitarian

Assistance, USAID/Bolivia 
 to Barbara Sandoval, rAC/DR,
Octocer 31, 1980.
 

Ruther, Nancy L. Goals, Ccnmliance and Effectiveness in thcAcencv for Internat .onai Develcpment. masters Thesis. Apr-i2" 

1979.
 

Caments on first draft by Dr. Lee R. Hougan. 

Interviem: 

Janes Doster, LAC/MVH, erxzist, member of project design
team, 6/2/80. 

John Massey, LAC/ Mi, projecti manager for Bolivia, 6/5/80 &
6/23/80. 

Nancy Ruther, fotzmwr project manager and mrmber 'of designteam, USAID/Bolivia (by telephone), 6/6/80. 

Carlos Tobon, forner chief project advisor in Santa Cruz,
Bolivia, 6/18/80. 
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SLnrer 1980 

DIMONICAN REPUBLIC 

IDENTIFICATION 

Project Name Health Sector Loan I: Number 517-0107 
and Number: Health Sector Loan II: Numoer 

517-0120 

Location: 	 Nationwide
 

Project Dates: 	 FY 1975 - FY 1981 

Funding Level Loan I: AID: $4.8 million 
and Sources: GODR: $6.9 million 

Loan II: AID: $8.0 million 
GODR: $2.1 million 

Comunities: $1.1 million
 

Responsible Offices: 	 Health Officer, USAID/Dxminican
 
Republic 

Bureau for Latin Aerica and the 
Caribbean, Office of Development 
Resources, Health and Nutrition 
Division, AIDashington 

Contractors: 	 Several personal service contractors 
have provided services in such areas 
as nutrition, statistics, evaluation,
 
management, and mass media education. 

Implementing Agency: 	 Ministry of Health and Social Welfare 
(SESPAS) 
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CONTRY STATISTICS 

bhtal Population: 5.4 million 

Rural nopulation: 49% Infant %brtalityRate: 96 

?oculation Growth' Rate: 2.8% Life Expectancy at Birth: 60 

GNP Per Capita: S910 Adult Literacy Rate: 67% 

SYNOPSIS 

Since 1975 USAID has suported the Dominican Republic's 
efforts to create a rural health delivery systen that makes basic 
health services availaole in ccmmurities of 400 - 2,000 inhabi
tants. The Basic Health Service, system that was established 
relies heavily on village-level health pt-omoters delivering ser
vices in people's homes. Available so-oces have not yet yielded a 
clear picture of 3ust .how effective the system is in impr.oving the 
population's health status. 

BACKGROUD 

In 1973 the Secretariat of Health/DR and USAID/DR initiated a 
national health sector assessment. This study reported high rates 
of infant and dild mortality, diarrhea, malnutrition, and popula
tion arowth and recommended solutions to these problems. After 
reviewing the report, the G-,verrnu±,.t of the Dominican Republic 
(GODR) negotiated Health .ctor Loan I oith USAID/DR in 1975. In 
1978, they signed Health Sector Loan I, which continued and 
expanded activities initiated under the first loan. An important 
part of these loans went to create and support a Basic Health 
Services (SS) scheme to bring primary health care services to the 
large numner of unserved citizens. 

Before SBS services were provided, only a limited number of 
rural clincs and hospitals administered by the SESPAS, universi
ties, and private organizations offered health services. As noted 
in the health sector assessment, however, these services were un
derutilized by most of the people, in cart due to their poor quali
ty.
 

The SBS was conceived in response to this finding. The system 
uses indiqenous auxiliary health workers, called orcmotores (promo
ters) to deliver bimonthly health, nutrition, and family planning 
services to individual community homes. The major innovation of 
the SBS was brinaing services to the people's homes rather than 
waiting for the ill to show up at fixed facilities. 
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.. RCTESCqIPTICN 

The 	goals of the first loan are to reduce inf ant and preschool
;=r 	ality by 15 percent in three years and to reduce the crude
birth rate by 1E5percent in five years. These goals were to be met
by 	 improving gcvernment's cmpacity to deliver health setices. 
Health Loan II inc udes the following specific coonents: 

1. 	 Potable water systems and latrines will be cLnstructed in 
SBS villages to hnprove envirarental sanitation. Vil
lagers will be taught how to maintain and use these faci
lities.
 

2. To uprove service coverage, the SBS system will be 
expanded to 100 camunities already served by rural 
clinics. 

3. 	 100 rural clinics and 20 small s.itals will be Lpgraded 
to ensure that the patients refe!rred . these institutions 
by SBS promtors can receive adequate oare. 

Pranoters, wno are crmunity residents and usually women, are
part-tine government workers. Their salaries are a substantial 
suplement to their family incomes. Pramoters give vaccines and
deliver other qroriate services bimnthly. Families must go to 
the pricmters or to the clinic to be treated for illnesses that 
occur in the interim. 

Prcm:ters visit each house under their jurisdiction (between
70-80 houses) twice a month and keep records of such visits. Dur
ing these visits they distribute aspirin, cough medicine and anti
diarrhetic as needed and provide orientation to the family on 
nutrition, preparation and utilization of oral rehydration fluids,
di.trixutin of condam and cotraceptive pills, referrals for IUD
insertion and female sterilization services, and referral of 
patients to the nearest rural clinic or hospital. They maintain a
record for every family under their supervision, including
information an vaccines and prcgress nrtes an their visits. 

The initiation of new SBS activities has been reoorted in
several quarterly repor-ts. Among the new activities are nutrition
al surveillance of all children under 5 years of age (weight,
height and arm circumference), and planting home gardens. 

The Office of Nutrition Coordination, in the Secretariat of
Health, was created under the nutrition component of Loan I. It 
has initiated the following activities to sqpport the SBS program: 

one 	 week training courses in nutrition for pramters; 

production of nutrition education materials for prcoters; 
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*stablisimmnt of nutrition r=c-eraticn centers for 
maLnour-sned uildren wnich, are used also as demonstration 
centers for or ers; and 

productiin of a mass media program, developed with the 
assistance cf a U.S. csultant. 

Besides sport -ainrq, loan funds have been used to 
purchase various means of transportation (e.g., jeeps, motorcycles,
mules) for supervision and dug distributio. A cold chain of gasad
kerosene refigerator and thermoses fr pram ers has also ben 
estzblished with loan funds. 

The specific outputs and c.~rent status of SB copoents
 
Loan I and Loan ae listed I and 2.
ar) in Tables 

CMZ PRW STATM 

Loan I 

1. Services proided in 5 regicxns. 	 1. Comleted 3/79. 

2. Target p ,a as of 1,573,000 	 2. Services available to 1.8 
rural 	 and 240,000 uban served. illion rural peopler urban 

services discartied. 

3. 4,500 promoters trained. 	 3. 4,700 trained by 6/80. 

4. Imuinizatixs: 	 4. Coerae: 

"	Two doses of CPT given to 75% . 42.6% in 1977; 68.6% in 
of cildren 1-9. 1978. 

" .e dose of meales giv ito . 24.9% in 1977; 46.9% in 
751 of cildren 1-9. 1978. 

" 	TW Oes of taum to 80% . 33.7% in 1977; 56.0% in 
of - 15-49. 1978. 

5. 	 Contcetives distrib ted to 4.8% 5. 5.8% in 1977; 14.3% in 
of wm 15-49. 1978. 

No 	quantitative info=mr-ma is available an the status of the fol
lowing piamned oputs: family visits and the distribti of 
aspirin ad =x medicinel nutrition educaticn-, oral reratin 
c f cilden with diarrhea; a iro-.erenice mesurnts of all 
children under 5; referral services to cLinics; referrals to rtri
ticnal recuperation - ersi and maintaining family health 
recrds. 
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roan II 

I. 	 Expanding SBS systtm to aniother 1. All activities starting in 
200,000 people. 	 1980.
 

2. 	 Installing potable water systems 2. Drilling of wells, manufactur
to 	serve 160,000people through ing, and installation of
2,250 water system outlets. pumps underway. 

3. 	Constructing 22,500 latrines. 3. Bids will be opened February 
2, 1981.
 

4. 	 Training 350 health prcsicters and 4. Training being developed.
100 health educators. 

5. 	 Instructing 300,000 villagers in Orientation ommumities5. of 
appropriate use and maintenance of initiated. 
latrines and water systems. 

n6EMrM= EXIPMM 

Despite initial delays in Loan I, the prori has expanded to
each of the five originally targeted regions (as well as one addi
ticnal region), and nearly 4,700 prawters have been trained. From
the beginning the progrm has had the support of key health
officials. Presidential support for the health program, although
initially weak, has increased since thf new administration took
office in 1978. The health budget has baen increased, and timely and
adequate GOR monthly payments to sprt the loan are being made.
The GCM had already disbursed its $6.9 million counterpart contri
butions by January 1980. 

Interim evaluations of service delivery were conducted in 1977
and 1978, and a final evaluation began in 1980. Inadequate record
ing and reporting resulted in the use of sample surveys for evalua
tion rather than continuous nonitoring of pracram status. The 1977
evaluators concluded that Tcre immnization and family planning
services are being delivered in program areas than in rno-program 
areas. Although project targets were not met, a convarison of 1977
and 1978 figures shows a marked inprovement in immunization cover
age in the program areas (see chart on p. 34). 
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As zar- f tne .980 final inaluaticn, a 10% saxple (460) of 
zn.e 4,600 cr=miters was _axen to study tne records cr tneir 
act:illtes. These data, al-ncuan not vAet availacle, are expected 
to rx.rcate not nly tne percentae of the populaticn receiving 
LimTun,.za.tcn, out also tne impact of the program on infant 
rcr-.alit-. 

The pr icn of the program that has not progressed well is 
that of adminisr-ative si.s rt. According to several sources, this 
carwient was neither desired rr understood by the Dcainicans. 
Furhernmre, the participant in the 1980 evaluation felt that the 
planned support systems were too sophicated and emphasized proce
dures with little attention to their context. 

As originally envisioned, the SS prgram was to cover both 
urban and rural areas. However, after two years of cperation, sup
oort for urban area activities was withdrawn. The project was 
terminamted because SS duplicated the services of ncn-governmerr
crganizaticns and the turnover of urzan promo ers was high because 
of their mbilit1. 

In rural areas, however, much progress has been node. Each 
participating tmmunity's health ammittee selects its pram ter who 
is trained for 3 weeks on simple prenatal care, hygiene, treaLtrnt 
of respiratory illnesses, use o Luir-n, immunizations, family 
planning, and preparation of oral rehydration fluid, and for an 
additional week on nutrition. A low ti-nover rate aamng rural pro
moters is attributable to financial as well as social incentives. 
The po'to ers are paid a C=Verment salary of $30 per month for 
working 3-4 hours a day. The promoter's high mitment to the SBS 
proram and cmnunity receptiveness to their services have been 
noted in interim evaluations. Proram evaluators, however, have 
felt that prtcmoers wcu.d benefit greatly fram improved supervi
sion, refresher courses and more focused job tasks. 

A recent study of 48 prac ers showed considerable variation 
in the performance of workers in delivering isuunizations and fami
ly planning services, their t- primary functions. Analysis of the 
characteristics affecting their performance indicated that job 
satisfaction was the only major diffeence amrig the effective and 
less effective workers. Sex, wticd has been a subject of concern, 
made little difference, and male workers were as effective as 
fe ales in delivering family planning services. The study indi
cated the key role that ommunity support and satisfaction with pay 
can play in a PEC program. 

Until recently, all prarn ers have been supervised by auxili
ary nurses who are recruited from and stationed in urban areas. 
This was not satisfactory as axi.Iiaries trained in the Cities had 
a curative orientation and did not adapt to either life in the 
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rural areas or to having pramters giving immunizations. Under 
Loan II, health educators fram riral area are being recruited to 
supervise prAmers, and the SBS system is being integrated into 
the Health Education Division of the SESPAS. In addition, the new 
supervisors are resosible for organizing their cmnnmities to 
ccnsruct potable water system and for teaching health education. 

rccal health i-ittees are organized to select as well as 
oversee their prnonters. Carnixzuty involvement in health activi
ties should increase during the Loan II phase, since the amnunity
will be responsible for partial funding and maintenance of potable
water systems and latrines. 

37
 



Brown, Parker and Wilscwn-ccot. Renort of Sccce of Work for Health 
Loan Evaluation. AL1E, Asril, 1980. 

Capital Assistance Paper, Dominican Republic-Sealth Sector Loan 1. 
Loan No. 517-G-028, 1975. 

Capital Assistance Paper, Dominican Republic-Health Sector Loan II. 
Loan No. 517-0120, 1978.
 

Guznan, et al. Evaluation of the Health Sector Loan Proram for
 
the Daminican Republic (AM 517-0-028). Oct. 13, 1977
 

Health Sector Assessment for the Dominican Reoublic. 1975. 

Herrera, R. Memoran Audit Rrt No. 1-517-79-14, U.S.
 
Ecoaic Aid t the Health Sector f the Dominican Ppublic.
 
March, 1979.
 

M-- oruoale, D.W. Evaluation of the Basic Health Services 
Prr. Aut, 1978. 

ac~oztua;e, Rivera, and Guzmam. Initial Evaluation of the Basic 
Health Services lPrmra (Lzw n Health Delivery S .Mse), Region
IV, Dinican Republic. May 31, 1977. 

Maoroale, D.W. Primary Health Care in the Dinican Reublic: 
A Study of Health Worker Ffeec.iveness. Unpblisne article. 

Quarterly Reports of Latin Amnrta Bureau--A, 1978-1980. 

Sandoal, Barbara. Final evaluation of Health Sector I 
(517-0-028), Dominican Republic. August 6, 1980 (draft). 

Ccts on first draft by Oscer Rivera Rivera, Sealth, Nutritian 
and Pq~ulaon Officer, USAID/Domanican Reblic. 

Interviews:
 

Mark Laskin, LAC/M. 

D.W. , A ,ia/AID/W. 

Diane Wlsn-S0t, Conultant on Evaluation Design for Loans I 
and II, April, 1980. Association of University Proram in 
Health Adminisrim

38
 



Sumer 1980 

EL SALVA 

IDENIFICATION 

Project Name Rural Health Aides, Number 519-0179 

and Number: 

Eocation: National 

Project Dates: 1978 - 1981 

Funding Level AID grant: $652,000 
and Sources: Government of 

F1 Salvador(GOES): $954,000 

Responsible Offices: Health Officer, USAID/El Salvador 

Bureau for Latin America and the 
Caribbean, Office of Develoanent 
Resources, Health and Nutrition 
Division, AID/Washington 

Contractors: None 

Implementing Agency: Ministry of Health, Division of 
Maternal and Family Planning 
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CCUNTMY STATISTICS 

Ta Population: 4.3 million 

Rural Population: 59% Infant .Mortality Rate: 51 

Population Growth Rate: 3.3% Life Exectancv at Birth: 63 

GNP Per Capita: $660 Adult Literacy Rate: 62% 

SYNOPSIS 

Low utilization of government health services in rural areas 
led to a new aproach using rural paraprofessionals (Rural Health 
Aides). This AID project supports training for the aides, whose 
activities ,nclde prLmary health care, nutrition and family plan
ning. 7he aides trained to date have been effective in increasing 
referrals to other GOES health facilities and in increasing use of 
contraceptives. A promising beginning has been made, thouah its 
continuation is subject to disruption by current political and 
social turmoil. 

BAC UND 

Poverty is widespread in El Salvador. On the basis of a 1977 
USAID-calculated poverty line of $250 per capita per year, over 83% 
of rural people are poor. 

More than 70% of rural dildren are malnourished; gastroenter
itis and res-iratory disease run rampant, accounting for a large 
percentage of infant and child mortality; 60% of births are urat
tended; and maternal nortality is estimated at 240/100,000 in many 
rural areas. 

A population density of 214 per square kilometer (the highest 
in continental Latin America) and very high natural growth rate 
place extreme pressure on social services and economic resources. 
The proolems have been compounded by increasing political turmoil. 

The current civilian-military junta has proposed fundamental 
reforms to improve conditions for the rural and urban poor. The 
national health plan is being revised, and the new plan is expected 
to -nhasize an integrated approach to health care. Integration of 
the Ministry of Health (MOH) and social security health systems has 
been discussed, as has extension of social security to the rural 
areas (the present system covers only about 4% of the population). 
To date, there is no indication that any decision has been made. 
In the interim, the MOH has promised continued support for ongoing 
efforts to extend health education, nutrition, family planning and 
basic health services to the rural population-the current Rural 
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Penetraticn Proram was desicned to greatly increase ser-ice
deliver after "-he 1976 MCH -ealtn sector assessrent pointed out 
healtn cverace deficienc:es. 

Efforts to extend coverage to rural areas include Ruralthe 
,Health Aide (FEA) project, begun ar a pilot effort in 1976 underthe Population and Family Planning project to increase familyplanning outreach. The concept was broadened to include primaryhealth and nutrition ser-ices as well after a 1977 40H evaluationdemonstrated the feasibility of the RHA approach on a limitedscale. Under this approach, 140 RHAs and 10 supervisors were 

trained. 

In order to institutionalize the concept of community-levelhealth workers-a crucial step in the development of an effective
integrated rural health delivery systen-AM decided to undertakethe current project as a distinct entity separate fron the
population a, although atout aie quarter of the project's
funding is from popilation. 

Cc.mtment to the REA a.'proach to primary health care for therural population appes strong. A large-scale AM rural and urbanhealth inurovement loan for maintaining and strengthening the REAsystem is now under discussion. Other international donors haveprovided complementary 'umrt: the Inter-American DevelopmentBank (MB) has made t loans for construction and renovation ofcommunity health facilities and has provided technical assistancein logistics, maintenance and development of management informationsystems for the %VE. W/PAHO is providing funds for training
supetrisors for the R program. 

PRa7E= D 

The project purpose is to extend, improve and integratehealth, mtrition and family planning services for the rural porby deveicping, expanding and imnoving the commity-based RHA 
system. 

The major outputs include training, deployment, and support of412 new RAs and 99 superviscr/evaluators; provision of supplies,
equipment and materials for new RHAs; yearly refresher courses forall previously trained RHAs and supervisors; and develoaPent of aninformation management system the to i eby MCH program
cperati,.ns and evaluation. 

The REA program represents the MCH's first use of paraprofessional health workers. It was developed to deliver basic healthand information services to the rural population, whose contactrates with official health services averaged only 0.2 per personper year, despite the existence of 249 widely dispersed IVH healthfacilities. The RA is the formal link between the community andthe MOB health facilities and is expected to irerove utilization 
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rates througn referrals. 

The 412 new RAs trained under this project are *to provide
services to .aroxately41,200 rural famnilies (each aide should 
visit at least 100 families per month). Since an average family 
has seven members, the added aides should serve nearly 300,000 
peop.le. Pr-icrity in assigning RHA's is given to the poorest, rmst 
isolated conumities. 

rEas are selected by regional M personnel in ccmultaticn 
with the amiunities to which the RFAs will return to work. They 
must be acceptable to the comumity, between 18-40 years of age,
have ccileted 6th grade, be in good health and he cmable of 
passing .equired training examinations. REAs may be of either sex. 
Training cnsists of ten *eks of intensive cmetenc -based 
instruction, held near am-- of the four regional coitals, using
the o.riculum develoed and revised during the pilot progect.
Two-week refresher xmrses are given yearly. 

RHA activities 
and aimi.straticn. 

include health 
As prctmers, 

pramion, basic 
they are expected 

curative ce 
to enurage 

family plaring threjh education and provision of oral conracep
tives (OC) and cndoms, pra=te pre- and stnatal cre, inscribe 
cildren in well-child progr and pramo e good nutrition and 
perscnal hygiene, accdent prevention and orametal sanitation. 
Curative am includes rea .t of diarrhea without vomiting ad 
referral for serious diarrhea; trea=eir of parasitic disease, eye
infections, muscular aches, mild headaches, and minor injuries; 
first aid; immuniza:ion and medically pescribed injections; and 
reonition and referral of more serious health prcblems.
Adainis"a ive duties include registerin births and deaths, 

zh ting a pouation census, maintaining reords of ativities, 
planning work activities and supply cxtrol. 

-he initial supervisory system devel ied for the RA =cra 
was unu.al b aeuse it titized field evaluators from the MOH 
malaria control division. The MM fonrd them to be the best avail
able marower at the time. Selection criteria were similar to 
those for EMS except that a 5th grade educaticn was cequired. 

The malaria evaluat responsible for the commity for which 
a RMA was being trained received a one week M progrm orienta
tion, then took the ten week FM course in his .egicn, folloeby 
a one week supervisory course given regicnally by the Naticnal 
Bealth Training Schl. 

• eCH recently changed its long standing policy requiring madi
cal prescription of OCs. RHAs cm now provide initial Cs with the 
guidance of a di nsetic checklist. 
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The malar:a evaIazr -en becare tne zas:c sucer-v.sor, aua
mentea :v tec.nicai assistance arx r-eerra-i ser-r'.ces -r.y'deCa
MCH pe.rscnnei 5t-acned n r-.e four --.-,acns. -h.-s svsz:-n I's OW
Deing c'.anqed, and the alaria eralators ar graduaily oeing re
placed cy assistant rurses and sanirar:ans secially tained in a 3 
to 4 we-ek s uper~ision course. 

FHA program crdnators have been named from existi erson
eacn tonel in region oversee the program. ionthly rreetings of all

basic supervisors are held at the regional. level and attended by
chiefs of the regional malaria and RHA programs to ensure coordina
tion. 

Ninety-nine new supervisors are to be trained under this

pro3ect. Planning documents state that by the end of the pruject

640 :HAs will be 
 supervised by 156 retrained malaria evaluators,
 
assistant nurses or sanitarians, a ratzo of 4.1/1.
 

Both the RHAs and supervisors are paid by the %UH and enjoy
benefits accorded all goverrment Enloyees. IM salaries oere to 
be suppIented by sale of contraceptives at reddest prices, but 
this -. s not put into effect. The RHAs currently charge only for 
injections. All other se-rvices are provided without charge. 

Besides training perscnnel, the project originally included

technical assistance to orove the collection and 
use of inforna
tion within the RHA pran=o for operational decision making and
 
progran evaluaton. 

"be AID grant of $652,000 provides temporary salary suDMrt
and benefits for new RiAs, training, teclnnical assistance, medical 
and educational materials and equipment. 

Evaluations of this project were made by the MVH with AID 
technical assistance in 1977, 1978 and 1979. A PES scheduled for 
Octoer 1979 has been postponed. 

UnZENKMIN ECPERIENCE 

Ca letion of this project was originally scheduled for early
1980; it has been rescheduled for early 1981, and due to the civil 
unrest, may be extended ancti-er year. FIM taining was halted for 
over a year because the CH .us majale to aosoro salary costs for
additional personnel. Costs have now been adsorbed for all .H s 
and super-isors and training of new personnel is due to 3tart 
within tne next 2 to 3 months, barring further deterioration of the 
political and economic situation in El Salvador. 
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SS=
(1979) 

1. 	412 new REAs trained. 1. 118 trained. 

2. 	 99 additiaal supervisors 2. 42 trained.* 
traine. 

3. 	 Health coverage exteded to 3. 11,800 families. 
41,20 additional rural families. 

4. 	 Informtio mnagemi/e aluai n 4. Drped from project--to be 
plan 	adopted by MLE. assisted under new project

in -"r Iinatin with ZEB. 

*12 malaria evaluators (original systuem) and 30 assistant nrzse/
sanitariars under revised supervision system. 

A 	:E evaluatin oncluded that RA training was reasonably
adeiuate. Seventy-tw peront of clinic pe~rsnl omsidered the 
RE knowledge adequate and 79 perosnt felt their practical ability
to be adequate, though they suggested mre traininq. Ras them
selves have indicated a need for further training, especially in 
the area of family planning. 

The program seems to be well acepted 	 by the xmmities. The
1979 MM evaluation irdicated that all the RAs Surveyed felt they 
were acceted by and useful to their czmmitiea; and the concr
entcmunity survey indicated that 	 84.4% of those surveyed sm 

the MIs as helpful, pri arly because of their azrative fw.c
ticns. 

A 1978 survey an REA's ti= utiliraticn idf'cated that RMS in 
the Eastern Region dedicsted 321 of thir timi to curative 
activities, 24% to preventative activities, and 444 to health 
educaticn. An early pilot project stressing czfy promoion and 
preventim failed-it was ford necessary to add orative functi=a 
to gain cdibility fr the aides. 

As of January 1980, there were 308 funded MM positions, 265 
of which were filled. Thirty-six REAs had resigned and another 
seven had been killed in political violence. Having been selected 
by local Political figes RAS are a particula target c he 
leftist guerillas. The 9VP=Mt is attempting to transfer many
FAS to Itr truil areas of the comty. 

Re iance upn treaditional medicine and healers is rapidly

18in grond to mdem mdicine, - even in isolated ares.

Treammt by traine health providers is suht if they are
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accessi-.le and if te oerscn seeking helo is treared with 
uxxerstarling a'.ad syat-y 'iack of sumn =reatrent ias been a 
st=Mn :acz-cr jisccurzaoir. return visl-ts o 7any health
fc'_lites ). 

There are -roolens in efrfc-vely reaching -mcmen. A gre-proj
ect ent-ircoiogicaL study snowed Ithat aithough waTen are the great
est users of health services, they are less satisfied with avail
able health serv.ices t-han men and have inre reservations about 
iiagostic competence. They also have less faith in preventive 
.edicine, and tend to see their =ildren as healthier than do their 
husonds cr .camanions.The 1979 evaluation indicates a =mnnity 
--reference for fefa]le .EIAs (32.1%) to nales (15%), and shows that 

•female 	 are ,ore effective in getting -omen to accept referrals for 
theitselves and their children. Curently only acout one third of 
FSAs are female, partly because of difficulty in recruiting more 
'.m-n. .Mcre effort could be made to recruit women in view of an
*linut-y preferences and a largely female clientele. 

The 1979 evaluation indicated that A job satisfaction is 
high; turnover has been low, aJ.t!,_xgh it is increasung as political 
unrest grcws, for reasons of safety. Career advancnent is diffi
cult for RAs because of rigid educational requirements for higher 
positions. 

There is evidence that the RHAs are growing increasingly ef
fective in linking rural families with other MOH health services. 
The M 1979 evaluation showed that almost 60% of tnose referred to 
clinics by .qAs actually went, with the greatest rmmer of refer
rals being for child care. Clinic personnel (40%) indicate that 
demand for clinic services has increased, while 42% indicate that 
the .RHAs SIOUl do mre. Referrals increased from 4% of cases for 
the first group of RAs to 17% for 1977 trainees. It is interest
ing to note that the ,tst significant variable in referral rates 
was the R.As' perception of adequacy of service at the health faci
lity and prior client satisfaction. 

Impct of the EA project is indicated not anly by the in
crease in referrals for w'll-baby deckups, vaccination, ana Most
natal cneckups but also for family planning services. , 979 
Contraceptive prevalenc sarey indicated an increase in =ntons 
served by IRAs fran 4.2% in 1976-77 to 17.7% in 1979. The 1979 
evaluation shows that 71.5% of women using a ontraceptive 7ethod 
ootained their information fron the REA. 

The RRA program has undermone changes since its incmtion, due 
to Lnternal and external factors. Perhams .mst inmortantly, the 
scce of the program has been reduced because of P-ccnic Limita
tions. The ,UH will be able to absorb only about half of the 
1,550 EAs originally programed for 1982. Training will continur 
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xder the rrenrt grant, and wi-j. also Ce s.--=r-ed -v the follcw
cn :can (f4 it is --.- to ".e level acscr-tz.ve -rac-_ v.srZved) of 
The current arrancement is t-at "-h.e AM grant pays saiar:es and 
benefis until t.e rexz GES fiscal year (wnimn bug.'ns in January),
when they are piked up by tie CH budget. The MM was unable to 
pick up the 'ast class of RMAs on schedule and was granted an ex
tension. 

Disiss ion is occuring on alternati7e financing of REA sala
ries to reduce the financial burden on the -MO, including cmmmity
financing through .ccer-ivesand private-sector ass iations. 
Indicaions are that the =vrm will e tieri closely to the arar
ian reform effort; FA will 9i be assigned to the ararian 
reform areas and perhaps partially mszorted by peasant aooera
tives. 

As mentioned previously, the supervision system has changed
and new sucrnsor are being tained to replace he malaria evalu
atcrs. This change was due principally to an in-ease in mlaria 
incidence that required more tim from the evaluators, making it 
harder for them to wervise RHAs. It also becare evident that the 
supervision system was deficient in providing needed temical sup
prt, since the evaluators' level of knowledge was no greater than 
that of the RAs. There wre also s problems with style of 
supervision--the malaria prgramn -s vertical, with an almost mil
itary discipline. There teed to be more emhasis on :mplying
with requirements than on helping the REA do a better ).b. 

Cmmity participation has been low-cammmity irout has only
been soLt in selection of '.s and evaluation surveys. There is 
saie indicarion that efforts are being made to inreas cammmity
involvment thragh ineased rn icnal activity and -, rination 
with DID)DC, the government cmomity develoent agency. 

Lack of adequate logistical s rt has cased somz difficu.l
ties. Some changes have bee made in the paynent syster for REs 
to r delays and in=a enience. Logistic and administrati 
prblems have stsr, from division of re nsibility the prcj
ect between the Maernal/Child Health Division cf the MM and the 
Operations Division, which is in charge of the regional offices and 
health faciIities. There is no central-level focal point for the 
.RA program which can fully orordinate activities. According to 
the 1979 evaluation, resoinsibility was to have bee transferred 
from ;C to the Operations Division, but because of lack of person
nel, M!H has cn~timed its temnical and aiministrative responsibi
lity for the progrm. 

Assistace in improving logistic supprt ad a managenm in
formation system (which was deleted frm this project) is to be 
provided under the proosed follow-on loan w ll a by =8. 
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It aoears that the Rural .-ealth Aide =nceot has made a :cod 
bejinning :n E1 Salvador. 7'rther -rogress is likely, assu-unn -o 
radical political or economiz cn.anges. But political turmoil -s 
growing and there is evidence that it is seriously affecting the 
health care system. Health providers are forbidden to treat -ound
ed "subversives," doctors and other health workers have seen 
killed, and health facilities have been raided. This situation 
makes it increasingly difficult for a health care system to func
tion at all, let alone grow and flourish. 
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Harrison, Polly. The Social and Cultural Context of Health 
Deiiverv in Rural El Salvador: :;imications for r.oaramina. 
USAID/-- Salvador, MaV '976. 

1n-isterio Je Salud Pzlica y Asistencia Social, Informe Final de 
'a !I D,alacicn jel Procram de Avudantes Rurales de 
Sal.'a. San Salvador. 1980. 

?roect flies, nclijinq tne project paper, in the Bureau for 

Latin America and -ne Caribbean, AIDiUashingyton. 

Inter,: iews:
 

Dale Gino, Health Officer, USAID/EI Salvador, June 24, July 11, 
and July 17, 1980. 

Jonn >assey, Pro3ect anager, LAC/DR/HN, AID/ashington, July 8, 
1980.
 

Chris Logan, Acting Health Officer, USAID/EI Salvador, January 9, 
i981. 
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Sumer 1981 
GaTEMIA
 

Project Name Rural Health Services Program, sup
and Numcer: ported y Health Sector Loan I, Num

ber 520-L-202, and Health Sector Loan 
II, Nu ber 520-L-021 

Location: 	 Nationwide 

Project Dates: 	 Loan I, FY 1971-1975; Loan I, FY 
1973-1977 (extended to FY 1979). 

Funding Level and
 
and Sources: 
 Loan I: AID $2.5 million
 

Goverrment ofGuatemala: $3.5 million 
Loan II: AID $3.4 million


GOG $1.6 million*
 

Responible Offices: 	 Health Officer, LEAID/Guatemala 

Bureau for Latin America and the 
Caribbean, Office of Develon.nt 
Resources, Health and Nutrition 
Division, AID/Washington 

Implementing Agency: 	 Ministry of Health 

CO=S7AT=SCS 

Total Population: 7.0 million
 

Rural Population: 61 % Infant Mortality Rate: 76 

Population Growth Rate: 3.1% Life Expectancy at Birth: 57 

CVP Per Capita: $910 Adult Literacy Rate: 47% 
(40-rural; 82-urban) 

*Actual expenditure is approximately $10 million, 1971-1979 
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Under several rural health prgras, a number of 3rtes have 
been taken in Guatemala during the past ten years to establish a 
nationwide primary health care system. Though the goer1me has 
yet to approve any single PEC model, much experimentaticn and 
building of human infrastructure has taken place. 

Guatemala is the largest and most populous country in Central 
America. Most of the population live in rural areas and are 
Indian, separated fra, the oredcminately Latino (of mixed Spanish-
Indian descent) urban and ;own dellers by language, ailture, and 
geograhy. 

The health problem of Guatemala are similar to thoe inother 
develcing countries, the mst cm= being malnutritio, infec
tious diseases and infant mortality. These prolems are edemic to 
the large and dispersed rural population, due to por ecmeic n
ditians, a critical shortage of meical mnpower and the concentra
ticn of resources in the urban areas. Althxuqh 64% of the 
Guatemalan poulation is rural, 80% of doctors live and work in 
Guatemala City. Available health services are mostly curative, and 
responsibility for delivering services is divided inefficiently
bete a weak inistry of Public Health (MOR) and a Social 
Security Institute that serves only a zoll portion of the pu
laticn. 

Since the late sixties, the Govermamnt has tried to hild up a 
Rural Health Services Program-a sharp departure from the prevail
ing clinical health care delivery systsu of urban hospitals and 
district health center. The Rural Health Service is clearly
designed (1) to prevent disease and mlnutritin ang the isolated 
rural .flation, and (2) to crrect the imbalance in the location 
of health personnel. Limited .esoces, professional reluctance, 
and deficient central planning have, however, been serious 
csmraints. 

M has been a major sup mmer of the establis ment and 
expansion of the rural health progrmn, beginning with a missicn
soonsored health sector asesm t in 1971. The goverrment' s rural 
health program was designed in =nanc with the health assess

-recmmendations and a MCH - health delivery system
analysis/feasibility study, and alapted from the Duke University
physician's assistant oadel. In aditicn, the AID mission has made 
preventive services and the integration of family plarming the 
major reqiremits for U.S. assistance. This is the %,ext for 
four major AM-sonsored primary health care initiatives. 

Health Sector Loans I and II wre jointly planned and imple
m ed fro 1971-79 to strengthen the national infrastructure. 
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junsecu en t zr tarv heal ac=:::..es .ave Cnc1duded :o 
cen a1 Iv-fi-.ded *AJC-P) zrants fCr re_ ::r'nai eXer rents with 
cc.-mun i--cased nealn ,.mtes-ne Rural neath ?=rmo tr Trainung
Research Project (.RnIAPS, 1979-a2) and tne Integrated Svstem of 
Nurition and ?r.mary Health Care (S2LPS, 1979-I)-and a major 
new regional effort, the Ccmmunity-3ased Integrated Health and 
Nutrition Loan (1980--33). Taken tgether, these activities cover 
alimst all prizmary health care fronts-facilities, manpower
planning and training, communications, information collection, 
logistics, dru; supply, transportation, and environmental 
improvements. Individually, they illustrate a aumn difficulty
facing primary health care planners, the inadequacy of such "bricks 
and mrtarn approaches without a strong goverrment policy of and 
committent t integration and decentralization. Each of the four 
projects will be cnsidered separately. 

Loans I and II, designed and imple nented jointly, were the 
first funds made available to the GOG to develop the Rural Bealth 
Services Program. Their cjective was "t assist in the improve
ment 	 of the health care delivery system." Lder the agreements,
facilities were built, and the personnel needed to operate the pro
gram were trained. Specifically, r, an I provided funds t build or 
refurbish health posts, establish a raining facility, and design a 
curriculum for the rural health tecricians (TSRs); and Loan II, to 
increase the nummer of auxiliary nurses and renovate hospitals. 

The goverrePnt's plan for a rural health service is described 
in the 1971 health sector assessment. Celivery of services is 
planned turogn a four-tiered referral system linking the existing
curative system o the new public health services being extended 
into rural. areas. The four tiers of the system are: 

1. 	 National and regional hospitals staffed by pysicians and 
nurses (Medical Care Team); 

II. 	 Health centers located in the larger towns of districts 
which are staffed by physicians, nurses and occasionally
auxiliary nurses (Basic Public Health Team); 

III. 	 Health posts covering 6-10 villages, staffed by auxiliary 
nurses and rural health technicians (TSRs), a new category
of health worker created under this prcgram. (The TSR 
prcyvides preventive, promotive and limited curative out
reach services in the villages. The auxiliary nurse is 
sta.ioned in the health post and provides curative ser
vices.) 
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i'V. 	 Villace se.-iices offered oy another new tc=tor-I of health 
worker, -he ==rter. .. ter3_are nvlunteers, oncsen by
.i.iace health cnmIi.tees. Under tne Loervisicn cf TSRs,

they provide .reventive and limited curative health 
ser.ices, refer the sick to the nearest health pcLt, 2rd 
initiate and guide commity health activities. 

The following tahl list Loan I and Loan 
accomolishmn as desribed in the 1979 final 
Mary uprts we ±anged fu loan to loan 
reasons; such changes in cutouts have been noted 
status.0 most 
project ended, 
by GOG funds 
auxiliary nurse 

CEUV 

LOan 	 I 

planned facilities wire c:rmleted 
March, 1980. Incm.lete activities will be financed 
ccmpleting renovation of a hospital and the Jutiaa 
sco=l, and installing 4 boilers in the hospitals. 

CMUNT P =lcS * 

1. 	 mmvation and equipping of 
Quirigua Training Institute 
TSs.
 

2. 	 Maintenance training. 

3. 	 Mquipping of 20 rural hoo. 
pitals. 

4. 	Equipping of 161 health posts. 

5. 	 Trainr of 320 TSRs. 

6. 	 Training of 160 auxiliary 
nuses. 

7. 	 357 motorcycles purchased. 

Loan 	I! 

1. 	Remwation of 20 rural hoe-
pitals. 

II targets and 
loan evaluation. 
for bookketing 

under *current 
by the time the 

STATM 

1. 	Pse I completed. 

2. 	 65 persons trained by 1977. 

3. 	 3 hospitals fully m~lipped, 
12 partially equipped. 

4. 	 Completed. 

5. 	269 grauated by 1979. 

6. 	 110 graduated. 

7. 	 25 ambulances purchased 
since GOG bought Japanese 
mtorcycles instead. 

1. 	Reduced to 8, 7 of wich 
have been completed. 

SScurce: PTe;F-valuation Sm-ary Part I and II for Rua 
Health Service I and II - Loans 520-E-020 and 520-021, February 
28, 1979. 
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2. 	 Desicn radio 1mcmnicaticns 2. Design cTleted but deleted 
ne~vorx, due to csts. 

3. 	 Ccnstrjct.icn cf aixiliary 3. Completed.
 
nurse training scnool in
 
Jutiapa.
 

4. 	 Equipment for University of 4. Deleted fran Loan at request

of San Carlos Dental School. GCG.
 

5. 	 20 jeeps for supervisors. 5. Purchased. 

6. 	Health planning strengthened. 6. 3 staff members and
 
technical assistance
 
provided to National 
Ecoanmics Planring Council. 

7. 	 Renovation and equipping of 7. Phase I and II completed.
Quirigua. 

Support for and cumitment to developing the Rural Health Ser
vice Program have evolved only gradually since the initiation of
Health Sector Loans I and II. Concurrent with the develc mni: of
institutions and mnpoer under Loans I and II, the Government 	 of
Guatemala was to institute the Rural Health Services Program
described in the 1971 health sector assessment. Hawever, by 1979, 

as 

the rural health system was not yet adequately functioning, al
though the construction of facilities and manpower training under 
the Loan I and II agreemnts had been axpleted. A 1977 Health 
Assessment showed little change: 65-70% of the population still 
lacked access to modern health care. 

The slow proress has been attributed to various factors, 
including:
 

amrpetitin and lack of oordination between the Social
 
Security Institute and the Ministry of Public Health;
 
opposition to the use of paraprofessionals by .medical pro
fessionals;
 
inadequate project planning (Loan I did not have an
 
implementation plan);
 

absence of a MOE administrative unit specifically

responsible for the development and delivery of rural
 
health services;
 

Sdanges in personnel; 

* inadequate budgetary and policy sijrt for the program; 
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tthe 1976 ear-htuake .nic- deflected attention and resources; 

tne 1978 election; and 

* long ctract. procedures and slow deliveries 

Facilities 

Alt±lxhx the system is nrt coevating as planned, significant
gains in Wilding physical i a tcure have been made oer the 
past 10 years. For instance, in 1969 there were rlmost no health 
centers or health sts, wnile in 1979 there we 159 health psts.
Nevertheless, serious problem problems have develcped. Legal
cuesticns were raised aout the pu.ase of many of the blildings.
New posts were built while older ones needing renovation wre over
looked. As a result, suplying and staffing of the pos has been 
inadequate. 

Par-srofessicnals 

The percentae of health professional stationed cutside of 
the capital area has been growing (from 31% in 1974 to 56% in
1979). Most imprtantly, p=ar Lessicnals are now widely acept
ed, and the raining st-ols are in a position to produce a large
nier of qualified health workers. The TSRs, in particular, have 
becme a valuable resource in rural areas. 

The TSR is a crucial link between the health post and the
village. After comlerting a two-year aining curse, the TsR 
should he wll prepared to deliver public health services and to 
initiate camiit-y health activities. A recent ArD- scred study 
notes that SR are Well ac" ted by their zmm= t.ies and provide
valuable sprt and suprvision to mter"a. 

Ha er, for the most part, Ms are not wll integrated into 
the national health delivery system. Bec e Ts are trained in a 
variety of skiIls, ranging fro simple a.ative services to enwi-
MAental sanitation, the establis health professionals ard 
technicians allow them no place in the well-defined mzmo~r hier
archy. A recent decision to require rural service fr= medical 
interns may put the TSRs in an even ore awkward position. As lon 
as TSRs are not integrated into the health systemn ad are r=z 
accepted by other health workers, effective job placement and ade
quate S.Uevrision will axitinue to be problems. Only recently have 
some Rs systemically been incorporated into :umoniity health 
programs, throuh the three susequent AID-funded projects. 

Financial Asoects 

2e gwernment's budgetary alloctiOn to rural health has also 
been growing. Almt 100% of new health sector capital investment
has been made in rural areas since the mid-seventies. Rural health 
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care no takes 62% of tne health sector tudget. The strain 
these !cans nave put on the 3CG :udcet rust, 'cwever, also be =n
sidered. The cperating costs re--red to rin t-e raining sc.ools 
nave ran five =tzres wnat was .uceted. increased costs, as a
result of delays and the earthquae, have required a much larger
counterpart contribution; one sourc estimated that GOG costs ran 
as high as 100% over projected costs. 

Other Lessons 

Tw major lessons for planning may he drawn from the project.
First, using a separate imple1entaicn agency made it very
difficult to coordinate with other government bodies, especially
for procuremnt. Secondly, duplication of effort unlessoccurs 

"crdinatin with other donor agencies is emphasized.
 

All in all, however, the project can claim a large nmber of 
achievements, although future efforts requiring considerable 
COMitment must be made to tie then together. As a 1979 PS mned 
up in the final lessons learned, "most of the constraints on
inproving the GOG's rural health delivery systen could he addrcssed 
by policy changes and not by a 'bricks and rctar' approach, as was 
Loan 020/021."
 

A Czmmunity-Based Health and Nutrition System Loan was de
signed in 1977 to build upon the achieveents of Health Sector
Loans I and II  the productoni of TSRs and the wide distribution
of health posts. Through this loan ($5.5 million for materials,
training, equiPmEnt, and construction) and an associated grant
($1.1 million for technical assistance), the comiunity health post
network in three depar-mnts of western Guatemala 'will e strength
ened. This assistance is also directed at develcoing both the
MCH's management camability and its camacity to =x= c=mxity
based health activities through new logistical, spervisory, and
information system. This loan/grant package has been postponed in 
order to benefit from the information of a mission-sc sored health 
sector assessment begun in 1977. The recent escalation of rural
violence has further delayed project implementation. 
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"Cmmumity-3ased Integraed Health/Nutrition Systems: Interim 
Report," Novemoer 1979. C(AID/G. 
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Interviews:
 

Dr. James Heiby, CS/MV, AID/W. 

John Massey, LrC/DR/EN, AID/W. 
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Summer 1981 

Project Name 	 Rural Health Praioter Training
and Number: 	 Research Project (PRLNAPS), Number 

932-0632 

Locaticn: Five areas in wstern Guatemala 
(93,000 people)
 

Project Dates: 
 Sept. 1979 - March 1982
 

(delayed six moinths, may be exterded) 

Funding Level: 	 AM: $379,000
 

Responsible Offices: L-AI/Office of Pcpulation 

Implementing Agency: Ministry of Health, Division of Human 
Resources 

Comfm SZTIT=CS 

Total Populaticn: 7.0 million 

Rural Population: 61% 	 Infant Mrtality Rate: 76 

Population Graoth Rate: 3. 1% 	 Life Expectancy at Birth: 57 

QM Per Capita: $910 	 Adult Literacy Rate: 47%
 
(40-rural; 82-urban)
 

SDNPSIS 

This centra.Uy funded project supports the MCH's Division ofHuman Resources in training 400 new promoters, while testing anumber of training and service delivery innovations. Over 200proacters have been trained, but no information is yet available on
research findings. 

In 1978, the Goverrment of Guatemala appealed to USAI for 
suport for ontinued pra ter training after a NICEF training
effort had ended. Through the efforts of UNICEF and a large numberof private organizations, an estimated 3,000 proters had been 
trained, but there was little uniformity in their training, and
only a small percentage of Inaters had been integrated into the 
Rural Health Services Program. 
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Little inf-r-iaticn is availinle an the select:icn, -aining and 
per -:crance or tnese .zcraters. Availaole joc--ents suggest that 
-nere is ittle Luf-r4at"! in either the Fracters' actvities or 
perfor.ance. A 1980 study made the foilowing recoendations for 
increasing the rzfectiveness of government promters: 

*inceased supervision of prazters by Mst contol, 
encorage, and guide grow ers and to improve their status 
in the village and job performance; 

availaoiliZ-i of* funds -nich pram ers can use to stimulate 
and imple m pulic health activities; 

o eratin bwe emplcyees of different minisries that 
have representatives in villages (i.e. Defense and 
Eucation); 

* 	 incentives to reduce the high turnover rate of promoters; 

* 	 select.ion of promters by rmmities to increase 
oau ty knowledge of and interest ard corifidence in 
their health p rers; and 

aproriate and timly training and retrain of 
pruomters.
 

This centrally-funded project pro ides $379,000 to the !E's. 
Divisin of Human Resaxrces to tain 400 new pmrcters, while t-st
ing a rncier of tainr and service delivery =xwaticns in te
sponse to procbles with utilizing promoters. It will provide an
other possible model for the M? 's epansio of rral health 
by bei-g primarily health pst centered, taking less of an outreach 
aproac than MAP. 

The project plans cperaional research in the tcllcirg 
areas: 

* 	 prarer tainiM by traditional 4 week instructicn will 
be mared to trainir by a shorter (3 week) 
self-prram manual; 

* 	 the perfomnce of male-female family pair prter'
wiLl he copared to pr~ot=r wming alre 

a new sipply kit will inl a larger variety of simple
drugs than the cmvNtial UNICE kit: oral rehydraticm 
mixt=e, vitamins, aspirin, piperazine, meberdale, oral 
c tr cePtives, oaxkmr , vaginal contrceives, arm 
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c .rcunference bands, gauze, gentian violet, adhesive =r-are, 
2 hypodermic needles, soap, and a ther.nmeter; 

a new surervisor.1 system will be develcoed, utilizi ry TSF 
given a special 5-day :raining course. The TSRs will _se 
sucply lists as ell as sample visits to comnunity memzers 
to evaluate the Promoters' performance;
 

a self-sustaining logistics supply system will be trie 
utilizing municipal pnarmacies, which will use a 30% mark
up to purchase new supplies; 

* 	 a new information system will be developed; 

* 	 vehicle maintenance needs will be compared for project
owned vehicles and project-subsidized venicles. 

To evaluate program impact, a household food consumption sur
vey will be conducted and an anthropologist will observe communi
ties. Promoter performance, the community pharmacy, training, and
 
transportation will also be evaluated.
 

DUWM=ZTCN EXPERIENC 

As of April, 1981, 205 Rural Health Praromters had finished the 
traditional training and 170 had completed the modular self-in
structionaI training. At least three-quarters of the partnerships

had been established. A baseline survey has been campleted of

2,000 households, undertaken by the TSRs, as has an anthropological

study of the control village. Eleven rf the sixteen pharmacies

have been set up although the final five are necessary for economic
 
drug purchasing.
 

A consultant's report of April, 1981 brings to light a numoer
of issues. Once again, the M3H's commitment to special programs,
especially research programs, appears to be small. Program cpera
tions have remained "a one-man show," although there is a clear 
need for assistance. Other administrative headaches - file sys
tems, travel expenses, etc. - also seem to be worsened by lack of 
ministerial support.
 

Fewer problems are apparent with the separating of research 
and service elements of PRINAPS. However, because the project was 
intentionally designed to be decentralized so that it would better 
fit into the government's rural services, same research elements 
may suffer fran a lack of close monitoring. The long term gain of 
institutionalizing PRINAPS as a part of tie current system may offset 
this problem. 

Promoters are assigned to communities of about 50 households,
although they cover fewer households in areas with dispersed
populations in order to lessen travel loads. 
 There is, however, some
 
ambiguity about the project's orientation towards outreach. The M3H
 
seems to perceive promoters as facility-based workers, while USAID 

59
 



_,Talar nt::nne -. ope f:r :v :u=_eacn. This z-rozlem 
zaral-e-z =-.e Di.-4 a=,-q of za:,:ve and prevent:.ve orienta:cons. 

unr worker 
"Sssaoes "naz cc-e -LTzr- :'hea!1in care. -azllsnin -riorlties 
:zr roters nas zeen a Ion. trocess of c.-riculn jeveloonent, 
-nodffC3auor.s for s,-,plitfication, _raLiing, e;aluation of 'wat is 
reained and -nen furnther -rjificat-on =o identify not only the 
most -ef'ul skills out also the ones most likely to be retained and 
maint.ained. -uperv;,sion is also receiving serious attention, and 
PRD1APS may o-roduce 'rtnwhile information about the kind of super
vlsory Liput most likely to lead to good health services. Recruit
men: of mne promoters will also be studied for correlation with 
per formance. 

PR2;..S -s cznronc;na ra... otrne o , -. ealth 

if the oroject is successful, AD will consider providing ur
tner funds for training promoters, using the model developed in 
PRINAPS. Althouzh not directly linked with the Crnbunity-Based 
Health and Nutrition System Project, FRLNAPS should provide valu
anie incurs for the design of that project. It has particular 
relevance, as ioth projects will be developed in an area popilated 
by Indians. Furthern ore, research prolects like this should 
increase the scientific foundation for more effective primary 
health care programs. 

See first Guatemala project summary. 
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SL mUr 1981 
GCAcALA 

Project Name Integrated System of Nutrition and 
and Number: Primary Health Care (SINAPS), Numoer 

932-0631. 

Location: 	 Phase I - 3 districts in western 
Guatemala (70,000 people) 

Phase II - 3 departments (250,000 
people) 

Phase III - nationwide 

Project Dates: Pbase I - January 1979-May 1981 (to 
be extended to Jan. 1982) 

Funding Level 

and Sources: $1.1 million (grant) 

Responsible Offices: USAID/Office of Population 

ITmlementing Agency: INCAP and the Ministy of Health 

CCM STATI-S 

Total Ppuilation: 7.0 million 

Rural Popvlaticn: 61 % Infant Mtrtality Rate: 76 

Population Growth Rate: 3.1% Life Expectancy at Birth: 57 

QZP Per Capita: $910 Adult Literacy Rate: 47% 
(40-rural; 82-urban) 
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SYZZPSIS 

sffe" ?c.uiacn zrant su..=r-.s a r:.mar heath care 
researcn and ser--.ce -e:verypLLot p-ro]ec. in thr--e distr-.cts of 
western Guate-m&la. D.nasis is on cutreacn (hae visiting). The 
4indings of SDNPS snc1H add to the informat on m which the G G 
will mase the finJ cnfiguration of its national PHC systen. 

In 1979, AID's Office of Population agreed to provide a $1.1 
million grant t rW-AP/PAE3 for a 16 month lori -r~jmary health 
care researah and service delivery pilot project in three dis
tr:ct.s of western GuatemaLa. In this prop. , maternal - child 
health and nu-.tion services, medical care, envirormental sanita
t:ion assistance, family plannirx education and onaceotives are 
provided by =rcters, tr-u-tm -- aditinal birth atterdants 
(3As), TSRs and auxil-iary huzras. Camxmity involvement throagh 
extensive . visiting and other community health ac=tvites is 
eqn:hasized. The pronect staff is conducting trainirg and re
search, as w as providing some food, medicizn, and =ntracep
t:ive suppiements, .nile the . is cntributir pernnel, facili
ties and supplies. 

The 	project is planr in three pases: 

I. 	 to reach a target population of 70,000 people in the 
wstern part of Guatemala, populated by ladin= (people 
of mixed Spanish/Indian ailture). 

11. to reach a target p.ulation of 250,000 people in tree 
departments of Guatemala, inling the o villages 
used during Riase I. 

L . o imple the progr nati . 

An AID grant of $1.1 millio provides funds for Phase I of 
the project, which ,as planned f January 1979 to . y 1981, but 
has been extended eight mor hs. Meanwhile, operational studies 
are being undertaken. A control popu ation has been set aside and 
will receive the regular M services. Infant mortality rates, 
contraceptive utilization, malnutrition prevalence, and childhod 
irboridity will be cmpared with those areas receiving the coMmuni
ty outeach services of SfNAPS. 

These services are provided by romaters selected by coawu
ty health cmmittees, with varying amounts of =ultaton with 
the local TSR, als trains and supervises the prom1cera. Mak
ing regular h visits to 30-50 families is tfre prners' pri-
Mary tivity during which he or she (usu-. w.iie)colects census 
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Jata, offers =ntraceet:'es, _eac-.es -rai renydrat:cn cr-riicues,
.cuires accut heaitn =rcniens ad treats nat she is aoie '41Z~raivte, tpiperazine, axpec=rant, -nt-seot:_cs, and first aid -uD

plies. -rutters earn a anall =rnussicn -v =rarginq fr =-as at
levels set -,v =ne health comrTittee. They also work with the local
TBAs to identify hign risk pregnancies, and they assist -he TSRs
with growth 7onitoring and "vaccination cnpaigns. Interesting and
unusualy generous incentives are planned for the urn, ters:
diplomas, exoneration frm milltary service, food su1lemens and 
free health care, and a possible income frcim injections. 

The TSR takes on a 0wil defined outrea-h-based role in this
project - he (usually) is res onsible for conducting an area needs
"diagnosis" for about 5,000 pecle, organizing health arumittees 
and special health canpaigns, as well as teaching and supervising
about 20 pra ters. He is salaried and supplied with a motorcycle
and a sinvle medical kit. 

Auxiliary nurses will train "ccmadrnas" or TBAs in hygienic
deliveries and in identifying low birth weight infants. These 
nurses work primarily in the clinics and receive referrals frcm 
the 	promoters.
 

Other inzr-ant elements cf the project include the develop
ment of a promotei-based information system using sinple forms and
longitudinal family and new ofrecords, a system supervision in
volving secial training for TSRs and the district physicians and 
central TSRs w,- supervise the TSRs. 

nV N CN E 

Major project activities to date have been: 

* 	 conducting a baseline household survey; 

* 	 developing a prmter training crriculum; 

* 	 training and deploying 385 pra ters; 

* 	 giving superiisory training for TSRs, nurses, and 
district physicians;
 

* 	 providing additional training to upgrade the health 
center based auxiliary nurse; 

* 	 training TBAs in improveid obstetrical care; 

* 	 establishing commity health committee: and
 

* 	 developing information system forms. 
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3v Mavy '980, =e first Mss =7caiqrs -f vaccinaticn and de
t-. On =;-7afr.La-r:.-L-d :ercs 'x--e _Tnduc-h-4. ..ese resul:e in 
a vacc--nat-cn *-=verace Zf 78.7%. Te nousenold dis -_butd=n of
 
- -nt-raceovesresulted a acceoance rate pilotas in 77% in a 
area. Attendance at -ekly tainig sessions is hign-aout 92%. 

Because t-his pro-ect is planned primarily for operational
research pur:oses, tne prrect plan a l1s for creativity and 
flexibiit y. It is ane of a rmuer of rural health models from
wnic- the GM will be able to dnose as it extends its healtUh ser
vices. (PR/IMAPS, a'so centrally-runded, provides o.her cptions.) 

Alt.ho a major effort has been made to keep the research 
asoects of the SMNAPS separate from serice deLivery, cmplica
t Ias aoud. Prmrcters and TSRs, for instance, are exrec-ed to 
do far more data collec-i n than usual or useful to their awn 
work. Evaiuators have ,juiced cmcerns that service delivery abil
ity not taKe a back seat to research. Nevertheless, the research 
findings .7y he v-aluable :. ioprovi this and cther %C primary
health care pr.raUH. 

Activities anrrently underway in the seco:d year of the proj
ect include: further taiaiN o prmoters and a~mnnistrators; 
di i cis of field guides; improv t f info uti system in 

rt s.apervisicn and further evaluation o ongir data col
lectin. Phase 1i of te pogect (an eansion to 3 deartemnts) 
has been pumpned until at least mid-1982. 

See first Guatmala project smry. 
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M!MC=T CN
 

Project Nam 
and Number: Rural Health Systems, Number 504-0066
 

Location: Nationwide 

Project Dates: EY 1979 - FY 1981 

Funding Level and
 
and Sources: 
 AMD: $1.8 million (grant)
 

2.9 million (loan)
 
Goverent 

of Guyana (GOG): 2.5 million 
Villages: .5 million 

Responsible Offices: 
 Health Officer, SAM/Guyana 

Bureau for Latin America and the 
Caribbean, Office of Devel.ment 
Resources, Health and Nutrition 
Division, AID/Washingtcn 

Principal Contractor: Oniversity of Hawaii/Manoa 

Iplementing Agency: Ministry of Health (MCH) 

Total P plation: 0.9 million 

Rural Population: 601 Infant Mrtality Rate: S0 

Population Growth Rate: 2.1% Life Expectancy at Birth: 69
 

GP Per Capita: S560 Adult Literacy Rate: 87% (PP)
 
(10/80 cable)
 

The Rural Health Services project is designed to iprove andexpand primary health care services throughout Guyana. A specific
goal is that 80% of the rural opulation will receive health awe 
coverage tkhrugh the tni and deployment of Medex, mid-level
health workers. Although the project plans also include the
trainizM and deployment of commity health workers, it appears
that these plans may not be achieved under this pirticuJLar 
loan/grant.
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In Guyana, t-e reed for expanded basic health cre ser7ice is 
evident. Avrcximately 20% of -he total dear ns are due to cam.uni
caole diseases. -ere- is a significant resurence of reporte 
cases of malaria in tne hinterlands, wr.ere health services are 
mnmal and erratic. Over .40% of Guyanese cildren under age 5 
suffer fr-m some degree of manutritcxn. Nutritoial deficiencies 
are mst severe, thougn, in the rural areas where cuzntmnated 
water sucAlies are a rmnmo and sianificant p.=ilem. As in most 
ZCs, hwver, a szrmt.e of health services aersannel, a lack of 
equirrent, and an inadequate numrer of health facilities make is
proving coverage a difficult task. 

In 1975 the Ministry of Health began an crganized effort t 
resolve Guyana's health Froolems. A task force was established 
design a strategy for delivering =in-aved and expanded health 
services t reedy areas cf the untry. Com deterning that the 
use of medical auxiliares was necessary if there was going t be 
any he of auevin the desired health cre verage, the 
goverzrent decided t train mid-level health wrcer3 using the 
KME approach.
 

In 1976, the MH initiated a natinwide primary health cam 
systm based on the M= approach. The prran had support frt m 
the Internatiaal Devel1cet Researc! Center (IRC) and the Health 
M.-anpoer Develcpment staff a the University of Hawaii. Training
of MEC-M began in 1977 and =ntinued until the end of 1979. 

Assista by the Netherlands qverment, the M began another 
project in 1979. he goal of this smoLI pilot project is the 
training and deployment of 30 ccmmiLty health worker- over a wo 
year period. Part of Guy-am's long-range srategy is the delivery 
of primay health care at the priphery by CHWs. 

A third project developed in 1978 with the Inter-American 
Develpet Bank cmlements the = and HW program. The =8 
FLL;L focuses on the exiansin and i.croveent of health cr 
coverage thrcoh the construction and tLrading of health 
facilities and =trough better utilization of the existing health 
management infrasucture. 

PRW=EFSCM"I 

The Rural Health Systm (MS) project w designed t 
the GW's a te,. to extending PsC services through the use of 
paramedics. Stre-rthnin, expanding, and instituticnalizing the 
Guyana 19= program are the major cjectives of the ES project. 
In addition, it is antici.taed that the experience cained from the 
Netherlands CEW pro3ect will provide the gra.uwcadr far a larger 
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-Fw training progran. 

MEDEX trainees are recruited from a pool of nurses aid otner 
qualified aite-ories of nealth personnel. Since they already hold 
full-time goverr.nment positions, proolems generally do not arise 
over funding for salaries. 

In addition to having the requisite background, MEDEX students 
must show a willingness and cmautmtent to be posted after gradua
tion to predominantly isolated, rural settings.
 

After being selected, the MEDFX trainees attend a fifteen 
month training program to provide them with the experience neces
sary to perform their ,obs. Modular training phases of six to 
seven months each Frepare MEDEX to do promotive, preventive, and 
curative care to tJ'e extent that they are able to handle 80% of the 
commn conditions seen by primary care physicians. 

In order to expose students to every kind of case they are 
likely to encounter in the field, the training program includes 
clinical practice in a hospital. Laboratory training and comnunity 
health traning are incorporated into other modules. 

MEDEX are also being trained in md-level leadership and man
agement skills. Under this AID program, which is an expanded ver
sion of the IDRC pro3ect, MEDEX will be assigned additional health 
station ,management responsibilities. In addition, they will even
tually become trainers and supervisors of GHWs located in villaces. 
Ultimately it is estimated that a deployed MEDEX at his/1her rural 
site will be responsible for four villages with functioning CHWs. 

Once the MEDEX are- in the field, it is anticipated that the 
time commitmoents to their responsibilities will break down as fol
lows: 50% clinical primary care, including promotive and preven
tive work; 10% management; 40% community health services, including 
supervising CHWs. 

When the IDRC %EDEX progran got underway in 1977, a special 
MEDEX training unit was created by the ADH. This same unit is con
tinuing the training progran under the RHS pro3ect. Plans are 
being made, however, to institutionalize all health staff training 
currently done by the MDH, at the Unive:sity of Guyana. Once the 
Department of Health Science is upgraded into a full faculty, the 
MEDEKX training unit will ce transferred to it. 

The RHS project calls for training 24 MEDEX per year for the 
three years of the pro3ect. Including the MEDEX trained under the 
IDRC pro]ect, approximately 130-140 MEDEX (less those who drop out) 
will be in Guyana by comletion of the pro3ect. Three will serve 
as tutors of the -EDEX Training Unit; ten will be trained and 
deployed as Senior MEDEX to provide supervision and continuing 
eductation at the district level; seven will be trained and
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oe:Ive-z a: :.-e reu0a. or aaer n a aA~:.~~ 
s .'-s"z ... o .... e ie-oved a: =-.e :enral YOH
ie,.'e :ur mi-z'sra:un~ manaen~en: m- auer_ 'Is'an. Th..us 1Qi0-110 

. rTEXw'-iDe fr -Cr7a- ass.:=rrent.-f-

;nh-ie :-.e FHE cro-ect's .a-or focus is on basic training ard 
con:.nuing education of >=DEX and, ev.entually a.Ws, the development 
of a pe.anent, t:Lst'.ut-onalzed -anaae.ient support infrastructure 
Is essential to tneir effective utilization. 

jl'Itnately, 'ECEX 4ill ce assioned to 100 different locations 
througnout Guyana. Based on this site distribution, 41 houses, 50 
water surplies, and 50 latrines need to oe built before the MEDEX 
are deployed. A significant propor-tion of the project funds are 
allocated secifically for this constrction. 

IMPLEG=N EXPERIENCE
 

Four classes of MEDEX have crmrleted their training since the 
program zegan. The fourth class, consisting of 17 people, 
ccpleted its work only in July 1981 but of the 60 MEDEX from the 
ot.her three groups, 26% are deployed in the hinterlands; 40% in the 
rural coastal areas; 7% in the inland river area, and 26% are in 
urman sites. Among the graduates, five at headquarters are 
oecoming tutors wno nelp train MEDEX and who supervise each MEDEX 
site at least tAo times a year. Two additional classes of 20-25 
students each will ce trained during the last bo years of the 
proec 

Deployment of the MEDEX has been less rapid than was original-
Iv hoce,. Facilities, including housing, still need to be con
structed oefore all the field staff can be placed. 

An effective two-way radio ccamunication system links the 
MEDEX who are stationed in the field with their supervisors in 
Georgetown. Continuing education, referrals, difficult diagnoses 
and administrative concerns are all dealt with via radio. Also, 
every Saturday morning there is a conference on a medical case 
wnich is discussed at length. 

Funded throuyh the RHS project as a feasibility study, the 
radio ccamunications system has been evaluated and recammended for 
expansion. Nine MEDEX stations are now linked with the 
headquarters in Georgetown and by the end of the project up to 40 
radios will be operating. 

MEDEX training generally has followed the original plan, 
although a few changes have occurred. The modular schedule for the 
fourth class of MEDEX was revised to include a five-week block of 
activities devoted to developing MDEX skills in both camunity 
health assessment and the identification of community health 
strategies. This training component seem to be a wise addition to 
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.e =rcra-m as pro-ec= evaluators determ.uned that %2E:<training
needs r.c-.clude -mre size visizs = encourace 'E.X not = =to
z!L-icaiv =irented. Mere n.er-ectoral zc=era'tcn ard tea -vrk
s.ou.d -e recuire, too, acccrding to an e aiuati.on of -.e pr=ram
made Ln Januar- 1981. 

ME E:( trained to date have t been taught = rain -. WTs,
altho n tne pproject- paper jescrbed this ac:-vity. So far, the
only Z1-s are "ne 26 wro were -ained urger the Dutch roram. A
partial _evaluation of that -roect ansed on interv-ews with half of
,he C75is .as mcde in June or1981 out yielded few firn conclusions 
me-Iamendaticns. Since tne Netherlanjs pr;rZm was = serve as a 
pilot project for the CQW cart.cnent of the RHS pro3ect, that aspect
of the pr]ect is not et proceeding. Tere is not enough informa
t-an upon wnic.h to make trai gniand supervisory deczsions aoout 
CiWs an a much larger scale. The January 1981 evaluation states
that MEX fr m class four were to be p-repared for their "role as 
CiW -ainers and supervisors (and that 'E:EX trained earlier will
receive a spec:al course). Hwver, later -ports indicate that it
is possible that the XDEX wUll not play that role. ;Nng the 
reasons 9zr this darge is the fact that .1MEXdo nt have the tine
in their work day to fulfill C-related functions. 

At the tize of this writing there is no information availaole 
on the -erformance and effectiveness of the vErM either in the
fleld or in positi=5 within "he health managanent infrasucture. 
Before the end of the RHS project, however, two mre evaluations 
are planned. 
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Brown, Mrshall D. (LAC,'DR). Action M Torandun for the Assistant 
drninistrrator (LAC), 6/19/79. 

10/80 Cable from AID/Georgetnwn to AID/W. 

4/81 Cable fom AM/Georgetown to AIDM/W. 

Tinker, Anne and Dr. Katherine Elliott. Field Trip Report.
 
1/25-29/81.
 

"Guyana: County Developrent Strategy Statement." 

Project Paper, 5/11/79. 

9/30/80 Quarterly Re'ort. 

In terv Jew:
 

Linda Lion, halth Officer, USAID/Guyana, 8/4/81.
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Summer 1980
 

HAITI
 

IDENTIFICATION 

Project Name 
and Number: 

Strengthening Health Services II, 
Number 521-0086 

Location: No specific location 

Project Dates: FY 1977 - FY 1982 

Funding Level USAID: $7.5 million 
and Sources: Republic of Haiti: $5.6 million 

Responsible Offices: Health Officer, USAID/Haiti 

Bureau for Latin America and the 
Caribbean, Office of Development 
Resources, Health and Nutrition 
Di'vision, AID/Washington 

Principal Contractor: Westinghouse Health Systems 

Implementing Agencies: Deartment of Public Health and 
'opulation (DSPP), of the Republic
of Haiti, and the National Servic. 
for Endemic Diseases 
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COUNTRY STATISTICS 

Total Population: 5.8 million
 

Rural Population: 65% Infant Mortality Rate: 130
 

Population Growth Rate: 2.6% Life E-pectancy at Birth: 51
 

GNP Per Capita: $260 Adult Literacy Rate: 23%
 

SYNOPSIS 

Strengthening Health Services II continues support for anti
malaria activities and technical assistance in health planning for 
the Haitian Department of Public Health and Population. The pur
pose of technical assistance provided in this project is to pre
pare for a large Rural Health Delivery System project slated to 
begin in 1980. A 1979 evaluation of the Health Services II 
pro3ect, however, concludes that the Department of Public Health 
and Population is insufficiently prepaLed for the new large 
project. 

BACKGROUND
 

The poorest health indicators of any nation in the Western 
Hemisphere can be found in Haiti. Since the mid-1970's USAID has 
assisted the Departiment of Public Health and Population (DSPP) of
 
the Republic of Haiti with several projects to assist in the 
developnent of an integrated rural health service that uses a mix 
of health professionals and paraprofessionals and that is support
ed by an improved supply, supervision, and referral infrastruc
ture. These projects include Maternal and Child Health/Family 
Planning Projects 0071 and 0087, Nutrition Improvement Project 
0075, Phase I Strengthening Health Service Project 0070, and Phase 
II Poject 0086. The last in the preceding list of projects is 
the subject of this sunmary and progress report. 

PRJEC' DESCRIPTION 

Strengthening Health Services Phase II (0086) has two dis
tinct parts: (I) providing support for the anti-malaria program of 
the National Service for Endemic Diseases (about $5 million over a 
5 year period) and (II) assistance at the headquarters level of 
DSPP to improve administrative and planning capability for a fu
ture nationwide rural health service (approximately $1.5 million). 
Because malaria control is beyond the scope of this paper, only 
part II of the project will be addressed in this sunmary. 
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Activities planned include field training for students in the
medical school's new Department of Community Medicine; an exchange 
program between the new department and the Harvard School of 
Public Health; partial funding of the Petit-Goave Health 
Demonstration Project; budget support for personnel and some 
operation expenses of the DSPP's Bureau of Planning, Bureau of 
Administration, and Statistical Service; and technical assistance 
to upgrade the administrative and planning capability of DSPP,
including assistance in implementing necessary organizational and 
management reform. 

IMLME= N EXPERIENCE 

The Strengthening of Health7 Services II (not including the 
malaria control segment) was evaluated by a Pacific Consultants 
team in April 1979, headed by J.S. Prince. Prince et al. found
 
that the institution-strengthening goals of the project had only

partially been met and expressed reservations about whether the
 
larger follow-on Rural Health Delivery System Project (0091) could 
be implemented successfully. 

Administrative Issues
 

One of the long term goals of the rural health delivery
system in Haiti is the expansion and integration of, services now 
provided under categorical or single purpose programs. Acoording
to Prince et al., donors, in their effort to assist with 
integration are onfronting the onrisequences of their past assis
tance to Haiti. They note that (p.16): 

... the Department of Public Health and Population (DSPP)
developed organizationally in too great a degree as a response 
to donor interests. The Divisions of Fanily Hygiene (DF) an 
Nutrition (BON), and the Malaria Eradication effort (SN.N),
have been funded directly by population, nutriticp, and 
endemic disease control monies and are relatively strong,
essentially vertical programs. Thus the donors have
encouraged a multipartite system that creates a difficult 
problem for the DSPP planners trying to rationalize a unified 
health delivery system .... Moreover, moving from categorical 
programs to an integrated system will create enormous 
problems-possibly leading to a reduction in the efforts of 
the individual programs.... 

Technical Assistance 

Prince et al. 's most critical cservations were reserved for 
the technical assistance provided to DSPP by Westinghouse Health 
Systems. While Prince et al. fail to mention that Westinghouse 
was the technical assistance contractor for Phase I of the project
(Project 0070), rather tha the Phase II (0086) being evaluated,
their coments are still relevant. The confusion on the part of
Prince et al. illustrates the type of financial, administrative 
and authority problems that arise when different segments, of 
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essentially one project, overlap due to delays. 

Regarding technical assistance provided by Westinghouse, 
Prince et al. (p. 25) note: 

Although the project was intended as an institution buiiding 
effort, ... the pressures to complete the "deliverables" (some 
17 reports) diverted attention from the longer term process of 
providing real technical education and assistance. The 
reports seem to have been end products in themselves and 
because of tight contractual schedule, did not all coincide 
with the immediate planning and administrative seeds of the 
DSPP. 

Sate of these Westinghouse reports were technical manuals. 
Prince et al. (p. 26) comment: 

The development of.. .manuals should have been an educational 
process for the DSPP. But, because the project was timed to 
meet a tight schedule, and because of the paucity of local 
staff, it wculd appear that most of the reports were prepared 
without .the ideally full substantive involvement of the people 
who will have the responsibility for implementation. A manual 
is not likely to be well used unless the users participate 
most actively in its development. 

The tendency for products such as reports or manuals to become 
ends in themselves rather than means to ends is called goal dis
placement. It commonly occurs in projects where there is pressure 
to measure the achievement of ends or goals yet where these goals 
(such as "development") are difficult to quantify or measure. 

Language 

A omn problem in U.S. technical assistance is lack of suf
ficient knowledge of the language of the host country-in the case 
of Haitian health professionals--fench. Prince et al. (p. 25) 
note that: 

... several of the short term consultants, though well 
qualified in their areas of expertise, were not able to speak 
French. The long term corsultant ('s] ... French was not 
adequate to enable him to communicate freely with his Haitian 
colleagues, and to provide the necessary advice to them on the 
implementation of the concepts i.eammended by the specialized 
advisors. 

Though nominally a 5 year project (1977-198 , many c' the 
technical assistance components of the project are repeated in the 
larqer Rural Health Delivery System Project (0091). Management
Sciences for Health was chosen in June 1980 to provide technical 
assistance for this phase of the project. There was a gap in 
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technical assistance to DSPP fran December 1978 when Westinghouse
left until June 1980 when the new contractor was assigned to the 
project. 
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Part 1. USAID Document, April 1979. 

Comments on first draft by USAID/Haiti, 
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Mark Laskin, Project Manager and Technical Advisor, Latin American 
Bureau, AID/Washington, July 15, 1980. 

Nick Fusco, formerly Project Manager, Westinghouse Health Systems Team 
in Haiti, now in New York, July 15, 1980. 
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Summer 1980 
HAITI 

rIFICATICN 

Project Name Maternal Child Health/Family Planning
and Ntmber: II, Nmiber 521-0087 

Lcation: 	 Nationwide 

Project Date5. 	 FY 1978 - FY 1981 

Funding Level AID bilateral grant: $1.8 million 
and Sources: AID Title X commdi

ties: $2.1 million 
Republic of Haiti: $3.6 million 

Responsible Offices: 	 Health Officer, USAID/Hiti 

Bureau for Latin America and the 
Caribbean, Office of Development 
Resources, Health and Nutrition 
Division, AID/Washing tn 

Contractor: 	 N: major contractor for the bilateral 
prtion of the grant 

Implementing Agencies: 	 Department of Public Health and 
Population, Division of Family
Hygiene, Republic of Haiti 
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J STATISTICSOUNRY 

Total Population: 5.8 million 

Rural Population: 65% Infant Mortality Rate: 130 

Population Growth Rate: 2.6% Life Expectancy at Birth: 51 

GNP Per Capita: '$260 Adult Literacy Rate: 23% 

SYNOPSIS 

The Maternal Child Health/Family Planning II project trains 
and deploys health workers, renovates dispensaries, supports 
surgical family pi.anning teams as well as family planning and 
health education activities. This is acamlished through support 
of the MCH and Family Planning Program of the Division of Family 
Hygiene. Due in patt to past AID support, the Division of Family 
Hygiene has accumulated invaluable experience in the delivery of 
health services tr, the poor. The new Rural Health Delivery System 
Project can drr- on this experience. 

BAMV 

Health status indicators for Haiti's rural population are 
among the lowest for any population in, the Western Hemisphere. 
While medical and nursing schools in Haiti produce close to 
adequate numbers of physicians and professional nurses, these 
personnel have little inducement to serve in rural areas. 

Institution building has been a chief goal of past and 
present health projects in Haiti. The best example of successful 
institutional support is the Division of Family Hygiene (CHF) 
which is actively supported by AID as well as other international 
donors. According to the AID project paper (p. 29), the DEH 
has:
 

... demonstrated a better technical and managerial capability 
than any other DSPP entity. It uses salary bonuses to attract 
qualified people and to provide effective service. It is a 
well organized institution with good. leadership and a dedi
cated staff who aggressively pursue its goals in a omrdinat
ed manner. 

The importance of DER lies in the rich experience accumulated 
during the last several raears of providing maternal child health 
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and family planning services through a network of clinics, satel
lite units and dispensaries. 

PROJEC DESCRIPICN 

The 	project summarized here is a follow-on project to Mater
nal/Child Health/Family Planning I (number 0071). The present
project continues support for selected DFH activities begun under 
the 	earlier 0071. The goal of this project, besides supporting MCH
health activities, is to increase the number of family planning
acceptors and make more freely available the contraceptives pro
vided throuch AID/Washington's Office of Population (Title X). 

Planned project activities include: 

Training and retraining of up to 540 health agents;
including training of trainers together with expenses and
transportation for trainees and trainers; 

Training courses and supplemental salaries for 170 auxili
ary nurses; 

Renovation, supply and/or maintenance for up to 170 dis
pensaries;
 

• 	 Training courses, transportation and expenses for dis
trict and higher level supervisors; 

• 	 Surgical contraception team salary supplements, expenses
and clinic support; 

Equipment, maintenance and provision of expenses for four 
mobile units and their personnel; and 

• 	 Public education and camunication activities including 7
radio programs, movie projectors and projectionists, aid 1
outreach workers to vxrk with community .organizations. 

U.S. assistance with the above listed activities will total an 
estimated $1.77 million over a three year period. 

DRZMN CN EPREC 

Despite the fact that the project was evaluated in October
1979 (by John Kennedy, M.D. et al.) and its predecessor project
0071 was evaluated (by Sam Wishik and Norine Jewell) in January,
1979, it is difficult to judge how many of the planned activities 
were crred out and what impact the project has had. This may be
due tr the fact thaz evaluators wre given a dual task-to assess
the project's progress and to make reccameidations regarding the
feasibility of a large follow-on Rural Health Delivery Project. Th
do this the evaluation team (Kennedy et al.) focused on the entire
DFB MM/family planning program rather than Au-D's particular 
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contribution to it in this project and its predecessor. in fact, 
the evaluation team probably underestimated the contribution of AID 
to the MCH/family planning program of Haiti as shown by the 
following quote (p.25): 

During the last five years, total foreign assistance to 
MC/FP has been about $6.5 million, with the bulk (about $5 
million) provided by UNFPA and other United Nations agencies.
AID's contribution has been relatively small, averaging about 
$250,000 per year for a total of about $I million. 

Although neither evaluation permits us to track specific
project outputs for the two projects, their more general focus is 
valuable because each evaluation contains considerable information 
on the type of experience DFH gained in delivering basic health and 
family planning services to the poor. These areas of new 
experience are discussed below. 

Public Education 

Although Wishik and Jewell (pp.14-17) focus on the problems of 
the Health Education Section of DFH, it is generally agreed that 
Haiti has an active health education unit that has an impressive
list of acomplishments. For example, the unit has produced four 
film on maternal/child health and family planning and numerous 
articles on health topics for the local press. Twenty basic health 
and family planning messages were produced on cassette tapes for 
use in clinic .aiting rooms. 

The Health Education Section also produces Radio Docteur, a 10 
minute radio program broadcast twice a day six-39y a week. The 
program features dialog in Creole between two actors who assume the 
role of husband and wife, patient and cbctor, or patient and nurse. 
Response to the program is enthusiastic. A survey in one village,
where the program had been heard for several years, showed a clear 
improvement in the level of health knowledge concerning subjects
covered in the radio series. 

Training of Traditional Midwives 

According to the project paper, the Pathfinder Fund was to 
provide $174,000 to ontinue the training and supervision of 
traditional midwives (matrones) in family planning and mother/child
health. This did not occur because, according to a Pathfinder Fund 
representative, family planning was not given a high enough priori
ty in the matrone training curriculum. Wishik and Jewell (p. 13)
believe that the withdrawal of support is unfortunate as the "na
tional midwife training program is highly innovative, has contri
buted greatly to a public support base by bringing traditional 
personnel into the MCH/FP system .... " Matrone training is not 
emphasized in the project paper for the new aural Health Delivery
System project (0091) scheduled to begin in 1980. Nevertheless, 
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the Haitian experience in the training of traditional midwives aiYA 

that training are valuable and worth examination.the results of 
in the new health
Hopefully, the ab3ence of matrone training 


mean that this experience will be lost outsideproject does not 
Haiti.
 

Unrealistic Goals
 

of the project goals was to help increase the number ofOne 
family planning acceptors to 20% of women in the fertile age groups
 

(about 235,000 women) by 1980, compared to an estimatcd 15% of the 
appears impossible to women (about 143,000) in 1978. This target 

reach as more recent DFH figures cited by the evaluation team show 

only 46,000 females as active family planning acceptors in 1978 

women in the fertile age groups). One reason(Less than 5% of the 
for the uneven success of DFH in attracting new family planning 

Kennedy et al. (p. 89-90), is a relativeacceptors, according to 
lack of effective family health care services in clinics.
 

In fact,Family planning carniedities are more than adequate. 
Last two years report an overconsultants visiting Haiti 	 in the 

up 	 wareabundance of coxndomts, cases of which take needed space in 

centers. consultant who visted Haiti in 6houses and health A PAHO 

February 1979, reported: "there is or will shortly be at least a 1 

year supply of condoms in Haiti by the end of 1979." 

Oral Rehydration
 

Over the long term, there 	 is no substitute for -:leari water, 

and improved nutrition for reducing
better sanitation/hygiene 

of infants and young children due to diarrhea. In themortality 

short term, however, the oral rehydration of children suffering 

from diarrhea may save lives. 

areThe Kennedy et al. evaluation team found that DF11 staff 

familiar with the proper preparation and use of Oralyte, an oral 
mostrehydration mixture. However, the consultants note that in 

areas Oralyte packets are only available in snall quantities and 

the most severe cases. This defeats the 
are usually reserved for 
purpose of the program. 	 The evaluation team reccm-ended that 

the early stages of diarrhea to preventhealth staff use Oralyte in 
its progression to severe dehydration, which is often fatal wnen 

associated with malnutrition. 

oral rehydration mixtures
Encouraging the early use of 

in home, orrequires that relatively large amounts be available the 

of Haiti, the feesat least in the community. In some parts 

charged for Oralyte preclude widespread use of the product. 

or a similar mixture must be provided free in a poor
Oralyte 

if it is to be effectively 	 promoted.society such as rural Haiti, 
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Th le nroiect evaluators found many proulems in attemptinq to 
provide low cost health services to tue rural poor in Haiti, there 
are successful asPects of the 'programs ,lnich can serve as mdels 
for expansion of tne rural health care system. Kennedy et al. 
noted tnat DFH nas a uted s'ystem for clinics.jenI supr!visory in 
tnm southern reoion whicn could serve as a nud\el for other regions. 
In son- reqions, especial ly where UNICEF has een supplying 
medicines, the DFH loglrstics and supply system is working well (p. 
u9, Kennedy et aIl.. 

In tne area of health education, training of nurse auxiliaries 
and deployment of comunity health workers, there is much to be 
learned from the Haitian experience. Hopefully, the full range of 
tnis ,e.xperience will iweused in the implementation of the new large 
Rural Health Delivery System Project (0091) beginning in 1980. 
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Sumer 1980 

HAITI
 

IDENTIFICATION 

Project Name Rural Health Delivery System, 
and Number: Number 521-0091 

Location: 	 Nationwide in stages beginning with 
the northern region 

Project Dates: FY 1979 - FY 1983 

Funding Level USAID Grant: $16 million 
and Sources: Government of 

Haiti: $17 million* 

Responsible Offices: Health Officer, USAID/Haiti 

Bureau for Latin America and the 
Caribbean, Office of Development 
Resources, Health and Nutrition 
Division, AIP h shington 

Principal Contractor: 	 Management Sciences for Health
 

Implementing Agencies: 	 Department of Public Health and 
Population, Republic of Haiti
 

*A major proportion will be generated by P.L. 480 Title I 

commodity sales. 
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COUNTRY STATISTICS
 

Total Population: 5.8 million
 

Rural Popdlation: 65% Infant Mortality Rate: 130 

Population Growth Rate: 2.6% Life Expectancy at Birth: 51 

GNP Per Capita: $260 Adult Literacy Rate: 23% 

SYNOPSIS 

The Rural Health Delivery System project will train and 
deploy health workers, build and renovate health centers, purchase
drugs, equipment and vehicles and continue technical assistance to 
the Haitian DepartTnent of Public Health and Population. Although
implementation of this large scale project only began in the 
summer of 1980, previous projects with similar goals suggest the 
type of problems that the new project will encounter. 

BACKGROUND
 

Haiti suffers fron the shortest life expectancy, highest
.nfant mortality and greatest morbidity from contagious diseases 

of any country in the Western Hemisphere. This is especially true 
of the rural poor who have little access to modern medical care. 
In addition the rural poor lack potable water, adequate sanitation 
and adequate nutrition. Poor outrition isespecially common among 
young chilern. 

Since the mid-1970's USAID has helped the Government of Haiti 
to extend health services to underserved rural areas. Sumaries 
of the Maternal Child Health/Family Planning and the Strengthening
Health Services II Projects in this volume outline the important
antecedents for the present large scale Rural Health Delivery 
System (RHDS) project. 

PROJECT DESCRIPTICN 

The goal of the RHDS project is to build a low cost 
nationwide health system by 1985 to provide basic preventive and 
curative medical services for up to 70% of the rural population.
Paramedical personnel (550 auxiliary nurses and 1,500 health 
agents) will be trained to provide services in family planning,
nutrition, and prenatal care, as well as oral rehydration of 
children, treatment of respiratory diseases, and immunizations. 
Paramedics will be trained to collect basic demographic and health 
status information on a regular basis. 
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Besides training and paying the salaries of paramedical
personnel, project funds will be used to build and renovate health 
centers; purchase drugs, equipment and ve'hicles; and provide
technical assistance to the Ministry of Health in health planning
and the management and supervision of the expanded health system. 

The following table shows the projected budget for the 5 year
project period by activity. 

Republic of Haiti 
USAfD Contribution Contribution 

Activity (in U.S. $ millions) (in U.S. $ millions) 

Construction 5.2
 
and renovation
 

Drugs and Vac- 1.0 2.2 
cines
 

EquipTent and 1.4 .3
 
Supplies
 

Vehicles 1.2 1.5 

Personnel 1.6 
 11.5
 

Training 1.8 
 1.3
 

Technical Assis- 2.4 
tance
 

Evaluation .1
 

The table shows that aamost one third of the budget: will be used 
for construction, equipment, vehicles and supplies. The
Government of Haiti will be primarily responsible for personnel
costs, normally the largest expense in a primary health care 
system. Less than 3/10ths of one percent of the budget is 
earmarked for evaluation. 

An inportant goal of the RHDS project is prcmote the 
integration of services of the semiautoncmous units within the 
Ministry of Health which now function as categorical or vertical 
health service programs. For example, the Bureau of Nutrition 
manages nutrition progrm, the Division of Family Hygiene manages
MCH and family planning program, and the National Service for
Er'emic Diseases manages anti-malaria programs-each program with
its own cadre of paramedical field personnel. Integration of
the-e semiautoncmous units, whose automcny derives fran the fact
that they receive funds directly fran a rurber of international 
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donors, will not be easy. Because so many tasks of a primary 
health care worker involve mother and child health, it is the 
Division of Family Hygiene (DFH) responsible for rother/child 
health and family planning in the Department of Public Health and 
Hygiene which may possess the most experience relevant to a 
larger, integrated nationwide primary health care system. In 
fact, the DFH has built up a fund of experience in the training C 
auxiliary nurses, health agents and traditicnal midwives and in 
the fielding and supervising these personnel. Because the larger 
Rural Health Delivery System Project (0091) has only just begun 
implementation, an examination of the experience of r7FH in 
providing mother/child health services may anticipate or reflect 
problem areas which the new larger project may encounter. The 
remainder of this summary reviews those problem areas. 

Possible Problem Areas 

In their October 1979 evaluation of the other/child health 
and family planning of DFH, project consultants Kennedy et al. 
found the training of auxiliary nurses--personnel to be used in 
large numbers in the new project-deficient in skills needed in a 
clinic or field setting. The 9 month curriculum, according to the 
evaluation team, allocates many hours to theory ard practice of 
tasks performed in a hospital setting with insufficient time 
remaining for learning tasks essential to a primary care setting. 

Training Health Agents 

The evaluation team observed health agents working in 
villages. In some cases, the agents appeared to lack a sense of 
what they were supposed to do and failed to establish rapport with 
the villagers they visited. In a rnber of cases the agents 
provided no opportunity for questions or for a discussion of 
health problems - possibly due to insecurity about their level of 
knowledge of the subject. Some villagers questioned the value of 
the agent's work because the agent's niowledge of sickness and 
health seemed only slightly better than their own. 

The evaluation team recomanided that the training of health 
agents be upgraded to emphasize specific practical tasks to he 
performed and not general principles or theory. An effective, 
task-oriented training program would need to rely on models, 
teaching aids, the use of realistic settings likely to be 
encountered by the health agents. 

Health Education 

The M/Family Planning evaluation team observed a widespread 
indifference on the part of more highly trained health 
professionals to the use of health education to promote good 
health and prevent disease. Many of the health professionals 
enployed in the MC/Family Planning program see their role as 
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clinicians -who are needed to treat more severe and complicated
cases which auxiliaries are not qualified to handle. For example,
many of the younger physicians, according to the evaluation team,
regard only severe malnutrition as a disease worthy of theirprofessional attention. They do not perceive the more important
role of recognizing and correcting malnutrition in its earlierstages. They also fail to recognize the need to instruct mothersin such preventive practices as proper child feeding using locally 
grown products.
 

According to the evaluation team, other health personnel also failto perceive childhood malnutrition except in its most severe form.
For example, staff in several facilities reported only anoccasional case of malnutrition despite the fact that a cursory
examination of children in the area revealed that approximately
half the toddlers had some degree of protein-energy malnutrition.Parents became angry, according to staff, when they were toldabout proper feeding of young children using milk, cheese, eggs,meat and fish as protein sources-foods beyond the reach of most
of the rural poor. Health facility staff have aparently not beeninformed of the protein value of locally produced foods such as 
peas and beans. 

88
 



REFERENC
 

Audit Report #1-521-79-4 of the Auditor General on the Health 
Sector. USAID/Haiti. February 7, 1979.
 

Kennedy, Jchn et al., Consultant Report "Evaluation of the Division 
of Family Hygiene's M/Family Planning Program, Haiti." Office 
of Population, rISAID, Washington, D.C. October, 1979. 

Project Grant Agreement between the Republic f Haiti and thJ 
U.S.A. for Rural Health Delivery System Project 521-0091. USAID 
document, June 29, 1979. 

Rural Health Delivery Systems Project Paper. August, i970. 

Ccmnens on first draft by SAD/Haiti. 

Interview:
 

Mark Laskin, R Project Officer, Latin American Bureau, USAID, 
July 14, 1980. 

89
 



Summer 1980 

BONDORAS 

IDE1rIFICATICN 

Project Name 
and Number: Integrated Rural Health Services, 

Number 522-0130 

Location: 	 Nationwide 

Project Dates: 	 FY 1976 - FY 1981 

Funding Level 
and Source: AID grant: $1,296,000
 

Government of
 
Honduras (GOH): $ 857,000
 

Responsible Offices: 	 Health Officer, USAID/Hbnduras 

Bureau for Latin America and the 
Caribbean, Office of Development 
Resources, Health and Nutrition 
Division, AID/Washington 

Long-term Consultants: 	 In the areas of monitoring and 
-va uation
 

Implementing Agencies: 	 Ministry of Health, Division of 
Maternal and Child Health 
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Oa0NTRY STATISTICS 

Total Population: 3.8 million
 

Rural Population: 64% Infant Mbrtality Rate: 103 

Population Growth Rate: 3.5% Life Expectancy at Birth: 57 

GNP Per Capita: $480 Niult Literacy Rate: 57% 

SYNOPSIS
 

Honduras' rural health outreach system has undergone a steady 
evolution 3ince its beginning in 1974. According to a 1980 health 
sector assessment, GOH comnitmnent and support are strong, and 
serious efforts are being made to shift from a vertical, hospital 
orientation to one emphasizing integrated basic health care. MOH 
statistics clearly indicate that coverage has increased and the 
number of consultations given at rural health facilities has grown 
since the project began. This project has made an important con
tribution by supporting the crucial first steps in establishing a 
system for training the paramedical personnel who form the founda
tion of the primary health care system. 

BAFX;KJM~ 

The rural poor of Honduras (an estimated 2 million people 
54% of Hbnduras' population) suffer from many health conditions 
common in the developing world. An annual per capita rural income 
of $65, derived almost entirely from agriculture, does not begin to 
cover basic food, shelter and clothing needs. A complicating fac
tor is one of the highest population growth rates in Latin America. 
Lack of health-related information, limited access to health care, 
an unfavorable home environment, and lack of education and money 
all restrict health improvements. 

GOH policy reflects an awareness of these problems and a 
serious attempt to deal with them. As part of a broad rural devel
opment effort, the 1974-78 and 1979-83 National Health Plans have 
emphasized low cost, comprehensive health coverage for the rural 
poor, with special emphasis on maternal-child health (MCH), disease 
prevention, health education, water and sanitation and vector con
trol. 

In 1974 the MOH began its Rural Penetration Program to bring a 
basic community health care delivery system to rural areas. The 
program is designed to increase rural health coverage using a pyra
midal system with volunteer community health workers at the base, 
with care advancing in complexity through levels of health posts 
with auxiliary nurses (CESARs), health centers with physicians 
(CESAMOs), emergency hospital centers (CHEs), regional hospitals 
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and national hospitals.* 

This project is part of a larger effort comprising severalprojects or ocponents funded by AID and other donors as well as 
the GOB.
 

Related i.ID projects are assisting health planning/management,
health education, nutrition, rural water and sanitation, and sup
plementary feeding program using PL-480 Title II foodstuffs. A$1( million health sector loan/grant is now under consideration to as ist Honduras' health care system through support for health
technologies, logistics and maintenance, planning and management,
and human resources development and supervision. 

Other major donors include the Inter-American Development Bank(IDB), which has provided loans for construction and iimprovement ofhealth care facilities ($14 million for 10 new hospitals and 235rural health posts, 1976-81). Through studies and training, thePan American Health Organization (PAHO) is providing short-tem
ted.ical assistance on specific problems. The United Nations
Development Program and the United Nations Fund for Population
Activities are supporting the Ministry's MC services. Water and
sanitation projects are being supported by several organizations,
including the European Economic Community (EEC), UNICZF, the Swiss 
government, Foster Parents Plan and CARE. 

PRWBCT DESCRIny= 

The current project supports the MOH's Rural Penetration Program by develcping the Ministry's capability for training paramed
ical workers. AID funding covers construction and equipping ofthree training centers; training costs, including partial per diem
for trainees and instructors; evaluation costs; teaching and
service materials and and technicalequipment; assistance. 

The project purpose is to increase the capacity of the MVH totr. , paramedical personnel (auxiliary muses, community health
workers and empirical midwives) necessary to effectively deliver 
integrated basic health services. 

The major outputs** include three training centers for auxiliaries; trained auxiliary nurses, cmmunity health workers and midwives; limited funds for central staff visits to other RHDS systems
or seminars; and strengthening of supervision and evaluation 
systems.
 

*As of 1978 there were 379 CESARs, 76 CESAMOs, 7 CaEs, 6 regional
 
hospitals and 3 national hospitals.
 

*Taken from the 1979 evaluation and the 1978 and 1979 project 
agreements. 

92 



The Rural Penetration Program is unusual in both the variety 
of paramedical workers and the divison of responsibilities among 
them. here are five types of paraprofessionals: 

1) 	 The auxiliary nurse (now called health auxiliary) is found 
thoughout the system, but plays the most essential role in 
staffing the CESAR (rural health post), which provides 
health care to communities of under 3,000 persons. The 
auxiliary receives ten months of training and provides
both simple curative and preventive services (health edu
cation, MCH and family planning, vaccinations), makes 
referrals to other levels, and oversees and supplies the 
community workers. The auxiliary is an employee of the 
MCH. Almost all are female. 

2) 	 The health promoter, usually male, is also an MOH employee 
assigned to a CESAR, and is responsible for initiating 
community participation and implementing community water 
and waste disposal projects. The promoter organizes 
health committees in surrounding communities, each of 
which elects a health representative. (Promoter training 
is supported by other programs, particularly environmental 
sanitation.) 

3) 	 The health representative, usually a male, is a volunteer 
community leader trained in a six-day course by the health 
pramter and auxiliary in motivation techniques and com
munity organization. The represp. ative then works with 
the promoter to improve envirornntal sanitation and to 
praoote community gardens axzv hoe improvements. The 
representative's primary duty is to encourage his communi
ty to elect a health guardian. 

4) The guardian is a volunteer who provides services directly 
to individuals. Gardians receive six days of training 
frm the auxiliary or other area personnel, to prepare
them to treat simple diarrhea, colds and parasites and to 
provide first aid. More cmplicated cases are supposed to 
be referred to the auxiliary. Guardians are also trained 
to give well-baby advice and health and nutrition 
education. !bst guardians are males. 

5) 	 Empirical midwives (all females) are recruited by the 
health representative and guardian; tney are then trained 
in a six-day course designed to upgrade their skills and 
encourage them to link up with the health post by report
ing their activities ir prenatal care, birth attendance, 
postnatal care and well-baby and family planning refer
rals. 
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The CESAR links the informal health system discussed abovewith the forrmLl system of CESAM~s and hospitals providing more
complex care. 

Three training centers, iocated in Tegucigalpa, San Pedro Sulaand Choluteca, train health auxiliaries using a special curriculumdesigned to prepare them for independent work in CESARs. Trainingis done by nurses with .ospital and rui-al health experience. Thecriginal w'oject design included U.S. training in MCH and familyplanning fcr a o7.-jup of 30 graduate nurses, who would become theinstructors for the auxiliaries. Same of these nurses were trainedbefore the design was changed to de-emphasize family planning;there is no information on how many are still serving as instructors. Other instructors have received no special training. Thevolunteer ollmlnity workers are trained at the CESAR level (70%), atCESAMOs (25%), and hospitals (5%). The training curriculum forvolunteers has been developed independently in each region. Trainingis done by auxiliaries and registered nurses with no formal teacher 
training. 

DUfL ATICN EXPERIEmC 
The following chart describes the project status as of the dates 

indicated.
 

ClSrPUTS STA=tS 

1.Construction of 3 training 1. 3 built and operational (I bycenters (1978). 
 1978, 1 in 1979, 1 in 1980.)*
 

2. 900 auxiliaries trained 
 2. 560 trained by end of 1979
(1981). 
 (270 to be trained in 1980.)*
 

3. 4,000 midwives trained (1981). 
 3. 2,997 trained.**
 

4. 5,000 community health workers 
 4. 2,542 trained*" (about 2/3
trained (health representa-
 guardians, 1/3 representa
tives and guardians) (1981). tives). 

The construction of the three training centers was delayed for 2years due to contracting and construction difficulties. Centers arenow operating in Choluteca, San Pedro Sula and Tegucigalpa (just completed). Training of auxiliary nurses has gone more slowly thanplanned because of the delay in opening the training centers, as well as delays in DB-funded hospital construction. 

While the 1979 Project Evaluation Summary (PES) indicates thatthe project is basically on schedule, with the above-entioned delays 

*Source - USAID Health Officer 
**Source - Health Sector I Project Paper, June 30, 1980 p.9 
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and shortfalls, the project's focus has changed dramatically since its 
beginnings. As originally designed, the project emphasized the exten
sion of family planning information and services (along with maternal/ 
child care) as the major cbjective of the rural outreach program. As 
a result of political and religious pressure in Honduras, the family 
plarning emphasis was dropped (1977-78), and the project was refocused 
on primary health care. There is still some family planning for health 
reasons, but it is de-erphasized in both training and implementation. 
Pcilation funding has been dropped. Consequently, total AID funding 
was reduced from the original $ .027,000 to the current $1,296,000.* 
Family planning is now being supported by AID indirectly through 
private organizations rather than through direct funding. Family 
planning is also supported by other organizations. Access to family 
planning is not restricted, but it is not openly promoted by the GOB. 
MOB family planning activities are undertaken for health, not 
demographi -: reasons, due to political and strategic factors, 
particule%.'! a desire to maintain or increase Honduras' population 
along the Honduras-E1 Salvador border. 

Other design changes include an increase in the number of commni
ty health workers and decreases in the number of training centers from 
six to three, in the number of auxiliaries, aid in the length of their 
training fran one or two months to ae week.*
 

Problem areas described by the 1978 special evaluation include 
the need to. improve training course content and methodology, parti
cularly withi regard to supervision of community health workers by 
auxiliaries. The evaluation also noted the need to assign priorities 
to the skills taught ommunity workers, so that the most important 
skills are taught through intensive repetition until mastered. It was 
suggested that a local fund derived fran minimal drug fees could be 
useful for purchasing supplies and covering per diem when the MOB 
logistic system fails, as it frequently does. This suggestion has not 
been implemented, nor are there any plans for charging for drugs 
because the MM is not set up administratively to handle such a system. 
A recommendation was also node to have a newsletter to provide incen
tiv. for volunteers by reporting their activities as well as general 
health information. 

The 1979 evaluation noted the need to strengthen and expand the 
supervision of rural health workers; to provide rOre effective training 
in developing community participation; and to give increased attention 
to evaluating the effectiveness of extended rural coverage and the 
training carried out. The 1980 evaluation has been somewhat delayed; 
it should be done in September/October 1980. 

*Changes in project design were pieced together from sources listed 
under "References." 
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The most recent information available* indicates that the 
auxillary training curriculum still needs more em.hasis on 
developing nonclinical skills, particularly supervision and training
of ccminity health workers, fostering community participation and 
pract ion of improved health practices, such as nutrition. Clinical 
training appears to be satisfactory. 

The health sector assessment notes the need for further training
of community-level workers. The initial six-day training period was 
established to allow wider rural coverage, on the assumption that 
periodic retraining would reinforce and extend initial training. In 
fact, however, only about one in four of' these community-level work
ers has received any retraining (an additional three days). This 
partially explains why only about 40% of the volunteers originally
trained are still functioning within the MOB system (others may
still be functioning informally). 

Other factors which have contributed to volunteer dropout are 
lack of financial incentives, support such as supplies, per diems, 
equilment, adequate supervision, and recognition. The volunteers 
currently receive only supplies (samewhat irregularly). Expenses
incurred in attending continuing education corsas or scheduled 
monthly meetings with the auxiliary at the CESAR are not corered 
(per diem is paid only during initial training). Consequently,
atterdance is low at monthly meetings which compounds supervision
deficiencies, since these meetings are intended to provide 
technical support. 

According to a 1980 anthropological study, the lack of finan
cial incentives has been a major problem and has contributed to the 
high dropout rate: "The idea of voluntary service is foreign to 
the culture and everyone knows and accepts that no one at any level 
works without pay or some other form of ompensation." At present
there is no provision for community financing of volunteer workers, 
nor is charging for medicines or services permitted by current 
government regulations. 

Recognition is equally important for unsialaried workers. 
Presently, the community workers receive little, from either MOH 
personnel or the ommunity. There is still widespread lack of 
understanding by nurses and physicians of the role and importance 
of coxmunity workers. The rural population is not yet aware of the 
benefits to be gained from the preventive and proctional activi
ties of community health workers. Both groups need to be made more 
aware of the role of these new health workers. 

The sexual divisions among the various categories of paramedi
cal workers follow traditional cultural norms and appear to work 

*Sources: Health Sector Assessment (HSA), Health Sector I Project 
Paper, interviews with project officers. 
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reasonably well, although some effectiveness is lost by such rigid 
division of jcbs by sex. There are some difficulties in active 
supervision of community workers and in community outreach by 
auxiliaries because of culturally-imposed restrictions on female 
mobility-auxiliaries tend to remain at health posts passively
waiting for patients rather than undertaking active promotional
activities. It is also very difficult for male health guardians t 
advise women on maternal/child health, especially fanily planning. 

According to a 1981 study of the project, there has been an 
increasing tendency toward use of female health workers because 
they are more likely n work without omnpensation, and because they 
are more accessible than males. Nbn are often away from home 
working in the fields, and are not available to provide medical 
care; women, on the other hand, tend to stay at home. The study
also reported that, because of the work patterns, it was often the 
wife, rather than the trained health worker, who ended up providing 
the health care. 

The Fealth Sector I Loan/Grant (522-0153) currently being
considered has been designed to remedy some of the problems 
encountered during the current project. If irnplemented as planned,
it will provide continuing education for community workers (who
will receive -mall per diem payments) both through formal training 
programs and less formal education through mass media. The media 
will be programmed to provide reognition of health worker accom
plishments and community projects, as well as augment community
health education efforts. The project also will support training 
for instructors in educational techniques, public health education 
for MOH personnel, and training and logistical support for supervi
sors. 

Another positive step in the continuing development of the 
health care system has just been taken: in August 1980 the MOH, 
with PAIf support, held a one-week seminar in village health worker 
task analysis, to discuss and rationalize task responsibilities. 
Results are ot yet kown but should be noted in the next update on 
this project. 
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Summer 1981 
JAICA 

Project Name Health Improvement of Young Children,
and Number: Number 532-0040 

Location: Nationwide (originally just Cornwall 
County-250,000 people) 

Project Dates: EY 1976 - FY 1978
 

Funding Level and 
and Sources: AID: $375,000 (grant) 

Responsible Offices: Health Officer, USAID/Jamaica 

Bureau for Latin America and the 
Caribbean, Office of Development
Resources, Health and Nutrition 
Division, AID/Washington 

Principal Contractor: Johns Hopkins University (JHU) 

Implementing Agency: Ministry of Health and Environmental 
Control/Government of Jamaica (GOJ) 

CCN SnATISICS 

Total Population: 2.2 million 

Rural Population: 50% Infant Mortality Rate: 15 

Population Growth Rate: 2.2% Life Expectancy at Birth: 70 

G4P Per Capita: $1,110 Adult Literacy Rate: 86% 

SYNOPSIS 

Between its oonception and its planned termination, the Health
Improvement for Young Children project went through a number ofchanges. Initially the program cormponents included task analysesof various personnel types, continuing education for health team
members, health management improvement, and evaluation. !*vver,decisions made by the GOJ, as well as by AID and J-b - HopkinsUniversity, resulted in a project which focused a. continuing
education. Although the project's scope was significantly reducedduring the project life, there were marked achievements in the area
that remained. 
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The island of Jamaica is beset with health problems common to 
both industrialized nations and developing countries. The princi
pal causes of mortality are diseases of the heart and circulatory 
system and malignant neoplasn, followed by pneumonia, and diarrheal 
diseases. In addition, a myriad of socioeconomic problem, 
including a huge poor class and a high unemployment rate, 
contribute to Jamaica's health prcblems. Nutritional deficiencies 
and inadequate maternal and child health care are major factors 
affecting the health of children under five. More specifically, 
malnutrition contributes directly or indirectly to 60-85% of the 
deaths awong children between six months and two ye-ars. Adding to 
these problems is the fact that eighty percent of Jamaica's 
physicians practice in urban areas; consequently, the rural 
population which is 55% of the total, is served by only 20% of the 
available cbctors. 

Since the late 1960's, however, the GOJ, through the Ministry 
of Health and Enviromrental Control (MOHEC), has been working t 
extend basic heae',h care to rural cmmunities through the services 
of o munity health aides (CIAs). An experimental program to train 
CHAs was begun in 1967 by the University of the Wst Indies. 
Simultaneously, Cornell Univrsity, at the invitation of MOREC, 
initiated a project inteneed to reduce malnutrition in young 
children through outreach services. CRAs were trained t provide 
the necessary services. The CHI program gradually expanded and was 
felt to be successful. By the mid-1970s, approximately 1000 CHAs 
had been trained and deployed. Mortality and malnutrition rates 
were reduced. Consequently, the MOHEc decided to further develop 
and expand community heal'i services by providing primary health 
care at the CFA level, backed by supervision by and referral to 
other members of the axmmnity health team. The Health Improvement 
of Young Children project was designed to be cne axtp:nent of the 
GOJ's amprehensive, new health plan. 

PRWT DESCRIPTION 

In addition bu building upon the Cornell nutrition and tWI CER 
programs, the Health Improvement of Young Children project was 
designed to omplement a World Bank Loan to Jamaica for building 
and equipping 56 new health centers throughout Cornwall County. 

From the beginning, it was recognized that because of the 
health manpower shortage in Jamaica and the unstable economic situ
ation, the only means of implementing the project would be to 
retrain current staff. Thus, a program of continuing education for 
approximately 8G0 health and support personnel became the project's 
key element. 

Originally, the Health Improvement of Young Children project 
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was designed as a pilot project (in Cornwall Couty) for the new 
direction of the Jamaican health delivery system. During the 16 
months between the signing of the project agreement and the effec
tive date of the contract with JHU, however, the GOJ determined 
that training functions should be centralized and coordinated in 
the MOHEC training unit and that it was not advisable to attempt 
decentralization at the regional level. 

Two consultants recruited by JHU went to Jamaica to assist the 
project's training activities. One consultant worked with the 
Chief of the Training Branch (MOHEC) and training coordinators in 
each parish to identify training need and to develop training pro
grams. Due to a compromise between C<0J, AID, and JHU, the other 
consultant was assiqned to assist the Cornwall County Health Admin
istrator in implementing the actual retraining of health care oro
viders. 

The first phase of continuing education began in 1978. A 
county committee composed of 25 public health n :ses, public health 
inspectors, health educators and nutritionists was organized and 
met monthly to determine what topics needed to be included in the 
retraining program. The result of these discussions was a series 
of 2 day workshops for 15-22 health team members. Workshops were 
held throuqhout the 5 parishes in Cornwall CLunty so that a maximum 
number of health team members could participate. In addition, 
trainees were able to come daily by local transportation 
(participants were given food as well as a travel allowance). In 
the 6 month course, April through October of 1978, 29 workshops 
were held which 687 health team meners attended. Emergency
primary care and a general knowledge of government policies 
regarding health care were the areas of concentration in the first 
2 day session. Later workshops dealt with family planning, 
sexually transmitted diseases, gastroenteritis, and record 
keeping. 

IMPLREYUNATICN EXPERIENCE 

The final report issued by JHU is titled, Development of A Low 
Cost In-Service Trainina Proqram for PHC Workers in Cornwall 
County, Jamaica, a more appropriate title than the Health Improve
ment of Young Children. Four contracts were written in the course 
of the project, though only two were actually siqned, reflectina 
the numerous substantive changes in the project plans that occurred 
for both philosophical and financial reasons. A manaqeent compon
ent and an evaluation component, including a functional analysis, 
were all eliminated from the project over the course of its three 
year life. In addition, the fact that centralization rather than 
decentralization became a goal greatly altered the roles of the 
consultants and the project plans. 
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The inservice trainini roramn in Cornwall County was a suc
cessful effort. Almost every el iq ible heal th team member 
participated in the workshors. Also, ever time, the parish 
training teams becamne more formalized, gained confidence, and 
establ ished an on-aomn m_yntim. A very specific product of the 
trainina is The Casebook of Guidelines for In-service Training of 
Primary Health Care Teams, written by the JHU advisor in Cornwall 
County. Very tnorouqh and useful, the document represents a 
synthesis of experience to provide ouidance for those who will be 
continuina inservice activities in Jamaica and for those who want 
to Lnitiate such activities in another county and cultural setting. 
Nonetheless, the trainin' prooram was not free of prcble:ns. Amonq 
the most critical is that -o position for a primary care inservice 
training cx)ordinator was ,e eloped. Ideally that person would have 
worked with the aivisor for at least a year before taking over her 
Posi tion. 

The fact that -t times funds desiqnated for the workshops were 
not unmediately available also handicapped the inservice training 
program. (The minimum cost of a two day inservice training session 
was $4.94/person.) As a result, there were shortages of materials 
and supplies needed for the training workshops. Indirectly related 
to fundinq problems was the non-official post of parish inservice 
trainino officers. 7hey received neither a stipend nor additional 
reimbursements for efforts above their normal activities, even 
though they were expected to participate in the planning, 
development, and implementation of in-servie training programs. 
At the local level the training committee dur.nq the course of its 
monthly meetings encountered a number of administrative issues and 
problems. In response to these dilemmas, Wow,er, problem solving 
teams wre developed which made visits to varicus districts within 
each parish to work out improved management processes. 

The JHU consultant who was working at the ministry level as
sisted members of the Training Branch in planning workshops and 
seminars and planning for the develorment of manuals. Many of 
these efforts are not yet completed. A number of issues impeded 
progress: (1) the JHU Consultant never had a clear idea of what 
his resoonsibilities ware; (2) because of limited funds for travel, 
he was not able to have frequent collaboration with the JHU consul
tant in Cornwall County, although the two of them needed to be in 
frequent communication; (3) a shortage of mancower and materials, 
the training brand was unable to do planninq and evaluation; (4) 
althotnh the training branch is within MY-EC, there are no official 
costs for training within the M-inistry; consequently, training 
coordinators within the parishes actually have no official position 
within the MOMEC. Also, the Training Branch is not seen as being 
the central coordinating point for training within the Ministry. 
Different program areas with MOHEC plan and implement their own 
training programs so there are problems of coordination and dupli
cation. 
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Sumer 1980 

NICUYMm
 

IlETfIFICATICN 

Project Name 	 Rural Community Health Services 
and Number: 	 (PRACS), Number 524-0110
 

Location: 45 villages inRegion V, northeast
 

of Managua 

Project Dates: 	 FY 1976 - FY 1980
 

funding Level 
and Source: 	 Grant: 
 $385,000
 

Government of 
Nicaragua (GCN): $268,000 

Comunities: $ 78,000 

Responsible Offices: 
 Health Officer, USAID/Nicaragua
 

Bureau for Latin America and the
 
Caribbean, Office of Develcpment

Resources, Health and Nutrition
 
Division, AID/Washingtan
 

Consultants: 	 Long-tem consultant as field
 
-couodinator; several short-tem
 
consultants
 

Implementing Agencies: 	 Ministry of Public Health,
 
Division of Health Education
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COUNTW STATISTIC 

Total Population 2.6 million 

Rural Population: 47% Infant Mortality Rate: 122 

Population Growth Rate: 3.4% Life Expectancy at Birth: 55 

GNP Per Capita: $840 Adult Literacy Rate: 57% 

SYNOPSIS 

The USAID-supported Rural Health Comunity Action Program is a 
successful model for involving commities in their own health 
inprovement. The project trained rural health workers to provide 
services, and established community health committees to both 
participate in the overall program and execute community-selected 
health projects. Many project goals were either met or surpassed. 
The project, begun in 1976, was active in selected regions of 
Nicaragua until activities ceased in 1979 due to political 
turmoil. 

BACKMCD 

Nicaragua's people suffer from health conditions typical in 
developing countries-excessive morbidity and mrtality as a 
consequence of enteritis, communicable diseases, malnutrition and 
malaria. The high infant mortality rate (estimated at close to 
200/1000 in rural areas), life expectancy of 55 years, and other 
indices of health are worse than expected in a country with a per 
capita income of nearly $1000. This situation reflects the unequal 
distribution of wealth as well as the inadequacy of health 
services. 

In the late 1960s and early 1970s, LEAID supported two major 
health programs, one to establish a network of mobile health units 
(including boats), and one to construct a network of over a hundred 
rural health centers. Though in place by the mid-1970s, these 
facilities had a minimal impact on people's health, due to poor 
management, inadequate logistics, low drug and equipnent 
availability, poor staff motivation, etc. Health centers were 
extremely underutilized, and mobile units frequently broke down. 

In :Ie mid 1970s, following information supplied by a health 
sector assessment, USAID decided to support a series of health 
programs aimed. at giving comprehensive support to health sector 
institutions, at the same time stimulating extensive community 
involvement. The Rural Community Health Services grant constituted 
a significant contribution toward this effort. 

The political environment in which these activities unfolded is 
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noteworthy. Attacks and strikes against the Samoza regime that
began in October of 1977 broke out in open civil war in September
1978 and May-July 1979, when the Sandinista government came to pow
er. This civil strife caused great disruption to all governmentprograms, as government vehicles and offices were attacked, and many
workers were summarily fired when their less than total support of
Samoza was suspected. AID's health projects must, therefore, be 
considered in this context. 

k"!AET DESCRIMCIN 

This project intended to develop a cmmiunity-supported primary
health care model for Nicaragua, as well as prepare a group of
trained and experienced health educators in the process. The pro
gran (called PRACS, Rural Health Community Action Program) was ad
ministered by the Health Education Division, one of the best managed
units of the Nicaraguan Ministry of Health. 

The main objectives of the integrated rural health system were 
the following: 

train health educators to organize community health commit
tees, supervise community level health workers (rural health 
collaborators), and assist the committees and col
laborators in improving commumity health; 

train rural health collaborators to deliver basic
preventive and curative health services in rural areas; 

establish a oamminity health committee in each target cmn
munity to support local health activities; 

undertake individlual and group preventive health education
activities, supped by scheduled radio lessons (listened to
and discussed by groups of people called together by health 
educators or collabotators); 

redesign the curriculum for health educators and strengthen
the curriculw for rural health collaborators; and 

improve the administrative support system for rural health 

health committees to attend two-ionth in basic medicine and 

progrs, including coordination between relevant CON 
agencies 

Rural health collaborators were selected by local village 
a curse 

community organization. Criteria for selection included literacy.
Preference was given to women and to traditional health workers.
The collaborators were not paid a salary, although the issue of fi
nancial tnxentives arose soon after they were in the field. Collaborators provided preventive and simple curative health services,
cordinated actions of health agencies, and assisted ormmunity co

•mittees in detecting local health problem and initiating collective 
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solutions. 

Comunity health committees conducted an analysis of health 
problems and resources in each cminity; undertook community action 
projects (wells, latrines, heal th post gardens, vaccination 
campaigns, etc.) which enlisted the participation of many citizens;
and participated in quarterly and annual evaluation meeting on the 
community health program. Health educators and local health center 
staffs provideo technical and administrative support to the collabo
rators and committees. 

The basic coordinating elements for the MOH were rural health 
educators trained by the project to activate and supervise the 
health comittees, collaborators, and community projects. They
promoted the initial formation of village health a:xmittees and the 
collective establishment of community health plans. Educators also 
advised CHCs on obtaining econonic and technical resources; and they
offered health education through radio program. 

0mmon project activities aimed at irproving nutritional status 
were the promotion of family and school vegetable gardens, and the 
organization of mothers clubs to educate nrmbers in food handling
and preparation. Health promoters gave special emphasis to 
encouraging breastfeeding. Fertile age ard pregnant wonen were 
identified and offered prenatal, delivery, and postnatal assistance 
and education. 

Until project activities were halted by politicai everts in 
1979, substantial progress had been made. The first class of 
approximately 20 health educators and many collaborators were in the 
field and working. Additional training and project expansion into 
new villages was underway. 

By stimulating significant community participation and 
decision-raking as part of a regional health program (particularly
under an authoritarian government), FRACS was becoming a rnteworthy
model for rural health .iprOvement in Latin America. tbnetheless, 
problarts emerged. ien th, program was about to complete training
activities in the initial project area (Esteli), the staff realized 
that the pramters, CHCs, and health educators had been working too 
independently of the Ministry of Health's district health centers. 
A special program was subsequently devised to involve other Minis ry
personnel and to open regular communication between them and the 
communities. 

The radiophonic school proved to be an effective method of 
transmitting health iniormation, though only after some design and 
methodological inadequacies (including the lack of adequate
pretesting) were corrected. 
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The main factors contributing to this project's success would 
seem to be competent project and AM) staff combined with well-plan
ned community participation. PRACS is an example of the infrequent 
centrally-planned project that encourages genuine community input 
and decision-making. However, because of the political disruptions, 
the long-term effectiveness of this model for Nicaragua could not be 
proven. 
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Summer 1980 

NICARAGUA 

IDERMIFICATICN 

Project Name 
and Number: Rural Health Services, 

Number 524-0126 (loan) 

Rural Health Institutional 
Development, Number 524-0014 
(grant) 

Location: 	 The rural poor in Regions II and 
IV (south and northeast of 
Managua) 

Project Dates: 	 EY 1976 - FY 1980 (grant) 
FY 1976 - FY 1978 (loan)
 

Funding Level 
and Surce: AID Grant: $472,000 

AID Loan: $5,000,000 

World Bank loan for PLANSAR in
 

other regions, PAHO consultants 

Responsible Offices: 	 Health Officer, USAID/Nicaragua
 

Bureau for Latin America and the 
Caribbean, Office of Development 
Resources, Health and Nutrition 
Division, AID/Washington 

Consultants: 	 Long-term consultant on hospital 
equipment maintenance; several 
short-term consultants 

Implementing Agencies: 	 Ministry of Public Health (MOH) 
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C1T1 STATISTICS 

Total Population: 2.6 million
 

Rural Population: 49% (1980) Infant Mortality Rate: 122 (1977)
 

Population Growth Rate: 3.1% Life Expectancy at Birth: 55 (1978)
 

GNP Per Capita: $840 (1978) Adult Literacy Rate: 50% (1979) 

SYNOPSIS 

The Rural Health Services Loan is an ambitious project to 
strengthen the Nicaraguan . Jvernment's ability to deliver health 
services by stimulating community health improvement projects in 300 
comunities, training multiple levels of health personnel, and 
creating more effective hospital care to receive referrals from lower 
levels of care. The program experienced both successes and problem 
before being called to a halt by political changes in 1979 and after 
the Frente Sandinista gained control of the governnent. 

The background information for this project may be found in 
the previous project summary. The loan and grant described here 
support a series of health programs aimed at giving comprehensive 
support to Nicaragua's health sector. 

PROJ= DSIRIFTT 

The Rural Health Services Project consists of three main 
components: tural community action, human resources develcpment 
and a referral system development. The various copnents of this 

ambitious health development plan started off at different rates of 

success. However, because of political turmoil and the change in 
government, all phases of this project were susended in 1979. AID 
negotiations with the new national government have moved slowly: at 
present activities are mostly at a standstill. This synopsis de

scribes the original activities financed by the loan and the changes 

which the new .movert of Nicaragua would like o make in the focus 
and scope of the loan program As of this writing the Gcrerrmenc of 
Natinal Recoxvtructin (GR) is reviewing the amerxatory loan agree
ment. The Institutional Development grart activities will also be 

described. 

Compnent I - Rural Community Action 

The original objective of this component was to improve rural 
health conditions in selected regions of the country with a combined 
population of 160,000 by: (1) using health educators/camimity 
organizers trained under the Rural Community Health Services Project 
(524-0110) to educate and organize communities, which select their 
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own health workers, called rural collaborators, to be trained by the
project; and by (2) providing technical assistance and contributing
some materials for community improvement projects, chiefly wells,

latrines and immunizations.
 

Despite innumerable difficulties, including severe civil stxife
in areas of this project, PEANSAR (the implementing agency) has
continued to move forward. It has organized 150 communities
(average of population of 250), constructed nearly 15,000 latrines
in 121 cmmunities, and completed 79 community water systems. For

these projects, PLANSAR provided materials and technical assistance,

and the community residents contributed their labor. The Project
paper calculates that community resources to be mobilized for these
projects would cover 10% of project costs. The community health 
comnittee has responsibility assuming proper use andfor the main
tenance of these facilities. 

Component II - Human Resources Development 

This component supports the training of community-level health 
promoters, midwives, auxiliary nurses and other oftypes health 
manpower. The principal outputs are Lhe construction of a NationalHealth School (NES) and as~ciated mobile teaching units; appoint
ment of a director and staff; curriculum development for the school;
and establishment of a continuing education program for various
 
categories of health personnel.
 

Long delays in purchasing land for the NHS limited the 
progress of thiis component, though curriculum development is
 
well-advanced.
 

The Ministry is committed to the use of mid-level practi
tioners for rural services and plans to invest the funds remaining in
Component II into the construction of a "polytechnical" health school
in Managua and a subsidiary training center in Bluefields. At the
polytechnical school trainthe Ministry will 10-14 different categories
of health auxiliaries and technicians while the Bluefields school will
be limited to training auxiliary nurses and health pramters.
Finai.cing for scholarships, curricula develop. nt, teaching materials
and teacher training will be provided by other ionor agencies such as 
PAHO.
 

Component III - Referral System 

The objectives of this component include the ofdevelopment a
preventive maintenance system for health facilities, and the pur
chase of equipment for selected hospitals. This component isdesigned to develop the capacity of the Ministry of Health to repair
and maintain essential hardware located in government hospitals and 
clinics. Tl accomplish this goal, the loan financed the construc
tion of 7 regional maintenance centers, the training of technicians,
the procurement of tools and equipment and other activi ties to
strengthen the hierarchy of maintenance services. The Central
Maintenance Complex has been and will continue to be supported as a 
center for specialized (tertiary) repairs and maintenance, central 
warehouse and site for training technicians in the repair and 
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intenance of hospital equipment. Regional subcenters provide 
.co d-tier maintenance and repair services and are staffed by 

permanent technicians and consulting technicians fran the Central 
Maintenance Complex. Any repair and maintenance work which cannot be 
handled by the hospital-based repairman is oumunicatad to the regional 
center where a decision is node regarding the site, type of technician 
and spare parts or tools needed for the job. Under the new program, 
AID will equip five regional subcenters, 212 hospital-based maintenance 
shops and the procurement of vehicles. 

Institutional Develocment Grant 

This grant was to ompleent the loan coupnxents of the bhral 
Health Services Project and expand upon them by supporting manaq_.
ment development, an information system and program planning capaci
ty; developing skills in emeigency care, MCH and radiologicl 
diagnostic techniques; and establishing of continuing education 
program for the health sector. In mid-1978 an innovative rural 
health evaluation project cmponent of $90,000 was funded under the 
same grant No. 524-0114. However, due to the changing priorities 
which arose after the revolution, these funds were reprogrammed for 
emergency procurement and services. 

ONE 

An unusually oxmplex package, this Rural Health Services/ 
Institutional Development project has advanced toward many of its 
goals. Nevertheless, there have been some problems in planning and 
managing the project. Before activities were suspended due to civil 
strife, Component I (which most directly benefits the rural poor) was 
prcgressing satisfactorily, and Component III (which least benefits the 
rural poor directly) was encountering problems. Serious delays in 
contracting for techical advisory services slowed down implelentation 
of the project and forced postponement of an evaluation scheduled for 
June 1977. 

In February 1979, an AID consultant visited these projects and 
reported on thei- status. The following chart summrizes his 
findings. 

CMM EN Pro=ZC STUX 

OMPCNERT I: Rural Community Action 

1. Organization of aommunities 
for comunity action (300) by
 
end of 1980
 

*Source: Kenneth R. Farr (consultant report), 3-1-79. 
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rUSTAS 

a. Develop PLANSAR staff of 
educators and promoters to 
organize caomittees 

a. PLANSAR has a paid staff 
of 4 health educators and 15 
pra, ters 

b. 

c. 

Organize CHCs and plan 
camnity projects
Incorporate the community
health collaborators from 
PRACS* L-o PLANSAR 

b. 

c. 

50 comnities organized 

45 collaborators now work
ing in PLANSAR communities 

2. 	Construction, cration and 
maintenance of watt'r systems
and latrines in rura. comuni
ties of 50-800 people. 

a. 	 Construct 1-11,000 latrines a. 14,858 latrines in 121 
by 	December 1980 communities built by
 

December 1980
b. 	 Construct water s stem for b. 79 communities have water 

300 crmunities d * over 240 systems completed 
people each by 190 

c. 	 Maintain ccnmuitv water c. No information. 
systes in operating con
diticn.
 

3. 	 Immiltizaticn program in rural 3. No information. 

owmnities 

CCMPN~ I!:: Develcoment of Human Resources for Health 

1. 	Construct a National Health 1. Site selected; land 
School 	 surveyed; Government
 

budget aroved 

2. 	 Draw up curricula for differ- 2. Drafts campleted and being 
ent health personnel revised 
(not included in reformulated 
loan program) 

3. 	 Hold continuing education 
courses 
a. 	 For health executives a. First one held in 1978 
b. 	 On emergency and intensive b. Coordination with Miami 

care, with the University started, curriculum drawn 
of Miami UP 

* 	 Health Education Division (MOH) ccmnunity health project 
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Wl'puls 	 CUMUM S7ATUS 

c. 	 On technology for special c. Requested PAHO assistance 
education for health 
sciences 
(not included in e
formulated loan progrm) 

d. 	For X-ray tecmicians d. First intensive course 
(not included in re- given in 1978 
formilated loan program) 

e. 	 For supervisors e. Being planned
 
(not included in re
formilated loan program)
 

f. 	For mobile units' staff f. Capleted planning for
 
(not included in re- vehicle specifications
 
formulated loan program)
 

CDGKVW III: Referral System 

1. 	Develop referral system 1. Referral plan written
 
(not included in re-

Eormalated loan progrm)
 

2. Develop maintenance system 2. 7 maintenance subcenters
 
# ,t includes preventive and constructed, small tools
 
L .edictive maintenance purchaed
 

3. Equip hospitals with neces- 3. Priority needs for 10 hce
sary medical support pitals elaborated
 
(not 	 included in re
formulated loan program) 

The 	 Rural Cammmity Action Ccmponent of the Rural Health 
Services Project has been handicaed by a lack of trarortation, 
in part due to ertensive dn time for vehicles. Allotted furds have 
been insufficient to purchase needed tools, spare parts, ad vehicles. 
This lack of materials and spare parts may be "attributed to several 
factors, including low production of this material (inNicaragua) and 
bad credit due to the former PLANSAR Aministrator m*b left large
unaid debts' (AID Mnthly Status Report). The most serious short
coming in this aomponent, hdever, has been the lack of a maintenance 
program for the water systema installed: neither PLANSAR staff nor 
commity people are sufficiently trained in maintenance pocedures,
and there is insufficient money for repair parts. Another major
problem encountered by LMWSAR .i a commn shortcomiri of such 
programs- difficulty in cuxrdinating with iIIrn, an AI-suporteS 
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integrated rural develoment project operating in the same geographical
region. In many coumnities, both organizations have established 
cnmmunity comittees, greatly confusinq the people. 

The Human Resource. Development Component of the project has 
encountered long delays in purchasing land for the National Health
School, and disagreements cn such issues as the size of the school,
the need to construct dormitories, and the categories of health
workers to be trained. In part because of these delays, the 
project money allocated will row be insufficient. 

The Referral System Component has faced serious oordination 
probles, both internal and with other project components. The
National Maintenance Center operates on its own, while the National 
Social Welfare Board (which coordinates public hospitals) is con
cerned with hospital equipment purchase. Both of these activities 
are almst totally outside of the Ministry of Health's coordination 
efforts. Th- National Maintenance Center has suffered from a lack
of qualified technical leadership and a very rapid turnover of
Director-. Its staff is poorly prepared and receives relatively
low salaries. Thus, it is questionable whether the National 
Maintenance Center is developing a preventive as well as restora
tive maintenance capacity to permit proper utilization of tools and 
hospital equipment being financed. 

The Institutional Development Grant never really got started,
in part because of insecurity in rural areas, and in part because
of the lack of USAID/Nicaragua health staff to monitor evaluation 
research (the staff had been reduced because of the political
situation). Since the civil war, project agreements have been
amended to provide financing for short-term courses and technical 
assistance. Training has been supported by the grant in areas such 
as the registry of %'ital statistics; epidemiology and norm for 
malaria control. Funds also are available for technical services 
for malaria control, architectural and engineering services 
(Component II) and geologic studies (Component II). 
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AID/W Latin America Bureau files.
 

AID/W Office of Health files.
 

Farr, Kenneth R., "Report an TY Activities - February 21 - March
 
Related to AID Suported Projects in Nicaragua." 1979. 

Office of International Health. AID Low Cost Health Delivery 
Projects, Volume I. 1978. 

Comments on first draft by Paul Cohn, Chief, Health & Nutrition 
Division, USAID/Nicaragua. 

Interview: 

Anselmo Bernal (by p1ke), LAC/DR, AID/W. 
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Summer 1980 

NICARAGUA 

IDETNMICTON 

Project Name 
and Number: 

East Coast Health Delivery 
Number 524-0143 

Loczticn: 50 miles radius of Puerto Cabezas 
on the northeastern coast. 

Project Dates: EY 1977 - EY 1980 

Funding Level 
and Source: MrAID: $224,000 

Partners of the 
Americas: $65,000 

Responsible Offices: Health Officer, tSAMA/icaragua 

Bureau for Latin America and the 
Caribbean, 
Resources,, 

Office of Development 
Health and Nutrition 

Division, AID/Washington 

Implementing Agencies: Wisconsin-Nicaragua Par-tners of 
the Americas. 

C STATISTICS 

Total Population: 2.6 million 

Rural Population: 47% Infant Mortality Rate: 122 

Population Growth Rate: 3.4% Life Expectancy at Birth: 55 

GNP Per Capita: $840 Adult Literacy Rate: 57% 

SYNOPSIS 

The East Coast Health Delivery Project has expanded and 
improved an already-established PHC program in isolated, sparsely
pcpulated eastern Nicaragua. Despite disruptions caused by civil
strife, the project has progressed toward its goals, and has made
efforts to deal with earlier administrative and organizational
problems. 
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BACKGROUND
 

Eastern Nicaragua contains half of the country's land area but 
only 8% of the population-largely Caribbean Blacks and isquito
Indians living in small villages. This is a vast, isolated area,
with no road connection during most of the year to the more 
populated Pacific side of the country. t'bst local transport is via
river or the Caribbean. The area is economically depressed in the 
wake of the declines in banana and lumber exports. Most of the 
inhabitants are subsistence farmers. 

Historically, the East (bast has been neglected politically, 
and thus has received only a modest amount of government development 
resources. Several private groups, however, including the Moravian 
and Catholic durches, have provided some health care and other 
services. 

In 1964 the Wi.mnsin-Nicaragua Partners of the Americas pro
gram as established to facilitate and encourage people-to-people
activities between citizens of Nicaragua and of the state of 
Wisconsin. In 1969, the University of Wisconsin and the Partners,
spurred by the interest of a U.S. physician who had worked for many 
years in the Mtravian Hospital in Puerto Cabezas, organized some
small' scale rural health programs and field experiences for U.S. 
medical students in communities and clinics along Nicaragua's east 
coast. In 1971, MUCIA. a consortium of U.S. Midwest universities,
joined in support of these programs. Over the years the 
"Wisconsin Project" worked with local health care providers and 
collaborated closely with the Ministry of Public Fealth in rural 
health service delivery and operations research. 

Gradually a network of a half dozen health clinics (connected
by two-way radio) was established over a large part of eastern 
Nicaragua. The clinics were operated by local auxiliary nurses 
(and a few Peace Corps Volunteers) trained in Puerto Cabezas and 
supported by visiting medical students and Ministry of Fealth 
personnel. The buildings were constructed by the coemunities, with 
some outside funding, including money fran USAID/Nicaragua s 
Special Project Fund. In the clinic communities and in some 30 
other villages, community health ommittees were formed. Village
health leaders, nutrition leaders, and traditional midwives,
trained and to a limited degree supported by the project, served in 
many villages. 

This cmniniity health improvement model was fairly well in 
place by 1976, but several problems renaied: deficient and 
inzecure funding; difficult transportation; limited rn-site super
vision; insufficient coordination and collaboration among the 
Wisconsin Project, the Ministry, and various other small programs
active in the region. AM's operational program grant (OPG) to 
this project was designed both to respond to these problems and to 
explore the possibility of repliciting certain aspects of the 
project.
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PIUJ DESCRIPTICN 

The general purpose of AID support to the Wisconsin/Nicaragua 
Partners is to facilitate the refinement of a model regional 
comunity health program which would provide rn alternate method of 
providing basic health services designed to improve the 
population's health and nutrition status. 

The East Coast Health Delivery Project strives to serve as a 
primary health care model for regions in :.icaragua and other 
developing countries with similar environmental and socioeconamic 
characteristics--widely dispersed villages with imeager agricultural 
resources, low but rapidly growing population, deteriorating 
subsistence economy, isolation from the national center, and poor 
transportation. It is hoped that particularly such project 
coi ponents as the following might be replicable: 

certain aspects of program organization, e.g. use of 
locally trained midwives for imparting preventive health 
education, and use of health and nutrition leaders chosen 
by community health committees to help villagers improve 
their own health status; 

specific applications of appropriate technology, e.g.,
 
use of solar powered two-way radio for health referrals and 
administrative comunications; and 

* 	 regionalization of health services 

Major project tasks include the following: 

I. 	 Complete the establishment of the ccnunity-based low cost 
health care system, using indigenous workers, trained 
within the region to provide primary health care, support
ed by a regional infrastructure of health referral, train
ing, supervision, and supplies. The regional system 
should eventually become fully integrated into the nation
al system. 

II. Analyze and evaluate:
 

1) 	 The development of ccamiunity-based services with com
munity participation.
 

2) 	 The establishment of regionalized health services that 
integrate canmunity-based health activities and pro
vide linkages with the national health care system. 

3) 	 The coordinated training of a community health team 
that includes canmunity-based health workers, auxili
aries, nurses, and physicians.
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4) 	 The uipact of onunity-based services on health stat
us in the re'jion. 

At the completion of this project, the Wisconsin/Nicaragua 
Partners hopes to have developed: 

Health cosnittees with active village participation 
and village health workers functioning in 90% of the 
villages.
 

* A Regional !Ieaith Council to coorainate community 
health serilces and regional health programs. 

Village healtn posts, outpatient clinics, and a refer
ral 	system to regional hospitals.
 

Programrs for training and supervision of village 
health workers and other health personnel within the 
req ion. 

Regional collaboration of health services administra
ticn to coordinate training, supplies, and financia) 
affairs of the program and to provide linkages between 
local comnunity-based activities and the national 
government.
 

Research projects on major aspects of the operational 
project.
 

IMPLEMENTATION EXPERIENCE
 

Despite the plitical turroil of the past few years, and des
pite a few internal project proolems, the East Coas Health Deliv
ery Project has progressed well to'ward-, its objectivs. A current 
status report, relayed by the U.S. director, is as follows: 

i. 	Eignty percent or more of the villages in the project 
areas have comnunity health committees that support the 
villages health workers (healh leaders and nutrition 
leaders) and plan and implement community health projects.
 
Annually, the central project staff and each village com
m7ttee conduct a survey of health and nutrition status. 
Results are reported to the population at large in an open 
meeting, at Which the people confirm the old or elect new 
health leaders. This process is extremely valuable in 
maintaining cimnunity participation and awareness of the 
health programs. It also enables project staff to become 
intimately aware of health conditions and people in the 
villages. Committees are currently overseeing the instal
lation of wells in approximately 20 villages.
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2. 	 Ninety-two percent of villages have health leadeLs. At 
least three initial or refresher courses are held each 
year in Puerto Cabezas, and other courses are held in the 
health clinics in various parts of the region. 'he latter 
tactic has helped the health clinic staffs assume more su
pervisory and referral roles in the villages that they 
serve. 

3. 	 The n' . Sandinista government has taken aver many PJO 
health facilities throughout Nicaragua, including the two 
(Moravian) hospitals in the project area. A Ministry of 
Health regional health coordinator has responsibility for 
the hospitals, health posts, health clinics, and mobile 
units. This new structure has for the most part taken over 
from the regionalization movement that the project had 
started by founding a regional Health Council (1979) 
responsible for coordinating and planning all health acti
vities within the region. 

4. 	 U.S. medical students have conducted over 30 research proj
ects in such areas as nutrition surveillance, water supply 
and tuberculosis screening. The project intends but has 
not yet been able to arrange for the fuller participation 
of the Nicaraguan medical school in rural health operation
al research. 

5. 	 Various forms of appropriate technology have been intro
duced and worked well, including oral rehydration therapy 
for diarrhea and solar battery powei'ed two-way radios. 

6. 	 A regional radio station, separate from but related to the 
project, transnits health and agriculture messages (in 
English, Spanish, and Misquito) and has been extremely pop
ular. 

Besides the disruptions caused by political unrest and the 
changes brought on by the new Nicaraguan government, the project has 
suffered somewhat from organizational problems, primarily engendered 
by the fact that it was partially managed from a distance 
(Wisconsin). The person responsible for authorized disbursement of 
funds was also in Wisconsin, communicating with the .oject staff 
via not always reliable two-way radio. The shifting ot L'esponsibil
ities to Nicaragua is planned to occur early in a follow-up project 
(see below). 

A second area in need of improvenent early in the project was 
staff capabilities in such areas as manaqement, planning, budgeting, 
coimunications, and information collection. The staff was very ser
vice oriented and found it difficult to make long range plans, to 
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see the value of research, etc. The local project manager was 
scheduled to go to the United States for adlranced management train
in when the civil war intervened in 1978-79. During the past year, 
planning, oranizational and data collection skills have been shar
pened considerably throuoh exDerlence. 

USAID has recently approved an extension of the East Coast 
Health Delivery Project. In the new project, supervision and ac
countability will rest with the local Wisconsin/Nicaragua Partners 
committee in Puerto Cabezas, a chanqe consistent with the concept of 
local supervision and direction of Partner projects. This strategy 
should encourage local responsibility for the programs, and should 
enable the programs and activities to he based upon local percer
tions of needs and priorities. The Partners from Wisconsin will 
continue :o provide services, consultation and resources when re
quested. 
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APHA staff personnel observation, 1976-1978. 

Latin America Bureau project file. 

Interview: 

Dr. Ned Wallace (by kcne), U. of Wisconsin, August 31, 1980. 
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Summer 1980 

PANAMA 

IDDEIFICATICN 

Project Nave 
and Number: Rural Health DeliveLy System, 

Number 525-0181 

Location: Nationwide 

Project Dates: FY 1976 - FY 1981 

Runding Level 
and Source: AID Loan: $9.5 million 

Government of 
Panama: $8.7 million 

Responsible Offices: Health Officer, USAID/Panama 

Bureau for Latin America and the 
Caribbean, 
Resources, 

Office of Development 
Health and Nutrition 

Division, AID/Washinqton 

Contractor: No major contractor for the 
bilateral portion of this loan 

Implementing Agencies: Ministry of Health, Government of 

Panama 

CO M S'TISTICS 

Total Pculation: 1.8 million 

Rural Population: 46% Infant Mortality Rate: 47 

Population Growth Rate: 2.5% Life Expectancy at Birth: 70 

GNP Per Capita: $1290 Adult Literacy Rate: 78% 

SYNOPSIS 

This follow-on project to AID's Health and Nutrition Loan
(0040) continues support for health workers training, health post 
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construction, potable water and sanitation activities, community
gardens, and snall animal projects. Mid-term evaluations show that 
water and sanitation attivities are the most successful component of 
the project, whereas comunity nutrition efforts show more limited 
accomplishments. 

Since 1968, the Government of Panama (GOP) has undertaken an

ambitious program to extend health services 
 to rural P4)ulations
while encouraging community participation throuqh the formation of
local healt.h cunittees that assist in olanning and implementing of 
health projects. The task is foLadable, as the rural population is 
so dispersed-in 1970 there were 6,500 communities of between 50 and 
500 persons. A health sector assessment showed that rural people are 
underserved by health Lervices and show higher rates of nortality and 
morbidity due to infectious diseases and malnutrition than do urban 
populations. In 1972 AID authorized a $3.8 million loan to assist 
the (GOP) in extendiig health services and potable water projects for 
underserved rural populations. The present Rural Health Delivery
System (REDS) project loan is a continuation of that effort. 

As part of a broad cumumity development policy for the country,
the government has made a real effort to integrate agricultural,
water, and health projects. Pri, 0ry health are projects are situ
ated in the zones designated as *community development' zones by the 
Miristry of Planning, to facilitate integrated rural developiment. 

P T DESCRIP= 

The purpose of the present Rural Health Delivery System (REDS)
project is to strengthen and expand the GOP'q public health system by
supporting the construction of health facilities, the tmaining of 
additional health personnel, the construction of wells, aqueducts and 
latrines, and the isprovement of nutrition in selected regions. 

Community Participation 

The project was designed to involve the communities in resolving
health problems. Initially, the MO was responsible for motivating
the community and organizing community health committees. These 
groups are expected to stimulate awareness of health problems, ad
minister funds, and encourage attendance at health clinics, especi
ally for vaccinations and prenatal care. The health cmmittee is
also supposed to work with health assistants in devising sclutions to
health problems and implementing activities. Furthermore, the com
mittees are expected to assume respoibility for identafyLng and
solving probleas in upkeep and general repair of health posts and 
health centers. The record of 3articipation of these comnwnities in
public health projects has generally been excellent (in the ante
cvdent project). 
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Health Assistants 

The project planned to train 225 health assistants to providepreventive and prac tive care at the community level. These workerswere selected by the community, selection criteria included crmpletion of prinary school, over 18 years of age. Sex was not a criterion. Duties of the health agent include: vaccination, first aid,maternal child care, family planning, pramtion of environmentalsanitation, nutrition, and community development. The healthassistant is also expected to assist in organizing the constructionof aqueducts, wells, latrines and other sanitary infrastructure.Health assistants are paid a salary by the MOH ranging from $60-$100 
per month. 

The health assistants are supervised by doctors, because in thetwo year pilot project in Bocas del Toro Province, superior results were obtained using M.D. 's rather than either nurses or auxiliaries.Supervision will be facilitated on a continuous basis through radiocomunications during the health center working hours. 

IMPLEENMN EXPERIENC 

Mid-tere project evaluations of the various elements of thisproject indicate that the water and sanitation components thearemost successful, while community nutrition had made the least progress. Training and construction had proceeded slowly. 
 The USAIDmission recently reported, however, that nutrition projects arecurrently progressing well. The following table presents data onthe progress made in carrying cout project activities: 

Project Status - October 31, 1980 

Number Number
 
Activities 
 Planned Camleted In Progress 

Health facilities 
construction and 

Equipent: -

Health posts 225 52 75Health sub-centers 
 14 6 

Health centers 4 2 

8
 
2Remodeling 11 5 6Periurban Health Centers 4 0 4 

Health Personmel Training: 

Health assistants 225 218 0Nurse auxiliaries 200 397 0Sanitary inspectors 20 20 63 
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Environmental Health: 

Aqueducts 300 312 60
 
Hand pumped wells 400 400 0
 
Latrines 899 899 0
 

Nutrition: 

Comunity gardens 48 60 -

Small animal projects 75 46
 

Potable Water
 

Acording to a 1976 MCH study cited in the R project paper, 
potable water and envircmental sanitation are te interventions that 
have had the greatest impact on health status in rural Panama. The 
MOO study found marked decreases in diarrhea (67%), parasites (65%), 
and typhoid (64%) in villages which built safe water supply and 
excreta disposal systems. GOP activities in water and sanitation were 
partially supported by an AID loan, and continue under the REDS proj
ect. They are slated for a special impact evaluation in the fall of 
1980 to be carried out by the AID Health Evaluation Group (the Bernet 
initiative). 

The MOE has received som 1000 applications from rural cumm
ities wishing to build piped water system under a government pro
gram in which the MOB and AID supply materials and technical help,
and the mmumities contribute the labor. The MH bilds upon this 
interest by making the construction of latrines or privies a condi
tion for initiating the water project in eah commnity. 

In 1977 a report on water projects partially funded by the 
health loan preceding the REDS project, a consultant described the 
ME method as follows: 

The agueducts ... have an alamst perfect record. In these 
systems piped water is supplied to within ten feet of each 
dwelling for residents who agree to pay the nminal on
munity established maintenance fee and appoint a local 
maintenance person. Already some 500 have been constructed. 
The MOH carries out negotiations with ommunities before 
approving the installaticn onsisting of an agreement of 
latrine installation in each dooryard... a pledge to pay 
water use fees... and that pipes will be installed by the 
community under MOH supervision. 

The mmanities must actively participate in constructing their 
water supply systems by providing 20% of the total cost of the work 
(including labor). They must agree to take care of the equipnent, 
tools ad materials used in construction, and to administer, perate 
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and maintain the aqueducts with supervision from the MOH. None of
the preceeding projects has failed. Pumps have been repaired equip
upgraded, and lines extended. 

The environmental health segment of the REDS project and the 
previous Health and Nutrition Loan, have been selected for a special
impact evaluation study by the Inter-Agency Health Evaluation Working
Group during the summer of 1980. 

Latrines 

Safe excreta disposal is a key element in the control of 
infectious diseases and parasites. Under the RS project, AID reim
burses the MOH $31 for the costs of materials used in the construc
tion of each latrine. 

The MOH provides these materials free to villagers who contri
bute their labor in building the latrines. A spot deck by AID's 
Auditor General found that most latrines built under the terms of the 
REES project were not built to AID and MOH specifications for dimen
sicns of the pit or base of the structure. For example, the slab 
over the pit was often built with one bag of cement and small rein
forcing rods instead of the too bags and heavy red specified by AID 
and MC. Other structures had been built prior to the R project
and were thus ineligible for repayment. Inspection procedures prior
to reimbursement were also found to be lax. To the credit of AID and 
MCOplanners, flexibility was permitted in the materials and design
of the latrine housing, seat and cover: this resulted, however, in 
a great variety of structures and made the job of latrine inspect
ors more difficult. Problems with this component led AID to transfer 
sae finds from it to periurban health center construction. 

Nutrition 

The nutrition component of the R project focuses on devel
oping ommunity gardens and mall amimal projects. According to a
September 1978 evaluation of the RHDS project, the mixed progress
in nutrition activities (see table) is due to internal organiza
tional factors in the MOB-specifically to a lack of organization
in the Nutrition Division. Similar nutrition activities carried 
out under the preceding Health and Nutrition Loan were only parti
ally successful. A consultant who evaluated those activities found 
that of the 200 gardens established under the project, about 135 
remained. Chief awzng the reasons for failure of the gardens was 
insecure land tenure; that is, the owner of the laid wanted it back 
as soon as it was known to be productive. Poultry and egg projects
under the previous project were found to be successful as inaome 
producers. Since no food onsumption study was done, it is unknown 
whether egg consumption among the poor increased as a result of the 
poultry aid egg protects. 
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Health Centers
 

Construction of health facilities under the RFDS project has 
been slow. Explanations for the delay vary. AID's Auditor General 
speculates that it may be due to the large mnmber of facilities 
involved. "It is probably the most massive construction effort the 
Ministry (of Health) has ever attempted, and consequently there has 
been a period necessary to improve their capabilities." The author 
of the September 1978 evaluation of the RHDS project attributes the 
lack of progress to a reluctance to construct buildings without 
staff or equipment to go with them. 

Training 

The table on RSDS project status presented in the Project 
Description shows that a greater number of nurse auxiliaries and a 
smaller number of health assistants have been trained than planned. 
Project documents available in Washington do not dicuss the success 
of community participation in the project, nor do they provide 
information on the actual day-to-day activities of health workers. 
Interviews with persons familiar with the project indicate that 
drop out rates in one of the provinces are high (50%) although no 
reasons could be provided. An evaluation of the OS project
scheduled for the spring of 1980 has been delayed. 
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Summer 1980 

PER
 

IDENTMFCATION 

Project Name Extension of Integrated Primary
and Number: Health, Ntmber 527-0219 

Location: 	 Nationwide 

Project Dates: 	 EY 1979 FY- 1981 

Funding Level 
and Source: tEAM lo3n: $5,800,000
 

g':ant: $1,350,000
 

Goverrriymt 
of Peru 

$2,400,000 

Responsible Offices: 	 Health Officer, USAID/Peru 

Bureau for Latin America and the 
Caribbean, Office of Development
Resources, Health and Nutrition 
Division, AID/Washington 

Principal Contractor: 	 Management Sciences for Health 
(MH)
 

Implementing Agencies: 	 Ministry of Health, ORDE-ICA 
Health Region 

COON=R STTICS 

Total Populatiz: 17.6 million
 

Rural Population: 33% 	 Infant Mortality Rate: 92
 

Population Growth Rate: 2.8% 	 Life Expectancy at Birth: 56
 

G Per Capita: $740 	 Adult Literacy Rate: 72%
 

SYNOPSIS 

The Exl.ension of Integrated Primary Health Project focuses 
on strengthening and extending basic health sevices to all
health regions of the contry through the use of trained and
supervised health workers, community educators, support of 
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sanitation activities, and the establishment of a health care 
information system. The National Plan for Primary Health Care 
and ten Regional Operational Plans were ccrpleted by December, 
1980. Disbursement of funds to implement these plans was ex
pected to be made by January, 1981. 

Peru's health problems are more severe than the Latin 
American average and are partially the result of a maldistribu
tion of income which has complex social, political and econ'mic 
origins. moreover, difficulties in communications and imposing 
geographic barriers impede the delivery of health services to 
rural areas and further omplicate the health situation for a 
large segment of the population. The uneven distribution of 
public health services (Lima consumes approximately 70% of the 
public sector resources .n health) serves to intensify health 
problems of the rural and urban fringe populations. 

Approximately 50% of deaths in rural areas occur among 
children under 5 years old. The principal causes of death are 
infectious and parasitic diseases which are amenable to control 
by immunizations and sanitary measures. Gastrointestinal and 
respiratory diseases are the major causes of morbidity and 
mortality in the entire population. All of these diseases are 
complicated by malnutrition which is an associated factor in 
approximately 60% of the total deaths of children under five 
years of age. 

The social security system provides preventive and cura
tive health care to insured workers, aid the arsd forces does 
the saw for its members. The MOU is responsible for providing 
health care to the renaining majority of the population. The 
existing MC infrastructure is onstained by the lack of 
resources, especially the regional and local levels. The 
efforts of the EO centers on the necessity of extending the 
existing health care structure into the rural areas in order to 
reach the unserved and underserved population. The GOP has 
developed a plan of primary health care assistance to accom
plish this objective with the limited resources available. In 
the Peruvian context, primary health care includes (a) simple
curative and preventive services, e.g., immunizations, family 
planning, prenatal services, and (b) community development
activities such as environmental sanitatiot. According to MOV 
planners, the Peruvian national primary health care plan 
proposes to provide basic health services to the estimated six 
million people currently having no access to health car 
services. 
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PI JECT DESCRIPTION
 

The project purpose is to extend basic health services to 
the rural and marginal urban population and to strengthen these 
services through such measures as supporting community 
sanitation education and assisting the MOH in strengthening its 
information system and its health manpower training. 

Specific numerical targets for this project are the fol
lowing. 

Trained health auxiliaries 1,041
 

Trained and equipped promoters 4,284
 

Trained and equipped midwives 4,284
 

Coupleted and reinforced health posts 1,041 

Health centers 520
 

Protected wells 1,800
 

Installed latrines 3,600 

Improved housing 1,500 

The project outputs consist of the development and imple
mentation of a system of primary health care extension that 
includes the following elements: 1) provision of basic health 
services in rural areas; 2) cam.iunity education and support of 
basic sanitation activities; 3) training and supervision of 
health workers; 4) establishment of a basic health care infor
mation system; and 5) studies, evaluations, and technical 
assistance.
 

1) Rural Health Services
 

Utilizing health auxiliaries, community promoters, and
 
nurse-midwives, the MEH will extend preventive services and 
simple curative services to mothers and children in isolated 
rural communities. The services will include immunizations, 
prenatal care, family planning information, oral rehydration, 
TB control, and health and nutrition education. Also included 
in this component is the provision of medicines, basic medical 
equipment and transportation. 

2) Community Education and Support to Sanitation Activities
 

This component provides basic materials and equipment 
needed to assist in the development of simple health education 
actions at the community level in such areas as basic hygiene, 
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nutrition education, f-mily planning, waste disposal, and the 

ext- .sion and protection of water systems. 

3) Training and Suoervision 

The project supports training of health Aorkers at three 
levels. Initial training focuses on health auxiliaries. These 
MOH employees, currently staffing rural health posts have 
received up to six mnths of training. They will receive 
refresher courses that enpnasize supervison arid family planning 
informnation. Approximately 4,200 community health prooters 
constitute the second group of personnel to be trained. They 
receive four weeks of training that include vaccination and 
family plannimi techniques, ad identification and treatment of 
respiratory diseases and helminthic infestations. The third 
set of training courses focuses on approximately 4,200 
traditional midwives who will participate in a fifteen day 
program designed to inprove their knowledge of maternal ard 
child health. 

4) Information System, Studies and Evaluation
 

Working uder the technical assistance component of the 
project, short term consultants will assist the M)H in streng
thening its capability (a) to collect, process, and analyze 
dat,. for management of the primary health care system; (b) to 
investigate and assess major health and nutrition problems at 
the national and regional levels; and (c) to monitor and evalu
ate project cnponents on a routine basis and conduct a final, 
end of prolect evaluation along with AID staff.
 

In accordance with national policy, the General 
Directorate of Health Programs located in the MDH will oversee 
project activities. Each health region will implement project 
activities under the guidance of the central Ministry. 

IMPLENTATION E=2ERIENCE 

Peru's recent economic difficulties have severely affected 
the health sector, although import restrictions which curtailed 
the provision of drugs for health services have been abolished. 
In addition, the GOP has initiatA production of some basic 
vaccines at the National Institutes of Health, to meet at least 
a small portion of health program needs. Health sector 
planning and management capabilities are very weak. In 
addition, adequate information is generally unavailable 
regarding services provided or the efficiency of the system. 
Furthermore, the administration of health sevices is itself a 
major constraint. Decision-making, still concentrated at the 
central level, needs to becne much rore effective. 
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MSH consultants attended the National Seminar on Rural 
Health Development in Lima during the period January 7-11, 
1980. The seminar had two major objectives: 

* 	 to present the plans for the USAID supported rural 
health development initiative to all participants;
and 

* 	 to assist each health region in developing an 
operating plan for submission to the MOH and USAID 
for funding and technical support. 

MSH consultants worked with the regions to provide tech
nical assistance in developing plans for project implementa
tion. In addition MSH consultants visited the regions to 
assess their capacity to implement the plans. 
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SLmuer 1980 

PERU3 

ID rFICATICN 

Project Name
 
and Number: CRDE-ICA Heal th Rg ion
 

Maternal-Qhild Health and
 
Population, Number 527-0224
 

Location: South-Central Peru 

Project Dates: FY 1980 - FY 1982 

Funding Level
 
and Source: AID: $1,800,000 

Responsible Offices: Health Officer, USAID/Peru 

Bureau for Latin America and the 
Caribbean, Office of Development 
Resources, Health and Nutrition 
Division, AID/Washington
 

Principal Contractor: Management Sciences for Health 

Implementing Agencies: Ministry of Health, CRDE-ICA 
Health Region, Goverment of 
Peru (GOP) 

COMMThY STATISTICS 

Total Population: 17.6 million 

Rural Population: 33% Infant Mortality Rate: 92 

Population Growth Rate: 2.8% Life Expectancy at Birth: 56 

(P Per Capita: $740 Adult Literacy Rate: 72% 

SYNOPSIS 

This regional health project, currently getting underway, aims 
to deliver health and family planning services to the omunities 
of south-central Peru by providing a management infrastructure In 
suppo-t food and medicine distribution. Village health promoters 
will deliver health and family planning services in villages, 
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backed up by a referral system. Community health committees play a 

major 	role in this project.
 

BACKGROUND
 

The purpose of the ORDE-ICA Health Region project is to devel
op a model low cost delivery system for heaith and family planning 
services for Peru. This project, being implemented in the mid
southern region, will be replicated in the expanded loan and grant 
project designed to serve people in other provinces (project number
 
527-0219).
 

The project was funded in FY 1980 for two years. The Peru
vian linistry of Health i the principal executing agency and is 
contributing about 50 percent of the funding. 

The project is designed to address such national health prob
lems as the high population growth rate, the high infant mortality 
rate, and the lack of health manpower resources. 

PROJECT DESCRIPTION 

The project begai functioning in late 1979 using funds pro
vided by the Development Support Bureau (DSB) for family planning 
supplies and with PL 40 funds for distribution of food to mothers 
and children provided through the Bureau for Latin America and the 
Caribbean. The project is being continued in the period FY 80-81 
using health funds from AID's regular bilateral program in Peru. 
Special emphasis will be given to rothers and children in this
 
model project. UJFPA funds are also supporting urban hospital 
based services. The GOP is contributing personnel, medicine, and 
equipment. 

Because of the multiple origins of the pro-ect, now funded by 
the Bureau for Latin America and the Caribbean, no project paper 
exists. Most of the information was obtained from interviews and 
annual budget submissions. 

The pro]ect outputs are as follows: 

1. A 	series of practical field manuals for promoters
 
2. A 	logistics system design
 
3. A simple management information system to support the 

health care delivery system. 
4. Management control mechanisms 
5. Supervision procedure guides for all levels 
6. 	A pharmacologic procedure manual for use of medicines by
 

non-physicians
 
7. Mass media health education programs 
8. Food supplements for mothers and children 
9. Training and supervision of 1,600 volunteer health
 

promoters 
10. Ifxnunizations 
11. Family planning and health services 
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In January, 1980, the project initiated the distribution of 
food supplements to mothers and children in urban areas. The 
activity is well managed and linked to the family planning, 
immunization, and health education activities. 

The provision of family planning services also began in 
January, 1980. Mass media family planning health education efforts 
to generate support for the program are being made via radio. 
Family planning contraceptive supplies are distributed at no cost 
in the program under AID sponsorship, but are sold inexpensively in 
the U.N.F.P.A.-supported portion of the program. After their 
training is completed in July 1980, village health promoters will 
be involved in distributing family planning supplies and otaer 
medications. A new training course for promoters was developed for 
this project to replace the previous one. 

A number of field manuals have been developed for the use of 
praoters. These manuals will be used in the training program and 
will also serve as reference material in the field. The manuals 
are of varying length, covering subjects such as nutrition and 
prevention of infectious diseases. 

A logistics system has been designed by the project staff and 
the Ministry of Health (MOH). A manual and guidelines were devel
oped, and the MOH personnel needed to operate the system are now in 
place. 

Management control mechanisms have been designed for the pro
ject personnel, but the training program needed to implement them 
has not yet taken place. 

The information system to support the management mechanism 
remains a weak area. The system is now oriented toward the village 
health workers but does not link them with upper echelons of the 
MCH. A manual designed to help bridge this gap between community 
level workers and the MOH has been developed. 

The manual serves to explain the supervisory activities at all 
levels through the collection of reLevant information about service 
provision and utilization. A procedure guide has been prepared for 
all levels of supervision. A new information and supervision sys
tem is being designed for the expanded project to follow. This new 
guide seeks to correct the weaknesses in the present system. 

The training of 1,600 village health promoters started in July, 
1980. This program parallels activities taking place in the other 
regions. Special short term training was done in January, 1980 on 
the subject of supervision. The supervision of these promoters 
will be the responsibility of MOH personnel and caomunity health 
committees. Health promoters will be responsible for providing 
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basic family planning, immunization and health education to the 
residents of the ORDE-ICA Region. 

There is a strong element of caimunity participation in the 
project through comnunity health committees. This feature was 
developed oy the regional level government officials and is sup
ported by them. Community health committees represent the communi
ty viewpoint to the Governent of Peru for health matters. Commit
tees are responsible for supply system monitoring, drug sales, 
surveillance, and the prograin's financial accountabilizy it, the 
coanunities. 

In some localities with a strong tradition of organizing
 
around issues, the health conmittee has become part of the canmuni
ty development committee. The regional government has a primary 
health care developTent group responsible for cmnmunity organiza
tions, curriculum development, public relations, programning and 
supply. This group consists of physicians, nurses, a nutritionist,
 
a public health sanitarian, and an irrigation specialist. 

The following chart lists the target dates for major project 
outputs. 

I. 	Field manuals?
 
a)Nutrition May, 1980
 
b)Prevention of
 

infection June, 1980
 

2. Logistic system design 	 July, 1980
 

3. Management control mechanism: 
a)manuals 	 April, 1980
 
b)training
 

4. Management information
 
system:
 
a)Hospitals
 
b)Health centers
 
c)Health post March, 1980
 
d)Connunity health workers March, 1980
 

5. 	Supervision procedure guide:
 
a)Executive
 
b)Middle management 	 June 1980 
c)Supervisor 	 July 1980
 
d)Staff
 
e )Prmoter 

6. Pharmacologic procedure 	 March, 1981 
manual
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7. 	Food supplements distribution
 
for mothers and children: 
a) Urban January, 1980 
b) Rural September, 1980 

8. 	 Training and supervision of 1,600
 
volunteer health promoters July, 1980
 

9. 	 Immunization program 

10. 	 Family planning and
 
health services November, 1980
 

PL flNICN EXPERIENCE 

According to consultants from Management Sciences for Healtt 
Inc., it is too early to assess the project's progress. However,
the 	strong community participation element is impressive and augurs
well for project success. Changes in the health delivery systei 
suggest that the lessons of the past projects have been learned,
and 	 attention is being given to those barriers and constraints that 
affected earlier efforts to provide basic health services to rural 
populations. 

Experiences gained in providing management mechanisms, infor
mation systems, logistics, pharmaceutical supply, supervision 
procedures, etc., as major outputs of this project should place the 
expanded program on a firm footing. 

The development of manuals for such topics as nutrition,
preventive medicine, supervision, management, and logistics will 
document the cotrse of the project as well as provide a core of 
knowledge for use in the expanded project. 

The integration of basic primary health care services is 
encouraging. The delivery of family planning, immunizations, basic 
drugs, along with food supplements, and health education should 
give promoters and MOH paraprofessionals credibility with rural 
communities. The referral system for more serious health problems 
will strengthen project services.
 

A description of the role of village residents in the plannini
and decision making process was not available in Washington, but 
references are made to the tradition of organizing around issues in 
some localities of the region. The success of these community 
health committees in influencing project's development is worthy of 
continuing attention.
 

142
 



REFERENCES
 

Annual Budget Submission.
 

Congressional Presentation.
 

Quarterly report from Peru Mission Director.
 

Corments on first draft by Genny Martinez, FHO, USAID/Peru.
 

Interviews:
 

Jim Bates (by phone), Management Sciences for Health.
 

Anseslmo Bernal, Project Officer, AID/W.
 

William Lh&odes. 

143
 



AID - Assisted
 

PRIMARY HEALTH CARE
 

PROJECTS: 

Summary Reviews 

Africa 

INTERNATIONAL HEALTH PROGRAMS 

American Public Health Association
 
International Health Programs
 

1015 15th Street, N.W.
 
Washington, D.C. 20005
 

19F 1 



AIty 

Botswana 

Central 
African 
Republic
 

Central 
and West 
Africa 

Kenya 

Kenya 

Lesotho 

Mali 

Mauritania 

Niger 

Niger 

Senegal 

Sudan 

Sudan 

Swaziland 

Swaziland 

Tanzania 

Tanzania 

Zaire 

AM-ASSISTED PRIMARY HEALTh CARE 

AFRICA 

Project Name 

Health Services Development 

Ouhan Province Rural Health 

Strengthening of Health 
Delivery Syltems in Central 
and West Africa 

Kiwezi Rural Health Scheme 

Kitui Primary Health Care 

Rural Health Development 

Rural Health Services 
Development 

Rural Medical Assistance 

Basic Health Services Delivery 

Rural Health Improvement 

Rural Health Services 
Development 

Northern Sudan Primary 
Health Care 

Southern Sudar. Primary Health 
Care
 

Health Manpower Training 


Rural Water Borne Disease 

Control
 

Hanang Ujanaa Village 

Public Health Program
 
Tanzania School Health 


Program 

Health Sysrem Development 

pjEECTS I 

Project No. Page 

633-0078 1 

676-0002 7 

698-0398 16 

615-0179 24 

615-0185 35 

632-0050 45 

688-0208 54 

682-0202 63 

683-0214 71 

683-0208 86 

685-0210 99 

650-0011 109 

650-0019 118 

645-0062 125 

645-0087 132 

621-0138 138 

621-0150 148 

660-0057 156 



Fall 1980 

BOTSWANA 

mTNIFICATICN 

Project Nam Health Services Development,
and Number: Number 633-0078 

Location: Nationwide 

Project Dates: 
 FY 1978 - Pt 1983 

Funding Level 
 Total Grant for Life of Project
 
and Source: From AID: $5.5 million 

From Host Country: $1.7 million 

Responsible Offices: Bureau for Africa, Office of 
Southern African Affairs, 
AID/Washington 

Principal Contractor: Medical Service Consultants, Inc. 

Implementing Agencies: Ministry of Health, Government of 
Botswana
 

COCNINY STISTICS 

Total Population: 0.8 million 

Rural Popu on: 88% Infant Mortality Rata: 97 

Populaticn Growth Rate: 3.4% Life Expectancy at Birth: 56 

GNP Per Capita: $620 Adult Literacy Rate: 	 No infor
mation 

SYNOPSISThis training and development project in Botswana will in
crease the government's capacity to provide preventive and curative
health services to the country's settled populations. A health
services network is being established at the village level tsina
family welfare educators, who are workers selected by their vil



laces and given basic training in healtn promotion ard prevention. 
Family welfare educators refer villaaers to health costs from which 
referral oroceeds to clinic health centers and lastly to hospitals.
The AID-sipported oroject proposes to upgrade t.he basic training of 
enrolled nurses ard state registered nurse midwives and to train 
the following new categories of workers: community health nurses, 
family nurse practitioners, health education/nutrition assistants, 
and 	health administrators.
 

Botswana is a large couzitry with an area of 570,000 sq. miles 
located on the South African Plateau. The Kalahari Desert, occupy
ing most of the land, is unsuitable for agriculture. Most of the 
population resides along the more fertile eastern regions of the 
border with Zimbabwe and South Africa. There are eight principal 
tribes. The major health problems in Botswana are respiratory dis
orders (including tuberculosis), gastroenteritis, and venereal 
diseases. Malaria is present but not endemic. Mental illness has 
increased markedly in recent years, and alcoholism is increasingly 
recognized as a serious health problem. 

The 	 national health cbjectives in order of priority are: 

1. 	 Strengthened primary health services equitably distribu
ted.
 

2. 	Expansion of training facilities and opportunities for 
medical and paramedical personnel. 

3. 	 Improvement of hospitals and health centers to ensure 
referral services. 

4. 	 Control or reduction of environ ntally-induced diseases 
through immunization, surveillance, and treatment. 

5. 	 Expansion and diversification of health education 
training. 

6. 	 Expansion of the Ministry of Health's capability to plan 
and manage new mental health, occupational health, and 
handicapped services as part of the primary health care 
delivery system.
 

Beginning with the third national health development plan, the 
government embarked co a long-term effort to establish preventive 
services along with curative medical care. The government con
structed clinics and health posts in all settled communities of 
more than 500 persons and appointed new health personnel to work in 
rural areas. Hospitals were irmrvved and training for paramedical 
auxiliary personnel was ccelerated. 



Family welfare educators' (MEs) training is being sL'ported
by the International Planned Parenthood Federation. The educators' 
role is mainlv motivational. One hundred family welfare educators 
are currently -mploved, and an additional sixty to ninety will be 
trained eacn year. These personnel will work under the supervision
of clinic nurses and regional supervisors, including nurse 
practitioners and community health nurses to be trained in the 
AID-supported project. FWEs are paid and selected by the locJi 
district or town council. It is anticipated that their supervision
will be greatly iITroved by introducing senior registered nurse 
midwives trained to function as nurse practitioners and cummmunity
health nurses. The Norwegian Government has assisted the 
construction of homes in rural areas for nurses stationed at the 
clinic level. It is hoped that this will encourage them to stay in 
the rural areas rather than remaining at the large villages and 
towns as is so often the case. 

A major source of health services outside the central govern
mient are the various missionary facilities. These facilities pro
vide 25% of the inpatient beds, and they handle 20% of outpatient
visits. The Association of Medical Missions of Botswana has been 
successful in coordinating the mission's work with the national 
planning prooss. 

Traditional healers are a primary source of health care at the 
village level, and the MCH's policy is to integrate them into 
government's program. The AID Health Services Develoment Program
is investigating ways of doing this. 

AID's involvement in the health sector in Botswana began with 
a project carried out by Meharry Medical College in Nashville,
Tennessee. This program called for suport of the MC/Family
Planning Project's two major cnmponents: health education and 
inservice training for nurses through technical, participant, and 
commodity assistance. A small health education unit was establish
ed in the Ministry of Health and two participants completed bache
lor's degrees in health education, while other participants com
pleted BSc and M~c degrees in the United States. Additional parti
cipants wre sent to Meharry for short courses to prepare then to 
assist in the inservice training courses. 

Other types of assistance have been provided by the African 
Development Bank, the Netherlands Government, the Norwegian Govern
ment, the Harry Cpenheimer Foundation, the International Planned
Parenthood Foundation, UNICF, UNFPA, and UNDP. 149O has also pro
vided technical assistance in a number of areas. The U.S. Peace 
Corps has also provided technicians in tuberculosis control, bil
harzia research, and nursing education. 
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PBTECT DEJF!'=CN 

The Heai=n Services Develccnent project proposes to train 
primarily middle-level healtn workers to supervise village levelhealth workers in the national primary healthn care scheme. Health 
administrators, nutr:tionists, and health educators will also be 
trained in a continuing effort to strengthen the capability of the 
Ministry of Health to inprove the life of the people of Botswana. 
The support provided by nunerous other international and multina
tional organizations permits the resources of this project to focus 
on 	 the organizational infrastructure support of primary health 
care.
 

It is expected that the major outputs of the project will be: 

A reorientation of nurse training in Botswana so that 
nurses may provide comprehensive services in rural and 
urban areas.
 

Nurse specialists trained to perform as community health 
nurses and family practitioners in rural and urban areas. 

* 	 An imorovement in the administrative capacity to support
health services delivery. 

Imroved preventive ai, i PrLtive health services through 
health and nutrition, ication. 

A national nutrition prioram. 

NURSI - In order to ircrove health services, the oarriculun for 
the two one-year, post-basic diploma programs to train state 
registered nurse midwives in family and comrunity health nursing
will be developed and directed by Batswana personnel in con
junction with project technicians. 

The enrolled nurses curriculum will be revised in order to 
permit these nurses to play wider roles in delivering health ser
vices. A major evaluation of the present state registered nurse
midwife training program will be undertaken. Approximately nine 
nurses will be trained out-of-country at the master's level in 
nursing education and nursing administration. 

HEALTH AMfISTPATICN - As part of the project, health administra
tors will be trained in short-term, in-country courses for senior
level cositions in hospitals, on local council staffs, and in the 
Ministre of Health. One Motswana will be sent for health planning
and 	 manlgement training outside of the country. 

Four statistical assistants from the Health Statistics Unit 
will be trained in health and vital statistics. 

*People fran Botswana (singular: motswana). 
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HEALTH"CATICN,%UrPJTwN TPAING - A training program for health 
education/nutritlon assistants is being developed by the Family
Health Division in cocperation with project technicians. A

building for the Family Health Divison is being constructed with
project funds. A project technician/nutrition planner is working
with the Ministry of Health's Nutrition Unit and the Interminis
terial Food and Nutrition Comittee to develop long-term plans for
nutrition at the national level. Five participants will be trained
in health education and nutrition at the bachelor's and master's 
levels.
 

The contractor is responsible for cordinating AID inputs to
the project and conducting most of the teaching and training
programs. A large number of Batswana personnel will be sent to the
United States for training, and therefore several years will be
required before they fill permanent staff positions. The con
tractor is to arrange for the placement of candidates selected by
the Government of Botswana. 

Ccnsiderable support has been obtained by the Government of
Botswana from various .multinational and international sources. The
ability to develop its health services infrastructure, including
construction of hospitals and health centers through Norwegian andother bilateral agencies, has allowed the goverment focus to turn 
to developing rural primary health care services. The economic
condition of the country is improving rapidly, so that the country
will be able to take over the recurrent cost of this project once
the personnel comlete training and are posted in the field. 

The project staff plans to conduct annual evaluations. Anexternal evaluation will occur at the end theof second year of
operation. Planning of elementsproject outlined in ore-project
reports (the PP) seems quite complete, and the participation of the
Governmnt of Botswana in the decision making process seems beto
active. Additionally, the government's financial commitment ($1.7
million) covers one third of the project costs. 

Only recently have AID contract staff gone to the field and
project activities begun. As of January 1980 the staff consisted 
of a Project Director, eight nurse educators, and a health edu
cation nutritionist. No project evaluation has been performed,
though the project is considered to be on schedule. 
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Fall 1980 

CETRAL AFRICAN REPUBLIC
 

IDENTIFICATION
 

Project Name Ouham Province Rural Health
 
and Number: Project, Number 676-0002
 

Location: 	 Ouham Province
 

Project Dates: 	 FY 1977-1979
 
(terminated September 1979)
 

Funding Level
 
and Source: AID (grant): $1.7 million
 

Peace Corps: $330,000
 
Goverrment of
 
CAR (GOCAR): $931,000
 

Responsible Offices: 	 Health Officer, USAID/Central
 
African Republic
 

Bureau for Africa, Office of 
Central Africa Affairs, 
AID/Washington 

Contractor: 	 No major contractors 

Total Population: 2.2 million 

Rural Population: 59% 	 Infant Mortality Rate: 190 

Population Growth Rate: 2.2% 	 Life Expectancy at Birth: 46 

GNP Per Capita: $250 Adult Literacy Rate: 	 No infor
mation 

SYNOPSIS 

As part of an effort to begin extending basic health services 
to rural areas, the Ouham Rural Health Project .as designed to 
strengthen management capability in one province of what was then 
the Central African Empire. The project's activities also included 
training health personnel, developing vehicle repair capailities,
and rehabilitating and constructing health facilities. The project 
was abruptly teininated by Congress because of the activities of 
President-for-Life Bokassa. However, during its two years of oper
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ation, the oroject was .not successful in ,meting nst of its goals. 
Problems included oasic design limitations, personnel, coordina
tion, and logistics. 

BACKO 

The Central African Republic, which was called the Central 
African Empire during most of the project implementation period, is 
a vast, sparsely populated plateau consisting mstly of open savan
nahs. About 70% of the population live in rural villages of less 
than 1000 inhabitants, and although the government has made strong 
efforts to resettle these pecole along roads, the rural population 
remains dispersed. As one of the newly independent countries of 
Africa (1960), the Central African Republic (CAR) suffers from an 
embryonic infrastructure in all sectors as well as inadequate 
resources to pursue development without the help of considerable 
outside assistance. The very unsettled political climate following 
the recent dange in governments has caused serious disruptions in 
all areas, thereby anmourding existing problems. 

The health situation in the country is typical of most devel
oping countries, and is characterized by low life expectancy and 
high infant mortality and birth rates. The CAR has a particularly 
difficult ainbination if tropical diseases, including malaria, 
filariasis, bilharzia, and hookworm. Diseases of childhocd, vene
real diseases, and diseases resulting from poor sanitation are also 
prevalent. Health infrastructure is concentrated in the prefecture 
(provincial) and sous-orefecture capitals, with few 9overnment 
services in rural areas. The pool of trained health personnel is 
inadequate to meet even the needs at the central ministry level. 
Consequently, the health system is heavily dependent upon 
expatriate French physicians. France also contributes heavily to 
financing health and oth._r sectors. 

The GOCAR is acutely aware of the gravity of its health situd
tion and its dependence on external resources for health develop
ment. In the past decade the country has made progress toward im
proving its health situation. Health was included for the firsr. 
time as a separate chapter in the 1971-1975 Five Year Plan, with 
enphasis being given to developing "basic health services through
out the country, and training qualified health workers at all 
levels, specifically though prevefitive programs directed at rural 
populations." Recent measures to improve rural health include: 1) 
the development of a paramedical training program; 2) the estab
lishment of the Binbo pilot zone to study and demonstrate the 
delivery of health services that could be successfully extended to 
the entire rural population; and 3) the grouping of various 
Ministry of Health (MOH) vertical prorams to facilitate inter ated 
health delivery (though very recently this trend has reversed once 
more). 
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The Ouham Prefect-ure, located in the northwest area of the 
country, is the second most pcpulated prefecture, and has the 
advantage of a basic road system. Ouham has a population of about 
350,000, mostly small cultivators living in semi-permanent set
tlements whicl snift location every 2-10 years as the surrounding
soil beccu :s depleted. Ouham is typical of much of the county in 
terms of health needs and characteristics. At present, most 
government health facilities are clustered in the scus-prefecture
capitals. Other government services include ; mobile iminizatio. 
team which visits each village every two yr-ars. A 1975 APHA team 
assessing the health situation in the orefecture e.Lizated that 
only half of the 19 health posts in villages were operating. In 
addition to government services, three tssions sponsor hositals 
,nd rural dispensaries which, according to the APHA team, are 
utilized more often than governrent facilities, despite the small 
fee they charge for services. 

The antecedents of the Ouham Province Rural Health Project
date back to 1974, when AID prepared a Development Assistance 
Prog--am (DAP) for the country which recommended assistance for a 
Bimbo-like demonstration rural health delivery project. In the 
following year, during a follow-up visit, APHA exploced the 
possibility of including the CAR in a health delivery system
demonstration project. However, after several visits by various 
individuals and tean, a 1975 APHA team decided that a full-scale 
demonstration project should not be undertaken prior to the 
development of improved local management systems. The APHA team 
recommended instead a t. , phase project, the first emphasizing
managenent, and the second supporting the expansion of services to 
rural areas. 

According to the 1976 project paper (PP), Ouham Prefecture was 
selected as the project site because the GOCAR already planned to 
expand health services there in 1977, and because the Ministries of 
Social Affairs, Agriculture and Education also planned increased 
camunity develooment activities there. In the third Five Year 
Plan (1976-80), Ouham is one of four prefectures selected for 
extension of rural health services. However, the GCAR Study
Commission reviewing the PP document cannted that they had
.reservations with repect to this choice" as it was "arrived at 
unilaterally," and that "it is not acceptable for a goverrnent to 
allow its hnd to be forced in this manner." Aparently, the 
prefecture ot Basse-Kotto was slated to precede Ouham in receiving
development priority, and goverrment efforts to extend health and 
other services were already imerway there. As a result, the GOC.AR 
officially requested that some of the U.S. planned assistance be 
diverted to the Basse-Kotto prefecture. This compromise was 
accepted by AID, and the issue is not mentioned again in the 
project evaluation documents. 

The Ouham project, although based on the experience of the 
Bimbo pilot zone, was designed o be a lower cost system, less 
heavily dependent on large teams and four-wheeled transport. It 
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was to be a health delivery model that could operate without exter

nal financial support. 

ROJECT DESCR=IICN 

The Ouham Rural Health Project was designed to address the 
administrative, management, personnel, and communication/transpor
tation problems irmeding the development of an integrated, village 
level health care delivery system. Progress in the county's health 
status was, and still is, dependent L.on the extent to which these 
management issues can be resolved and a low cost rural health 
system put into operation. 

A LA special project evaluation, conducted several months 
after AID support to this project was terminated, reported the fol
lowing situation: 

CURENT PFOE STATUS 

CUTP7lS 	 STATUS 

1. 	 A prefectural administra
ticn syst-n for support 
and supervision of rural 
health planning and 
evaluation: 

a. The project was to have a. None were ever developed during 
developed health plan-
ning and evaluation 

this project. 

manuals. 
b. Baseline surveys and 

disease incidence data 
in addition to develop-
ment of a prefecture 

b. An evaluation of the Bossangoa 
population's health problems 
provided baseline demographic 
data for the project. This was 

base data collection done as part of the AID short
system was to have been term technical assistance to 
conducted and set up the project. The report was 
respectively, useful in furnishing helpful 

informatio1 on reference 
diseases by which the project 
could later be evaluated. 
However, there were no follow
up studies undertaken which 
could be compared 
baseline data. 

with the 

c. Health plan for L(ham c. The evaluation team found no 
developed, evidence of one having been 

established. 
2. A system for the delivery of 

village level health educa
tionand rural sanitation: 
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a. Sixty active village
health committees 
were envisioned in 
the PP. 

a. Dr. Finlay (Sept. 1979) reported that
"More than 100 village health or 
development committees have been formed 
with more than 80 described as active." 
The evaluation team was unable to confirm or deny this statement. However, in 3 
villages visited by the team 
(Bcuansscuma, Boussera and Bangayanga),
there had been no village ommittee
meetings within the past six months since
the project had been terminated. These 
were among the villages in which commit
tees had been reported. Apparently com
mittee activity was unrelated to dis
pensary activity in these three vil
lages. 

b. Fifty primary schools 
with health education 
being a part of the 
curriculum was 
planned. 

b. Finlay (Sept. 1979) reported that
health curriculum had been' intro
duced and were known to be functioning
in only 10 schools of Ouham and 
Basse-Kotto. Teachers from more than 
50 schools, however, had been introduc
ed to the adopted Togo health curricu
lum and were in possession of a copy of 
this curriculum. This curriculum was 
not yet officially adopted by the 
Ministry of Education in Bangui. 

c. A distribution system 
for health education 
materials would be 
established. 

c. Health education materials were obtain
ed. An attempt was made to distribute 
these materials to various health 
workers in the villages. Although a 
system was being evolved for the 
distribution of these materials, the 
project was terminated before this 
could be effected (Finlay, 1979). 

3. Health care services: 

a. 1 ,000 traditional 
birth attendants and 
healers were to have 
attended MCH work-
shops. 

a. The evaluation team saw no workshops in 
session, nor did it meet with known 
workshop participants. However, Finlay
reports that at least 50 people attend
ed these workshops (Finlay, 1979) which 
were conducted by a PCV in Boguila. As 
the evaluation team did not have the
opportunity to visit Boguila, we are 
unable to comment further. 
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b. 	20 Village Health b. 5 VHCA underwent training in Boguila. 
Care Agents (VHCA) (Winlay, 1979). They were chosen by 
identified by the the community. 
community and
 
trained in proto
type training.
 

4. 	A system for vehicle 4. 1 mechanic and 2 apprentices received 
maintenance, 10 on-the-job ttaining at the Bossangnic 
mechanics trained, rural health services garage. The 

evaluation team did not see any evi
dence of a system for vehicle 
maintenance. 

The Ouham Rural Health project was abruptly terminated by an 
action of the U.S. Congress in September of 1979, as a rt.sult of 
the brutal excesses of Emperor Bokassa. During its two year period 
of operation, however, the project encountered a series of obsta
cles which precluded its inplementation, and which discouraged 
reinstatement of the project even after the overthrow of Bokassa 
and the institution of a new governnent. While there was apparent
ly considerable activity in sow project areas, none of the cbjec
tives were achieved to any substantial degree by the time the proj
ect was terminated. 

When a special evaluation team reviewed the project in 
February of 1980 to determine which elements should be reinstated, 
they recommended ,discontinuing the project. According to the 
special evaluation, the project encountered problems arising from a 
change in government, personnel problems, logistics problems, as 
well as problems of implementing the project within the existing 
administrative structure and existing transportation situation in 
the country.
 

Problems arising fran external factors: The unstable political 
situation preceeding the change in government caused delays in 
assigning AID direct hire technicians for the project. Also, the 
high degree of fiscal weakness and chaos during the entire period 
of the project's operation posed problems, as the GOCAR was unable 
to fulfill its financial obligations. Rural health was clearly not 
important to the emperor, and it was never given much attention by 
his administration.
 

Project design problems: The 1980 special evaluation indicated 
that the goals of the project could never be achieved given the 
framework within which the project was implemented. The two major 
design problems (although not referred to as such by the evaluation 
team) were the project's dependence on scarce fuel, and the de
sign's incompatibility with the MOH's management style and phil
osophy; and its dependence on scarce fuel. The French presence in 
the CAR is pervasive, and the country is very much dependent upon 
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France for support of its institutions and economic life. Thecountry's health system is administered uy the French, who do not
endorse Alma Ata type primary health care programs for the CAR.
The French have concentrated on two types of health activities inthe rural areas: mobile vaccination teams and sall hospitals in
the most populated towns, an approach they consider better than
using village health workers and active participation, given the 
sparseness of the rural population and the transportation dif
ficulties. 

Because of these differences in approach to providing health
services, the evaluation team felt that a PHC project would have
little likelihood of being taken over by the CAR's health system,
or serve as a prototype for the delivery of basic health services
in the other prefectures - one of the project'a ojectives. Given
this situation, the 1980 evaluation recommended that "USAID notdesign projects with the intention of developing health systems or 
management capacity so long as expatriate technicians continue to
administer the health system for the entire country." 

Another critical design shortcoming was that the project wasfuel dependent, giving it a high probability of failure. Given the
chronic fuel shortages in Bangui and the country a whole, andas 
the widely dispersed population, important elements of the project
sirply could not be carried cut as planned. Although it is diffi
cult to assign responsibility for the inappropriate design and
eventual failure of the Ouham Province project, members of the
evaluation team have suggested that for reasonsome the consultants
who prepared the early feasibility studies were not perceptive
enough to recognize wha' obviously would not work in the country. 

Personnel problem: Recruitin7 AID technicians for an isolated
project site for a long-term period is generally a major problem,
and one that the Ouham project vas never able to resolve. Bossan
goa is a particularly inhospitable place to live--hot, dry, isolat
ed, and with no other expatriates ex.ept a few Catholic missiQna
ries. The first technician (Physici;n, Chief of Party) assigned to
the post resigned after 6 months. For the rest of the project
period, his duties were carried cut long distance by the other
technician, who was based in the capital. The resulting constant 
shuttling fron Bangui to Bossangoa, the project site, also disrupt
ed the planned health planning activities at the central level. 

Peace Corps participation in the project proved to bE problem
atical, as the project director 2!d not have direct authority over
the activities of volunteers. There were also problems arising
over the coordination of volunteers' tours of duty with Fcoject
activities. These problem were compounded by the fact that there 
was no AID Program Officer assigned t, the CAR during the project
period. The responsible officer was based in Yacunde, which delayed many funding and administrative questions. This also meantthere was no arbitrator of conflicts among AID technicians, between 
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and betee-n AID tec.hnicians and GOCARAID :ecnnicians and PTJs, 
personnel. Accorang to the evaluation document, many of "these 

-were severe enough t preclude optimum execution ofdifferences 

duties thus affecting project outputs."
 

L aistics orcblems: Waivers for drugs procurement consumed 1 year
 

of project time. Furthermore, the contrar"r for dispensary con

struction had unforeseen transportation problems, which signifi

cantly delayed building the planned dispensaries.
 

It is hoped that the lessons learned from this project will 

help pr- ent similar problems from arising in other projects. 
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Fall 1980 

CETAL AND WET AFRICA 

MDNTIFICATIM] 

Project Name 
and Number: Strengthening of Health Delivery. 

Systems in Central and West 
Africa, Ntunber 698-0398
 

Location: eadquarters, Abidjan, Ivory
 

Coast
 

Project Dates 	 Phase I: Septenber 1977 

Phase II: January 1978 - April 
1980 

Funding Level
 
and Source: 
 USAID: $20 million 

Responsible Offices: 	 Bureau for Africa, Office of 
Rgional Affairs, AID/Washington 

Contractor: 	 Boston University-to coordinate 
U.S. inputs
 

Implementing Agencies: 	 World Health Organization,
 
Brazzaville, Congo; Boston
 
University
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REGIONAL STATISTICS 

Total Population: 200 million
 

Rural Popilation: 85% Infant Mortality Rate: 185 

Population Growth Rate: 2.7%-3% Life Expectancy at Birth: 50
 

GNP Aer Capita: $185 Adult Literacy Rate: 38%
 

SMOPSIS 

The project entitled "Strengthening of Health Delivery Systems 
in Central and West Africa" is designed to increase the capability 
of the 20 coutries in this region to plan and manage low cost 
health delivery systems. The project's approach builds upon 
existing Central and West African institutions. A cooperative 
effort funded by the Agency for International Development and the 
World Health Organization, this project emphasizes 1) training for 
health planners, managers, nurses, and village health workers; 2) 
regional and national disease surveillance and health information 
systems; and 3) research on and evaluation of affordable health 
care delivery systems.
 

BACKGRUND
 

The Central and West African countries, recently freed from 
colonialism, suffer from a lack of health manpower, facilities, and 
financial resources necessary to provide health services outside of
 
urban areas. Tropical diseases, food shortages, and a lack of 
transportation and communication infrastructure further cripple the 
ability of these nations to deliver basic health services to their 
citizens..
 

The "Project for Strenqthening of Health Delivery Systems in 
Central and West Africa" (SHDS) was established to help meet the 
region's need to develop the capability and infrastructure to 
deliver health services on a national basis. "he project's region
al nature has an antecedent in the smallpox and measles eradication
 
effort mounted by USAID in the 1960's and 1970's. That regional 
project involved the participation of several bilateral and multi
lateral agencies. After successfully combatting measles and 
smallpox, the participating agencies were interested in continuing 
to build the health delivery capabilities of West and Central 
African nations and to utilize the facilities and institutions 
developed as part of that earlier effort. The Center for Disease 
Control, for example, had established centers in several countries 
of tLe region. The Wbrld Health Organization had established 
training centers in Senegal, Nigeria, and Thgo, and the French 
Government had established regional epidemic control centers in the 
Ivory Cbast and the Cameroon. 17 



In the early 1970's, the AID regional directors together with 
Bureau for Africa staff designed a project that would strenqthen 
and broaden the capabilities developed in the WI project, and 
would integrate new programs into the intrastructure remaining from 
the smallpox erradication programs. 

Various national governments supported the primary health care 
strategy that was later defined in the Alma Ata Declaration of 
1978. The idea of using primary health care to reach the rurl' 
populations had been accepted by the Africa region of WHOkJ.. '! 

efforts were being made to spread these ideas throughou che 
continent. Tanzania, for example, addressed this issue in the 1967 
Arusha Declaration. 

Each of the 20 countries participating in the SHDS project has 
adopted a national health plan based on the primary health care 
strategy. Each of the countries has developed a series of national 
targets to be achieved during the next five years. The countries 
in the region are assisted in planninq by the World Health Organi
zation (buntry Health Programming Exercises (CHP) that have 
received AID support.
 

The American Public Health Association received a contract 
from the Aqency for International Development in 1975 to plan and 
develop the first phase of the SHIS project. APFA sub-contracted 
with Boston University in 1976 to perform Phase I. A project 
director was named and a headquarters was established in Abidjan, 
Ivory Coast. 

PRI=3CT DESCRIPTION
 

The project's broad goal is to improve the capability of the 
participating governments to plan, manage, and evaluate their 
health services delivery systems using a primary health care 
strategy. The project focuses on the development of health 
manpowr, systems of conunicable disease control, planning and 
management, and on research and evaluation of effcrts to develop 
low cost delivery systems in the countries involved. 

The 20 countries participating in the project are: Benin, 
Cameroon, the Central African Republic, Chad, Congo, Guinea Bissau, 
Gabon, Gambia, Ghana, Squatorial Guinea, Ivory (bast, Liberia, 
Mali, Mauritania, Niger, Nigeria, Senegal, Sierra Leone, Togo, and 
Upper Volta. 

The principal project activities are the following: 

1. The project's first objective is to improve national and 
regional health planning capabilities. Activities in this 
objective include: 

Regional Health Planning courses for senior and 
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intermediate level personnel. 

* 	 Regional and in-country inter-sectoral management 
workshops on methods to promote health development. 

Country health programing exercises to develop national 
health programs. 

The training center for national planning, management, and bud
geting in Dakar (Senegal) has been closely involved with activities 
under objective one. This center was opened in 1975 under the 
sponsorship of the World Health Organization. It has conducted 
country health progranning exercises in a number of countries and 
given orientation to couuntry health programming in other countries. 
Consultations on health planning and management are given in-coun
try. New courses have been devised for intermediate level manag
ers, and a special seminar was presented to ministry level person
nel to develop new approaches to policy analysis and management of 
national health programs. 

2. The second objective is to increase the skills and improve the 
utilization of health personnel providing basic health services at 
the supervisory and local levels. This objective is carried out in 
cooperation with five African institutions. 

At the WHO training centers in Lane (Togo) and Lagos (Nigeria) 
a program has been developed which includes the foL.,wing activi
ties: (a) The production of training materials for use in the 
courses given at the centers. A manual for training of village 
health workers used in training trainers. Materials in supervision 
and management are also being produced. (b) Courses for trainers, 
supervisors and managers in primary health care programs are given 
each year in French (Lame) and English (Lagos). (c) In-country 
assistance with planning, training of trainers, adaptation of 
training materials and evaluation are given by the staff at the 
centers to graduates of their courses who are working in primary 
health care programs. 

Post-basic training of nurses is another program under this 
objective. The francophone post-basic nursing programs are located 
in Dakar (Senegal) and Yaonde (Cameroon) at the Centers for Nurses' 
Training (CESSI). The anglophone training program is associated 
with Cuttington College (Liberia) and has only recently enrolled 
its first class. For the post-basic nursing programs consultants 
and teachers have been provided through Boston University and from 
the West and Centeral African region to assist with the developnent 
of curricula focused on the role of nurses in primary health care. 
In addition, continuing education activities have been carried out 
for graduates of the CESSIs. 

Nationals from the West and Central Africa regions are 
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receiving masters level training under SHDS auspices in preparation 
for faculty roles in the post-basic nursing training programs at 
the CESSIs and in Liberia. 

3. Cbjective three is to improve regional and national disease 
surveillance and health information systems and to integrate them 
into their respective health delivery systems. The Center for 
Disease Control is responsible for executirg this part of the proj
ect under a PASA Pqreement (Participating Agencies Services Agree
ment) with AID. The program's activities include analyzing each 
nation's surveillance system in-depth, training national personnel 
to develop surveillance systems, constructing laboratories, distri
buting vaccines, and carrying out disease surveillance. 

Courses have been F-esentei on communicable disease surveil
lance and on developi'-.rj imunization programs for the countries. 
Laboratories are being developed in the Cameroon and the Ivory 
Coast. Measles vaccine has been distributed to the countries. 
Training and demonstration areas for the Expanded Program for Immu
nizations (EPI) have been developed in the Cameroon, the Ivory 
Coast, and the Gambia. The EPI concentrates on immunization for 
measles, polio, diphtheria, pertussis, tetanus, and tuberculosis. 
Investigations of outbreaks have been conducted in the Cameroon for 
typhoid, monkey pox and Lassa fever. 

4. The fourth objective is to develop affordable health delivery 
systems in each country. Originally the project called for a 
demonstration of low cost delivery systms similar to those in the 
DEIDS Project, a predecessor of the current project. fbwever, this 
could not be completed for a variety of reasons. Instead, the 
training of research manpower to understand the problems and con
straints in the management of health care delivery systems was sub
stituted. 

The SHDS Project and WHO/AFRO decided to collaborate on a Pro
gram for Applied Research on Primary Health Care, including train
ing for provision of research grants for African researchers. Thus 
far 3 courses have been given within the region on research design 
and proposed development. Funds for research have also recently 
become available. 

The project director from Boston University (the prime executor 
of the project) ;%orks with WHO staff members, representatives from 
the 20 countries, and the regional AID office in the Ivory Coast. 
The organizations involved formed a project review committee con
sisting of senior officials from the Ministry of Health as well as 
representatives from the implementing agencies. This committee 
formed a subcommittee called the Program Coordinating Committee to 
serv.e as an executive program committee to monitor project pro
gress. The subommittee meets with the project staff on a yearly 
basis, and the project review committee meets every other year. 
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In March and April 1980 an evaluation of the SHDS project was 
carried out by DIMPEX Associates, Inc., of New York City and 
Washington, D.C. The independent six member evaluation team can
posed of Americans, Africans, and a WHO representative visited the 
eight countries participating in the SHDS project. They found that 
goals and objectives were generally being achieved: the project 
clearly benefitted the participating countries. 

IMPLEMEN=ON EXPERIEWE 

The contractor's scope of work for this project is camplex. 
Overall implementation responsibility is shared between SHDS head
quarters in Abidjan (Ivory Coast) and the World Health Organization 
in Brazzaville (Congo). The Abidjan headquarters of SHDS is 
responsible for planning and managing project implementation and 
arranging for U.S. consultants to work on project activities. 
Project headquarters arranges for procurement and provides general 
administrative support.
 

The Brazzaville WHO office (AFRO) is responsible for fielding 
African consultants and participants in the project. WHO-AFRO 
assists in the selection of participants to be trained under the 
project and administers project funds for their support. WHO also 
acts as an important link between the African nations ad the proj
ect headquarters, especially to the Agency for International Devel
opment. Thi' rather ccrplex administrative arrangement has re
quired extrac "dinai:y diplomatic efforts by the project director, 
WHO personnel, and AID staff members.
 

It is significant to note that the project is essentially on 
schedule and that most activities are agreed upon by all parties. 
The administrative complications of the project are resolved by 
transoceanic communication and travel. A project evaluation report 
indicated that the nations participating in the project were gener
ally satisfied with project progress, and wished to have even 
greater participation of their countries' health programs in the 
project. Participating countries felt that the project addressed 
real needs in their ountries and gave them a significant role in 
decision making. The project staff has been able to win friends 
and elicit cooperation for the SHDS project in countries which have 
previously been relatively unfriendly to the United States, and 
have not previously sought AID assistance. The high level of coop
eration among the project staff, member governments, and participa
ting agencies that has characterized the project's preparation and 
operation suggests a positive prognosis for achieving project goals 
and objectives. Project staff often visit participating countries 
and communicate frequently with WHO headquarters and country repre
sentatives. Cooperation and coordination between the headquarters 
staff in Abidjan and AFRO has greatly facililated the project's 
progress. It is significant that numerous African consultants are 
participating as experts in this project, providing technical 
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assistance to other African nations. The African consultants have 
been very well received. The evaluation report suqgests that given 
this experience, perhaps more African consultants Could be involved 
at the headquarters decision making level. The project staff in 
the WHO regional training centers are all Africans, assisted by 
expatriate advisors who play a minor role in project implementa
tion. This staffing pattern may well be a key factor in the suc
cessful implementation of this and other health projects. 

22 



REFRECES
 

"Midterm Project Evaluation of the SHDS Project," DIMPEX 
Associates, Inc. New York, Washington, D.C., May, .980. 

Project Paper, Strengthening of Health Delivery Systems in Central 

and West Africa. 

"Six-Month Internal Evaluation of SHDS Project." December, 1979 

WHO Project ICP SPM-013. 

Comments on first draft by Vivian R. Johnson, Ed. D., Campus 
Coordinator, SHDS, Boston University. 

23
 



Fall 1980 

KENYA 

IDENTIFICATICN 

Project Name Kibwezi Rural Health Scheme,
and Number: Number 615-0179 

Location: Makindu District at Kibwezi 

Project Dates: FY 1979 - FY 1981 

Funding level
 
and Source: 
 USAID: $815,525 

Association of Swiss Civil 
Servants; Norwegian Church Aid;
Canadian International Develop
ment Agency; Goverrment of Kenya
(GOK) 

Responsible Offices: Health Officer, USAID/Kenya 

Bureau for Africa, Office of 
East Africa Affairs,
AID/Washington 

Principal Contractor: 	 International/African Medical 
Research Foundation, New York/
Nairobi, Kenya 

Implementing Agency: 	 Ministry of Health (MOH) 
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COUNR STATISTICS 

Total Population: 15.9 million 

Rural Population: 86% Infant Mortality Rate: 83 

Population Growth Rate: 3.9% Life Expectancy at Birth: 53 

GNP Per Capita: $330 Adult Literacy Rate: 40% 

SYNPSIS 

The Kibwezi Rural Health Scheme is an ilo.rtant experimental
primary health care project that is intended to be replicated in
about 10 other anderserved, remote rural areas. In the Kibwezi 
pilot area, a health center is to be complemented by a system of 
trained community health workers, supported by a mobile health 
unit. Construction of the facility at Kibwezi is nearly complete,
though almost a year behind schedule. Forty-one community health 
workers (CHWs) have been selected by their omunities and are in 
training. A baseline survey has been rmmpleted, individual 
villages have been identified, and the health reeds to be attended 
bF the (2Ws and the health system have been prioritized. 

The contractor, AMREF, has nearly crpleted several self
teaching manuals for CHWs as part of its highly regarded series of 
manuals on medical and primary health care. Additionally, the 
project is pioneering low cst rural electricity production. 

BADWMS 

Kenya is a country of enormu.s demographic and geographic
diversity. Poplation density ranges from severely overcrowed to 
sparse, and the terrain varies from arid grasslands to rainforest 
to mountains. 

About 90% of the people live in rural areas and only about 7% 
in the two major cities of Nairobi and Mombasa. Medical care is 
provided by the Government of Kenya (GOK), Ministry of Health (MOH),
and by a variety of private voluntary, usually religious, agencies.
The doctor-patient ratio in Nairobi is 3,000 to 1, while in sane
rural areas the ratio is over 250,000 to 1. Twenty-five percent of 
the population lives more than twelve kilometers from the nearest 
health facility. 

Population pressures together with the politics of land tenure 
are the two main factors responsible for a migration to urban areas 
as well as to arid regions of low productivity. Strong tribal 
boundaries, the large amount of land held by large foreign
agribusinesses, and the GOK holdings make access to land difficult 
for those moving away from overcrowded areas. Land can be divided 
only so many times arxng son and grandsons before plots become too 
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small to live on. Kibwezi, however, has some available land and is 
receiving migrants from other regions. 

While Kenyan per capita income (1978) stood at $330, for the 
rural population comprised mostly of small farmers (with land 
holdings of 1.5 hectares or less), it is about S111. Almost one 
third of rural children suffer from some degree of malnutrition, 
and over half the rural population is under 15 years of age.
Scarce water supplies, scattered populations, and poor roads 
further complicate the challenge of delivering basic health 
services.
 

It is the long-term plan of the Government of Kenya to provide
health and other services to the very poor 1 million or so people
in the arid areas of marginal productive value. The GOK is 
initiating projects in these areas in order to accommodate the 
present and future population with needed services, especially in 
the area of health. Kenya's 1979-83 development plan has evolved 
slowly fron the "growth oriented' plan of 1966, through the 
"redistribution 'ith growth" approach of 1974, to the "poverty 
alleviation strategy" of 1979 (according to AID). 

The main rural health objectives of the current 5 year plan 
are to 1) increase health care for rural areas, 2) increase 
resources for preventive public health care, and 3) Licrease 
capacity and quality of staff training at all levels, particularly 
primary health care workers. The basic goal is to provide
integrated primary health services for about 1 million impoverished 
people living in remote rural areas. 

The Kibwezi Rural Health Scheme has evolved from tLhe long-term
commitment of the GOK to i:rove rural health services wri from the 
experience of a variet-y of previous projects. The Kibwe.i project 
consists of a central in- and outpatient facility that can serve up 
to 300 people a day, the selection and training of community health 
workers, the ongoing tzzining of project staff, and a mobile health 
unit to provide additional preventive and curative services and 
health education. These services will eventually reach about 
100,000 people in an area about 110 miles southwest of Nairobi on 
the road to Mombassa, the second largest city. 

The Kibwezi Project is a model on which a series of rural 
health centers will be based, thus forming the backbone of Kenya's
rural health services. The whole system depends on the community 
health worker to provide the appropriate preventive and curative 
health services at a minimum cost. 

The contractor is the African Medical Research Foundation. 
(AMREF). AMREF is the only direct medical service PVO to be 
founded and based in a developing nation. Begun over 20 years 
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o with teams of "flyinq doctors" servina rural areas, AMREF is a 
Easthiahlv orofessional health service with projects throughout 

Africa. These projects ocerate in close coperation with the 
individual national governments' lonq-tern health plans.
 

PRMYECT DESCRIPTIN 

AMREF has been requested by the MOH to assist in the 
development of an "integrated and ciiprehensive rural health 
service system for the Makindu Division of Kenya at Kibwezi."
 

.Major activities planned for the first two years (1978-1980) 
include:
 

Baseline surveys.
 

Meetings with local village leaders on the concept of 
primary health care, and the role of community health 
workers.
 

as 	 the referrallonstruction of a health center tD serve 

and supervisory base facility.
 

Refresher training for staff at existing rural health 
facilities in the area, including briefings on the Kibwezi 
Rural Health Scheme and its implications for health workers 
in Makindu Division, especially regarding their relationship
 
to CHqs.
 

communities.* 	 Training of 40 C34s selected by their 

Training is developed in close cooperation with each 
community bo be served.
 

Post-basic training, supervision, and support.
 

Health care self-teaching manuals produced and distributed 
by AMREF for health staff, CHs, and other health 
professionals and students. This is being undertaken in 
response to the genErally limited availability of 
appropriate texts, manuals, and journals for heal th 
auxiliaries. Twelve manuals (4 annually) are to be prepared 
and distributed at no cost to training schols in Kenya and 

Tanzania. Further distribution for near cost through 
bookstores and "textbook centres" will make this part cf the 
project ongoing and self-financing. Four planned titles 
include: Rural Health Service Planning and Administration, 
Mobile Medicine, Contnuinuing Educ.tion Training Promaraes for 
Rural Health Workers, and Caminnity Health Worker Manual for 
Kenya. hree manuals (one annually) will be translated int; 
Swaili and 1000 distributed free n training schools. Two 
AMREF health journals, AFYA and DEFENDER, will a', _e 

produced and distributei. 
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Detailed cost accounting records will oe maintained 
to determine replicatior value of the proiect. 

A standard mobile health unit working with CHWs will 
provide the link for the promtion of health services on an 
area wide oasis. Activities will include sanitation, health
education, water supitru matters, immunizations, family
planning, health education for teachers, and supervison of 
CHWs.
 

Construction of the health center and staff housing is nearly
ccipleted. Several staff mernmers have moved in, and some out
patient services have begun. 

Two one-day refresher training seminars 'ere held in 1979 for
staff at existing health facilities in the Kibwezi area. The first
involved 15 people, the second 39, including re "non-medical"
assistant chiefs, teachers, and others. Similar sminars were held 
in 1980.
 

Durng the last half of 1979 and 1980, AMEF staff visited
villages and met with leaders and camaittees to discuss the concept
of primary health care and the role of the ccmnunity health worker.
Though the CIW is to initially be a volunteer, it is assumed that
at some point the comunity will take responsibility for
remuneration. In its proposal, ANREF indicated oorainingthat
community financing was not expected to be a problem in the Kibwzi 
area. (In the coffee growing regions, however, wher nere is a
cash economy, the AMREF felt that people would not be willing to

spend their money on a lesser trained CHW, even though close to

hae, since people are willing to pay significant suns to take

public transportation into major health centers.) The first step
is the formation of a village health committee which has(VHC) a
specific set of duties that include assisting in the construction
of a "village health post" (which is usually adjoining or near the
home of the CHW), ccordinatig the selection and supervision of the
CHW, promoting the program, and providing necessary logistical 
suport. 

A baseline survey the health status the hasof in target area
been camleted, as well as several steps to de-ermine the comnunity
"felt needs" that the CHW could help meet. Whi1- the formal CHW3oo description is quite detailed, each village situation is
expected to vary considerably. Generally, however, GW activities
will consist of i) preventive, rehabilitive, and health promotional
activities, 2) curative activities, and 3) administrative duties 
such as maintaining patient and drug records. 

CHWs are to receive training in such areas as 1) personal and
cammunity hygiene; 2) envirormental sanitation (relevant practical
skills); 3) methods of digging wells, building dams, and water
catchments; 4) simple diagnosis; 5) MCH/FP methods; 6) simple 
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rc cord :keeoin-; u nderstanding the .ocal hea~tn necwork, 
availanle corruncaticns, -and :he eferral svstem; 3) =cmrunicable 
disease control; 9) nutrlticn educat.2cn and better farminq Tethods; 
10) sLmple Tetihods Df 3rdin.v7du~d androi-T, armunication; 11) 

how to kno-w one's limitations and educate oneself. 

The training schedule is to be flexible to assure that each 
trainee masters the basic course content. Because of seasonal and 
personal interruptions, it was anticipated that the actual training 
might vary for each individual. An unusual aspect of the training 
is that it is arranqed so that the trainee does not have to leave 
the village, and thus will not 1reak his/her ties to the community. 
Training is arranged in the village itself, or within an easy 
couruting distance. 

AMREF considers supervision of CHWs by the Kibwezi staff to be 
very inportant: it should "therefore be continuous and reliable.' 
However, great care is to be exercised in avoiding authoritarian 
relationships by fostering a teaching aid participation role that 
might even involve living periodically in a given village. The 
v:llage health committee is also envisioned as playing an 
unspecified "supervisory back-up" role. However, the main function 
of the Kibwezi supervision is to checK --n the health .roblems of 
the area and strengthen the relationship Ltween the CiW and the 
local develorment agencies. 

As of September 1980, the training (rf 41 CHWs was well 
underway "with no dropouts." The types or, trainees range from 
traditional healers and midwives to older male farmers who are 
respected members of their cosmunities. Sae are illiterate, which 
introduces special problems in teaching. The group varies from 
"late 40's to early 20's," and "about half" are women. 

Reuneration was left open in hopes of finding appropriate 
forms of ongoing oummunity financing. Since the underlying program 
philosophy is that "the oamenity must accept responsibility for 
the program at the outset," the understanding was clear that while 
CHWs initially worked voluntarily, some form of remuneration must 
evolve. AMREF believed that given adequate interest, enthusiasm, 
and commitment on the part of the villagers, the program could 
work. The response has initially been good. For example, one 
village said that it was ready to provide land, bricks, and labor 
for the village health post and build a house for the CHW as well. 
AMREF reports that once explained, the concept of PHC has been 
accepted with enthusiasm. 

Given the inportance of the Kibwezi project to the overall 
rural health plan of Kenya, all parties are paying close attention 
to what is happening there. What is learned there will be of great 
value throughout East Africa and elsewhere. It is also a very 
visible project for AMREF. 
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It is important to understand the close working relationship 
between AMREF and the MOH. The MOH operates most of the health 
facilities in the country, and is actively working to increase 
ccoperation and planning with voluntary and durch projects and 
hospitals in order to minimize conflicts and overlap of servires. 
Moreover, the MCH gives AMREF about $80,000 per year for various 
medical services and training workshops around the country. Also, 
the AMREF medical director is a former MOH official. Under this 
close MOH oversight, AMEF has responsibility for project impleen
tation, including hiring subcontractors. bwever, even here the MCH 
plays an integral role, since it is MREF's responsibility to train 
iative Kenyans to take over the project when the MOH assumes 

day-to-day implementation and financial responsibilities. 

With replication in mind, great care seems to be taken to make 
the two main components of the system as efficient and low cost as 
possible. These t-'o features are the health facility itself and 
the selection and training of CHWs. 

Great attention to detail is beinq taken in the health center 
building design. For example, in cooperation with the electrical 
subcontractor, Timpex International, AMREF is trying to reduce 
Kibwezi's electrical requirments, particularly at staff residences, 
where "electrical cookers" and refrigerators were eliminated 
because of the projected high fuel costs for the diesel generator. 
Also, outpatient and inpatient lighting loaders were reviewed by 
Timpex, and found to provide higher "lumen output" than needed. 

Additionally, in September 1980 a contract was signed between 
USAID, NASA, and AMREF, t build a supplementary photovoltaic solar 
system which will transform sunlight directly into electricity for 
the Kibwezi project. The solar electricity will power a two way 
radio and some outpatient electrical needs. This is the first in a 
planned series of USAID financed rural solar pilot projects. A 
secondary goal of the AID program is to provide electric power to 
rural areas that could not otherwise afford it. I 

This form of power generation is particularly appropriate for 
remote areas beyond central power grids. Such locations are often 
dependent on diesel generators which, because of increasingly pro
hibitive fuel costs, and the relative inaccessibility of mainte
nance services and soare parts, constitute a costly and unde
pendable power source. A NASA consultant believes that "a system 
of photovoltaics can be competitive and very efficient," and that 
photovoltaic systems like the one planned for Kibwezi would be 
appropriate not only for health centers but also for rural schools 
and cottage industry, particularly in the tropics.
 

AID selected Kibwezi as a pilot project site rnt only because 
of its accessibility and visibility (:-s a future major training 
center for rural health personnel in Kenya), but also because of 
the enthusiasm and support of the AMREF management for evaluating 
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alternative eneray sources to replace hia .mst ilesel electricity. 

Great attention has also been given to the comnunity health 
worker component of the project, and considerable efforts were made 
to involve the comuunity in a meaningful, ampowering way. Never
theless, AMREF reported in March 1980 that unforseen construction 
delays* gave them "more time to establish and develop a relation
ship with the local conunity which will benefit the project long
term." This occurrence constituted a fortuitous realization of the 
need for even more preliminary comnrunity organizing than had been 
ol anned. 

The Kibwezi project evolved out of the experiences of a number 
of projects carried out during the past 5 years, and embodies 
AMREF's general project philosophy. The two main points are: "We 
should never create anything that cannot be locally self-sustaining
and replicable elsewhere," and that aWs "are only as useful and 
conetent as their training permits Lhem to be." 

Althougn only limited information is available on the status 
of the aW program, information at hand indicates the kind of pro
cess AMREF used to develop the CW system. AMREF's approach can be 
seen fran the following examples. 

_n its first organizing effort in Kai cluster (a cluster 
consists of about 2,000-4,000 people living in about 400 houses),
AMREF conducted a baseline survey of organized cammunity 
involvement in a typical project area. Kai was chosen largely
because it was the most effectively organized cluster in the area,
with a history of participation in development programs (including
self-help construction of schools, roads, and wells), which AMREF 
considers examples of the type of carmunity participation crucial 
foz the success of a primary health care program. 

Kai has 16 self-help groups working on a variety of projects 
including handicrafts, a cotton farm, and pit latrines. The 
self-help groups assisted in identifying Kai' s main health 
problems, and were introduced to the concept of primary health 
care, which "took time and numerous meetings." The AMREF team 
assisted these pre-existing self-help groups not only in identi
fying specific health problem and diseases affecting the con
nnity, but also in tracing the causes of the problem. The 
self-help groups then decided on a course of action and developed
specific plans to deal with each major problem. CmTmunity surveys
and discussion methods wpre used to elicit not just "participa
tion," but village initiated activity. 

*The construction delay was caused by the construction subcontrac
tor stopping work midway, when he realizea he was losing money. 
AMREF had to go to court to pressur him to acmplete the 
construction. 
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The communities were also involved in leciding many of the 
specific elements of how the program was to be structured and 
carried out. For example, in the case of the Kai cluster, the 
people felt that a village health committee would be unnecessary 
since the self-help groups could serve that function. Then the 
villagers were delegated the responsibility of selecting the CM{4
with guidance from NMREF, which stressed triat the CHIN not he 
selected by just a few comunity leaders. 

The result of the self-help group's meeting was a list of 
criteria on which selection would be based, all of which 'ill in 
details within the broader definition of the CHW, as presented by 
ANMREF. Ebr example, the candidate had to be a responsible adult 
capable of working independently with limited supervision. Each 
had to be a volunteer, willing to sacrifice personal work for the 
community's work, and ready to offer services even at night if
 
called upon. In some groups, mcbility was one criterion, including

readiness to cover great distance without complaininq," and "in 
some cases selection was extended to nursery school teachers and 
adult education teachers."
 

AMREF reports that 3 major issues were repeatedly raised 
during the community meetings: 

(1) 	Paymunts for C}31s. This matter was deferred until after 
tle final selection. 

(2) 	Educational requirements for CFIs. There was often a 
heated discussion as to whether education should be an 
overriding criterion, because many people were reluctant 
to exclude the invaluable services of illiterate 
traditional birth attendants. As it turned out, several 
of the trainees are, in fact, illiterate, which reported
ly has presented special training problems.
 

(3) 	Cl-s' expectations. Before accepting selection, candi
dates were warned against expecting to be delivering a 
variety of services in a short time period, since a new 
project was expected to suffer from implementation
delays. These issues were discussed to avoid frustra
tion, discouragement, and subsequent antagonismn towards 
tre project.
 

Villagers were also asked to determine the role and importance

of traditional medicine, and its utilization vis-a-vis modern 
medicine. Incorporating traditional medical practices into the PHC 
program is being considered. As part of efforts to incorporate the
 
existing health care system, the project plans to train druggists 
in certain simple diagnostic procedures.
 

AMREF planned to follow up this community participation
 
process with further discussions on primary health care, cbtaining 
input from community leaders at local meetings (barazas) on methods
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that might be useful in teaching Cl9is, and providing training on 
community relations and ongoing data collection to the C}f4s. 

One long-term result of this process, for Kibwezi, Kenya, and 
much of East Africa, is a manual for training community health 
workers, based in large part on the Kibwezi experience. The manual 
is now written and is beinq translated from English into both the 
local language (Kikamba) and Swahili. Other manuals in the series 
will have similar distribution and long-term value to health 
workers.
 

What is perhaps most distinctive about the Kibwezi project is 
the strong sense of it being a project by and for the people of 
Kenya. Even though AMREF has many expatriates on its staff, it is 
clear that they are committed to East Africa, and that in the past 
20 years they have developed a close working relationship with the 
GOK. This relationship contrasts with that of many PVOs not 
founded and headquartered in the area they serve. Both the GOK and 
A.MREF w-re committed o training and using native personnel wher
ever possible in the Kibwezi project. This is wholly consistent 
with the "grassroots development" of a primary health care system, 
based on community-selected C~Is. Planners of similar projects 
should be aware of the motivating, -erpowering process that AMPEF 
views as key to essential community participation. AMREF espouses 
the view that effective, appropriate, and ongoing community organ
izing may be the measure, if not the main determinant, of a suc
cessful preventive health program. 
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Fall 1980 

Project Name 	 Kitui Primary Health Care 

and Number: Project, Number 615-0185
 

Location: Kitui District
 

Project Dates: 	 FY 1979 - FY 1981 

Funding Level tSAID: $413,000 
and Source: 

Government 

of Kenya: $275,000
 

Responsible Offices: 	 Health Officer, USAIDiXenya
 

Bureau for Africa, Office of
 
East Africa Affairs,
 
AID/Washington
 

Principal Contractor: 	 CODEL (Coordination in Develop
ment), provides direct medical 
services, trains community health 
workers and midwives, and conducts 
ongoing evaluation and data 
collection. 

Implementing Agencies: 	 Catholic Diocese of Kitui 

COON= S2TITICS 

Total Population: 15.9 million 

Rural Population: 86% Infant Mortality Rate: 83 

Population Growth Rate: 3.9% Life Expectancy at Birth: 53 

GNP Per Capita: $330 Adult Literacy Rate: 40% 

SYNOPSIS 

The Kitui Primary Health Care Project is composed of four 
mobile health units that serve remote rural areas of the Kitui 
District of Kenya. These units are based in four health centers 
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xarJ natE-i =rou'r an mn"IstrtaCive ead-cuarrz at --!e jistrlct 
zare, LTruni:2os*zItal. The .oDcc!e neditn -ea-z crovze antenataL 

zatlons, and si p le urative treatment. They also are invoive in 

health education and some =aininq of community healtn workers and 

midwives. Except during periods of heavy rains, wnich make some 
units are all functioning. Itroads uipassible, the mooile health 

however, that curative services are taking precedence over aupears, 
community participation in planning,Preventive measures, and that 

is The lattermanaaement, and evaluation limited. situation could 

inni-oit a smootin ansition to Governrment of Kenya (GOK) management 

at the end of the --roiect grant. 

BACKGROUJND* 

In conjunction with GOK's goal of providing basic health ser

vices to acout one million people living in rural areas, the Catho

lic Diocese of Kitui in cooeration with the Ministry of Health 

(MCH) started the Kitul Primary Health Care Project in 1977. The 

pilot stage was based in N.mmto Catholic Mission Hospital and was 
The project was initi

financed ($24,719) by USAID through CODEL. 


ated following one and a half years of CRS-supported drought inter

vention, wnich had succeeded in establishing contact with large 

and children through food distribution centers. nuncers of mothers 

CODEL (Coordination in Development), a coalition of 30 organi
is the contractorzations (mostly religious) in the United States, 

project. CODEL plans and iplements developmentfor the current 
projects in those countries classified Ly the United Nations as 

proj"least developed" and 'hnst seriously affected." Of the 139 
located in Kenya.
ects supported by CODEL in 1978-79, 15 were 


area 50 miles west of Nairobi.Kitui District is a rural 
the siteProject administration is based in the town of Kitui, also 

of the Kitui District Hospital. There is also a pastoral center 

operated by the Catholic Church, which has tb.-bed chalets and con

ference and dining facilities. The most cmmon health problems in 

the region are measles, malaria, worms, pneumonia, incmplete abor
sexually diseaset,tions, pelvic inflammatory disease, transmitted 

abscesses, skin and eye infections, fractures, wounds, anaemia 

(mostly caused by h:xk-worm), kwashiorkor, marasmas, prematurity, 
infants, gastroenteritis, otitisacute respiratory infections in 

media, leprosy, and tuberculosis.
 

PR3JEC DESCRIPTIN
 

The Kitui Primary Health Care Program intends to provide 

people not presently served by existing goverrmenthealth care to 

Please refer to the previous project sumnary ror aditional 

background information. 
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or .edical mission facilities. This effort is carried out throuoh 
outreach from tne mission hospital and four -moile -ealth units. 
Each :inth the units visit 16 village centers chcsen in consulta
tion with community leaders. The days chosen to visit are usually
market days so it will be convenient for pole to attend from out
lying areas. Services provided include: immunizations, ante-natal 
care, and simple curative treatments. MOi clinic is free except
for a "nominal charge" for curative treatments. Health education 
workshops on selected topics are also held during the village clin
ics. Additionally, training sessions are held about five days a 
.month for rural women to provide their remote communities with 
"health experts." They are trained to provide health education as
well as to treat fever, wounds, worns, diarrhea, vomiting, anemia, 
and other common problems.
 

The four units started up at the following times:
 

Mutcmo: 1977 (the pre-pilot stage began in 1975)
 
Kimangao: May 1979
 
Muthale: November 1979
 
Mutito: January 1980.
 

The aim of the project is to create a replicable, low-cost
 
health delivery system. Ultimately this would mean that the mobile
 
units and the four hospital health units would be linked with or
 
assimilated into government plans,for six rural health 
uits. This 
plan is congruent with the GOK's plan to rationalize the health 
sector by avoiding duplication and competition among public and 
private providers. The extension of exir - -ervices also fits 
the national plan to extend services to ren. rural areas. Gov
ernment involvenent in the project has included discussing and
 
approving clinic sites, allowing the use of government dispensaries

in some places, providing vaccines, and allowing staff members
 
(e.g., family field educators) to give talks at clinics.
 

The major outputs of this project include iimnization, simple
curative care and referrals, health education, training of Comuruni
ty health workers and midwives, evaluation of records, and surveys
to determine the project's impact and appropriateness of project 
design.
 

Each health center is based at a Catholic mission. The great
est distance between any 
two centers is about 50 miles (though it 
is much longer by road). The team now consists of two enrolled 
midwives, three student nurses, and a driver. A 1NICEF project
evaluation (November 1980) noted the 

..only problem are that Mutito does not have 
a registered
 
nurse or leader and there will soon be changes in some of the
 
enrolled midwives. However, having Mutomo Hospital as basea 
for one team allows replacements to be found without anv 
interruption in services. The teams appear to have been re
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markably stable, wnich allows -outines to be maintained... at 
present they are fully occupied with the various stations 
required in an integrated MCH clinic... 

This statement appears to be in conflict with the November 
1980 project review which stated that 

It is difficult to recruit and retain staff. Within a year 
of completing nurse's training, most nurses transfer to 
Kenyatta National Hospital in Nairobi. The mission hospital 
at Mutomo was not recognized for the training of o3mIUnity 
nurses as had been anticipated. No clear reason was given for 
the refisal. 

The project is keeping careful records of patients treated and 
has copiled statistics on the two most active units. These data 
indicated, for example, that between July and December 1979, 10,291 
immunizations were administered to children and pregnant women in 
Mumoto and 5,144 in Kimangao. Immunizations included smallpox, 
BCG, DPT, oral polio, and measles for children, and tetanus toxoid 
for pregnant women. The project continues to face problems in ob
taining vaccine supplies. In February, March, and April, OPT was 
in very short supply, and polio vaccine was not available fran 
March to June. There was a countrywide shortage of both vaccines 
from July through September, which affected supplies available from 
the Kitui District Hospital. 

Nonetheless, based on 1980 population figures mid the number 
of people receiving vaccinations, the coverage for the four progran 
areas was estimated to be: 

Antenatal: 36%
 
Bcx;: 89%
 
Fir-it Polio 103%
 
First DPr 99% 
Measles 59%
 
First TT 20% 

The project review stated that the immunizations have loweted 
the infant mortality rate of children under five and reduced the 
numbers of children admitted to the hospital for measles, whooping 
cough, etc. More antenatal mothers at risk are being recognized 
and are delivering under medical supervision. This is presumably 
because of the good referral system that has developed from the 
mobile clinics to the mission hospitals and to and from government 
services. The project review also noted that mothers are display
ing an ever growing interest in attending MCH clinics even when 
their children have completed the course of immunizations and are 
in no need of curative treatment.
 

Clinic sites vary greatly: from churches, to government dis
pensaries, to (in at least one case) "a little rmd and wattle hut 
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built for the puroose by the people under the stimulus of an inter
ested and progressive chief." Nonetheless, the teams a;pear to 
offer similar services, adapted somewhaL to the local situation. 
For example, the topics of health education discussions are 
sometimes selected by the people attending. At one site mentioned 
in the UNICEF evaluation, 

The clinic... started slowly as the rain had come after a pro
longed dry season. The wmen assembled under a huge baobab 
tree and sitting on the lateral roots, listened to two enroll
ed midwives giving a talk on diarrhoea and a demonstration of 
making up a salt and sugar solution in a 'Treetops' iottle. A 
not-too-visible large picture 'code' of the problem diarrhoe
al-bottle-flies-working nntner was also used. 

The UNICEF report noted that in most of the Kitui District, "Breast 
feeding is still fortunately almost universal." Also noted, how
ever, is a need for improvement in weaning practices. 

The original baseline survey which was to be updated annually 
has been repeated only once due to the lack of medical stvdents to 
conduct it. The UNICEF report suggests that monitoring unly a few 
essential items would be sufficient, and further suggests that the 
original sample was more detailed than was essential to repeat. 
The report also suggested that people might get tired of visits by 
outside survey takers. "It would be more logical for ommnities 
to be involved in self-diagnosis and for a few indicators to be 
used." The project review indicated that such a method will be 
developed. 

Such an alternative would depend on t. project's record
keeping system. The project is keeping excel.ent individual re
cords on nutrition, immunization, etc. Howver-, UNICEF noted that 
there is no easy way of extracting information on nutrition status 
or completed inmunizations. Additionally, "Records of oIminity 
work did not appear to be available - school visits, home visits, 
group work, activities of trained village wamen, births, and deaths 
in the community." It might now be possible to cne down to a few 
essential items for monitoring and try to involve the community as 
much as possible. 

Health education tales have been conducted. Although the 
Kimangao, Mutomo, and Mut-ale ara doing varying amounts, no health 
education had been given at Mutito. Mutito does, however, have a 
small nutrition rehabilitation unit which UNICEF likened to a 
hospital, because it has a less homey atmosphere which is not c
ducive to "the intense learning experience which such mothers (of 
malnotirished infants) should be subjected to--gardening, qrcxo 
preparation of food, visual aides in their rooms, kitchen, etc.." 
Generally UNICEF found that 

Health education done at the clinics is of the stereo
typed lecture.. .with pictures and a few routine questions and 
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answers at the end. Mothers probably hear about eight 15-20 
minute talks a year on different topics. The inmact on 
behaviour would be slight. Virtually no family planning is 
being done. 

The training of coTmunity health workers has been a small but 
active program since July 1979. Fourteen women received from 7 to 
20 days of training in 1979. In 1980, nine women were given three 
day courses in midwifery, nutrition and infection at Muthrale; 810 
women came to Kimangao for regular Saturday morning lessons, and in 
August 14, traditional birth attendants (of 21 selected by sub
chiefs) attended a course. 

No men have been trained, in part because many young men leave 
Kitui to seek wc-k in Nairobi or knbassa. In the 20-40 age group 
there are twic- s many women as ren. UNICEF noted that in early 
1981 there wild u., staff on leave and new staff coming so it was 
not foreseen that there would be any imediate increase in training 
village health workers. 

There is no evidence of ongoing evaluation of the effective
ness of the training. However, one of the early program reports 
noted that "a simple syllabus on basic health, which was drawn up 
as felt needs in the training of these women, had to be abandoned 
as not being relevant." There was also an indication that the 
training program was not able to cover all the topics in the time 
allotted. 

The family planning ccmonent of both health education and 
training of VHWs appears to be limited to the "natural method of 
family planning." The Billings ovulation method is specifically 
mentioned. Since the project is operated by the Catholic Diocese 
of Kitui, the reluctance to pursue the range of family planning 
methods is understandable. While referrals to government centers 
are node on request and some of 24 trainees in family planning are 
reputedly prcmoting the natural method of family spacing, no 
documentation is available on the effectiveness of this program. 

I MENTTI EXPERIENC 

This project is important both in terms of what it is and what 
it is not. It is an effective mobile immunization program within 
an effective MM program, with a good referral system; thus it ex
tends badly needed services to rural areas. The staff and manage
ment are both competent and dedicated. Additionally, through staff 
transition, students and oung midwives are gaining valuable expe
rience. 

The UITICEF evaluation stated that the project achieved ex
tremely good immunization coverage because mothers are able to 
carry small babies to the mobile unit sites. However, there is 
poor nutritional surveillance and immunization coverage of 
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one-through-four year olds because when the m7other is pregnant 
again they are too heavy to carry and too small to walk. 

The most serious limitation of the project is expressed in the 
UNICEF report: "Comnunity based work is at such a rminimun level 
that the programme can hardly be called a primary health care proj
ect in the Alma-Ata sense." According to UNICEF, the roject pro
blems stem fian the project design calling for the four mobile 
teanm to visit 64 centers once a month for eight hours each. Each 
mother, then has about 30 minutes of staff contact, eight tines 
(more or less) per year. The evaluators felt that a monthly clinic 
"makes little contribution to the treatment of common comolaints in 
the cotmunity." It is, nonetheless, a start on which a broader 
program may be effectively begun. 

There can be little question that this is primarily a curative 
program with little effective PHC-type preventive work. The char
acteristic weakness throughout the project is a lack of community 
participation. In the area of sanitation, little has been done. 
In health education, there has been little follow-up to determine 
the effectiveness of the lectures. Nutrition is treated primarily 
as a matter of rehabilitation rather than a preventive measure. 
UNICEF notes, "It is not clear... to what extent sites were dosen 
with a view to community participation and continued activity 
throughout the month when the team is not visiting." 

In training VHWs, even the project director indicated that the 
staff only hopes that they can train some local leaders to become 
local "health experts." A semiannual project report stated that as 
of late 1979 a nunber of Mutcro A ien, after only a limited amount 
of training "already... are looked upon in their areas as people 
with medical knowledge, and their advice is sought." 

Although the advent of the mobile clinic sites was somewhat 
contingent on "the response of the pecple," it appears that the 
process of seeking this response served basically a public-cy func
tion and as a means to assess the most appropriate sites for cura
tive clinics. Efforts to involve people in identifying their major 
health problems and progress toward effective preventive measures 
have been negligible, except for the role of chiefs and sub-chiefs 
in motivating the use of clinic services. While the clinics reach 
many people and perform an invaluable service, the question must be 
raised whether the people with the greatest need cannot attend 
because they are unable, and in turn whether the very modest VHW 
training program is sufficient to reach marny of these people, 
especially when the training ephasizes curative over preventive 
care.
 

Although the UNICEF report mentioned that Kimangao concentrat
ed on health education in schools and parent-teacher associations, 
it presents no details and concludes that "it was not clear if 
there are any regular organized activities between education and 
PHC, although the missions are closely related to many schools." 
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SLilarly, intersectoral coordination is lacking in such areas as 
agriculture, coperatives, and water development, even though the 
Diocese and the government have program in these areas. 

Another key aspect is the cost effectiveness of the transpor
tation. According to the UNICPr t, the vehicies have been 

... very well maintained with good drive.7s.... The good 
management of the project makes this system of mobile 
clinics effective, but it could well be that it will 
become increasingly difficult to maintain with rising 
levels of vehicle costs. Mobile clinics are nerely a 
stage of development toward permanent cormunity-baI 
care. Government health services have failed to maint . 
any mobile services. 

The report calculated that one third of the cost per recipient goes 
toward travel costs. The mobile teams travel by Landrover. 

The arer in which the issue of community participat.on may be 
most acute is in the continuity of the program. The supervisory 
staff members are all expatriates, and currently there is no indi
cation that ouunterpart training is taking place. UICEF noted 
that "the fact that this work is likely to be taken over by t.ie 
government... also means that the Mission should concentrate more on 
aspects which will be difficu.!t for government to assume soon, viz. 
training of comunity health workers and stiulation of cumunity 
based health workers." Also the project review noted thit "the 
frequent change in the government's medical persornel at thi admin
istrative level makes the linkage between the project and govern
meit less effective." 

The r~oject review also explains that the GOK-USAD feasibili
ty study team, which was planning a district-wide "medic~i service 
scheme," was aware of the mobile health project, and _nat "it is 
hoped that what is now in place will be incorporated Lnto the gov
ernr en:'s plan." It was acknowledged, however, that there may be a 
gap between the end of th? Kitui project and the implementation of 
the government's plan. If this proves to be the case, it might be 
be necessary to extend the present program beyond October 1982. 

It is useful to note the difference in :-at Kibwezi project 
(see previous project description), and the Kitui approach. Al
though both projects are funded in part -i -D, and they are only 
100 miles apart, the experiences of AMREF .-d the model project at 
Kibwezi seem to have been unknown to CODEL and the Kitui project. 
The UNICEF repxc-t suggests Kitui staff be trained in cnmtnity par
ticipation arV. recomrends observing AMREF's successful work at such 
sites as Nangina Hospital and Kibwezi. Also, botii the project 
review and the UNICEF evaluation state that more staffers are need
ed to do omuLnity work, especially since the current staff members 
are e;erextended. The District Health Inspector said that it was 
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possible for the government to provide some personnel for this pur
pose. 

The cause of this apparent cMmmunication cap is unclear.However, the project review ax 'lained, "It was very disappointing
that no one from the AID dffice was present for the evaluation...
We felt sufficient notice was given to assure that someone would be
available." The UNICEF report emphasizes the problems andpotential of the project continuing and integration with the larger
program and the need for further intersectoral coordinatin. 

Key recommendations of the UNICF evaluation include: 

Two additional members of each mobile team should promote
CP and train VHWs. A female community nurse and a male 
health technician are suggested. 

Antenatal care should be geared toward high risk cases. 

Immunization and growth records should be =bined in a 
com register. 

Health education sessions should employ pretested visual
aides and more active, animated group discussion, and snail
seminars on (ommunity-selected topics should be promoted. 

There should be greater involvement of GOK and other sec
tors.
 

Additionally, although UNICEF has offered information on PHC
through their Nairobi office, further facilitation and cooperatior,
from the AfD mission might assist Kitui's current work and facili
tate the project's involving the community more fully, and moving
toward the district-wide health scheme. 

The Kitui project presents an interesting case study in advan
tages and disadvantages of mobile units. Besides the generally
recognized problems of vehicle maintenance and the high cost ofvehicles and petrol in Kitui, it seems that the use of mobile units 
(alone and not in support of local health workers living in the
communities) led to an emohasis on curative care and prepackaged,
relatively ineffective educational talks. Based on this project's
experience, one concludes that if tnere is a proper and efficient
role for mobile units as oart of a PHC program, it is to support
and supplement active levelmimnity workers and cammuritl parti
cipation. 
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COUNTRY STATISTICS 

Total Population: 1.3 million 

Rural Population: 95% Infant Mortality Rate: 111 

Population Growth Rate: 2.4% Life Epectancy at Birth: 50 

GNP Per Capita: $280 Adult Literacy Rate: 55% 

SYNOPSIS 

This two phased project will assist Lesotho's Ministry of 
Health and Social Welfare in providing basic health services to the 
rural population. Phase I provided support to the Ministry of 

Health to iniprove its efficiency in planning, health manpower 
development, and organization. In Phase II, nurse clinicians and 
village health workers are being trained to deliver health services 
throughout rural Lesotho. 

ACEGROD
 

Fourteen years after independence, Lesotho remains one of the 

least developed countries in the world. Ninety-five percent of the 

lives in rural areas, where farming or herding are thepopulation 
major occupations. 

The health problems are largely preventible and associated 
with low income, poor housing, inadequate %rater and sanitary 
facilities, and insufficient health education. 'he disease pattern 
is dominated by parasitic and infectious diseases. Typhoid, 
tterculosis, venereal diseases, measles, and influenza are also 
prevalent. Hbwever, ntalaria, bilharzia, and trypanosoniasis are not 
believed to occur in Lesotho. 

lesotho has adopted the social goal of "Health for All by the 
Year 2000," and the primary health care strategy to reach it. 
Emphasis has been given to rural areas since adoption of the first 
5-year plan (1970-1974). The Ministry of Health has taken 
responsibiltiy for implementation of the plans for the health 
sector. 

A health sector analysis was prepared in 1975 by Ll=E. Other 
donor agencies (WHO, UNICEF, and tUDP) participated in planning 
activities for the Rural Health Development project. Following 
consultations with USAID's regional office in Swaziland and the 
MEDEX program of the University of Hawaii, a project implementation 
document (PID) was prepared in 1975. The project paper was 
prepared in 1976 and approved in September 1977. 

The Private Fealth Association of Lesotho (PHAL) Which 
prepared a document entitled "A Program to Effectively Establish a 
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Cadre of Trained Nurse Assistants in Lesotho" plays an important 

role in the Rural Health Development project.
 

PROJECT DESCRIPTICN
 

In its first phase, this project intends to improve the Minis
try of Health's capability to manage and support a national primary
 
health care system. In the second phase, nurse clinicians and vil-
lage health workers are being trained to provide preventive and 
curative health services in rural areas. Activities began in 
February 1979 and were evaluated in February 1980. During the 
first phase, project technicians assisted in strengthening the 
Ministry of Health's Planning Unit and in training its personnel 
(statisticians and health planners). Outside the auspices of this 
project, one person from the Planning Unit went to the United King
dom for advanced training in health administration. As a result of 
these activities, the structure of rural health administration was 
reorganized. Seventeen health service areas were designated, and 
personnel were assigned to these areas. 

Other Ministry of Health accomplishments with assistance from 
project technicians include 1) drafting and promoting a national 
primary health care program; 2) writing a chapter for the third 
national socioeconomic plan; 3) promoting collaboration with exter
nal assistance, including the Expanded Program on Immunization, a 
rural water ard sanitation project, and a nutrition surveillance 
project; and 4) promoting the improvement and renovation of rural 
clinics.
 

In order to strengthen the capability of the health planning 
unit, a reorganization of the data gathering system was undertaken. 
New forms for village clinics, health centers, and dispensaries and 
a system for collecting and reporting data on diseases and utiliza
tion were developed. The statistics subunit was added to the new 
Planning Unit. This unit is responsible for assembling, analyzing, 
and interpreting planning data collected at all levels of the pri
mary health care network. The data system was tested in 1978, and
 
the information gained was used to design training programs for 
health administrators and health care providers. The data are also 
being tabulated and published as annual statistical reports. 

A logistics system to support the expansion of primary health
 
care in rural areas was also designed during Phase I. his includ
ed a mechanism for providing drugs, medical supplies, and equipment
 
to rural clinics and dispensaries. The problem of distributing 
these was compounded by the difficulty of maintaining motor vehi
cles. The maintenance problem was exacerbated by the large variety
 
of motor vehicles to be serviced. 

Following the reorganization recommendations, much activity 
took place. The recommendations were sumnarized in a management 
workshop and seminar which took place in November 1979. At that 
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time, a project analysis was made which identified problem areas. 
A curriculum adaptation workshop in January 1980 established agree
ment on the role and curriculum for nurse clinicians and village 
health workers. 

As a result of an external evaluation completed in February 
1980, a reccmnendation was made to proceed into Phase II. his was 
agreed upon in the Spring of 1980, and the second phase began in 
September 1980. During the life of the project, approximately 60 
nurse clinicians will be trained wio, in turn, will train village 
health workers in villages near their respective hospitals/clinics. 
it is anticipated that approximately 120 nurse clinicians will ul
timately be required to serve the rur.l areas of Lesotho. After 
ccpletion of the USAID-funded project, the Ministry of Health will 
continue the training of the nurse clinicians, nurse assistants, 
and village health workers. 

The nurse clinicians will staff rural health centers and will 
supervise the v"'lage health workers. The nurse clinicians' role 
includes diagnosg and treating common medical problems at the 
clinic level. The nurses are also to organize preventive health 
care for children, both in clinics and in schools; give immuniza
tions; provide prenatal care; offer family planning services; or
ganize and supervise clinics; arrange for communications systems 
and emergency transport; institute public health measures (such as 
human and solid waste disposal); organize water supply and other 
communitv development projects; and train village health workers. 
The nurse clinicians are responsible to either the district medical 
officer, or a supervisor nurse clinician. 

The nurse clinicians will be trained by the University of 
Hawaii MEDEX program in a modified competency-based program. The 
program includes a 6 month modular instruction, a 6 mcnth clinical 
rotation, followed by a 3 month field preceptorship. During the 
modular phase to take place in the capital, didactic materials will 
be presented. During the clinical phase, students will rotate 
through clinical medical services for 6 months. During the precep
torship, nurse clinicians will train and supervise village health 
workers. TeIachers will be assisted by professionals from various 
institutions in the area. 

A revised nurse practice act for Lesotho is being developed. 
This new health law, which will also govern the activities of nurse 
clinicians, has been submitted to the legislators and it is hoped 
that passage of this legislation will eliminate embarrassment and 
legal problems for the trainees beginning their new careers. 

Nurse assistants are being trained to assist in hospitals and 
health centers. They are a category of physician extender being 
trained in basic nursing procedures, the provision of curative ser
vices for the 10-15 common health problems, as well as the perform
ance of essential preventive and promotive activities. After the 
nurse clinicians have been poste., nurse assistants will continue 
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to assist them in their role as orimarr providers. 

Village health workers will be trained by nurse clinicians at
rural health posts. There is some earlier experience with training
village health workers by the Ministry of Health and the Private
Health Association of Lesotho. Village health workers will beselected by their villages with advice from IMOH personnel, and
supported by the villages. receive ofThey will 3 months training
primarily in preventive/prative services, but will also
trained to provide curative services for the seven most omirn

be 

health problems. 

Specifically, the duties of village health workers are to 1)assist in developing and maintaining a safe water supply and
sanitation system; 2) identify village health problems and assist
the health team in controlling outbreaks of disease, assisting thevillage chief in collecting vital statistics in cooperation with 
extension workers; 3) promote good nutrition; 4) offer MCH, family
planning, and child care; 5) identify and manage common clinical
problems; 6) prevent and treat vamitting and diarrhea; 7) promote
personal hygiene and healthful living; 8) recognize and refer
tubercular and leprosy patients; and 9) provide first aid. 

The University Hawaii School is theof Medical tednical
assistance contractor for this project to the Ministry of Health.
Their team of four professionals is supplemented by short-term
consultants. This team has analyzed the problems and constraints
of the MH vid made recommendations which have resulted in: 

A national primary health care plan. 

* Plans for reorganization of the Ministry. 

* Establishment of various training programs based on the 
MDEX conepts. 

An extensive document entitled a "Plan for Strengthening and
Supporting a Primary Health Care System for the Kingdom of Lesotho" 
was prepared as part of the project's semi-annual report to the
MOH. This document describes the project in great detail. 

The following chart describes the project status as of the 
fall of 1980. 
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CU R PDJ=T STATUS
 

OUM" 

Phase I: 1979-1980 

1. 	 Reorganization of the MOH. 

2. 	Seventeen health service 
areas designated by 1981. 

3. 	Upgrade the MWH's planning 
and administrative capabi-
lities. 


4. 	 Nurse clinician and VHW 
curricula. 

5. 	Support facilities for 
staff and equipment. 

6. 	 Data collection for Phase II 
planning. 

7. 	 Health sector plan developed. 

Phase II: Septenber 1980-1983 

1. 	60 nurse clinicians 
trained, 

2. 	 1000 village health workers 
trained. 

3. 	 Family planning assistance. 

STUTS 

1. 	Approved by cabinet. 

2. 	Ten administrators appointed 
to posts following training in 
Botswana- Institute of 
Development Management. 

3. 	University of Hawaii techni
cal assistance staff in 
place.
 

4. 	 Curricula developed. 

5. 	 Three houses built. Three 
vehicles provided. 

6. 	 Statistics subunit established 
data gathering system. 

7. 	 Health chapter of national 
five year development plan 
completed. 

1. 	 Nurse medical practice act rewritten. NW 
clinician training began in 
September 1980 with 22 students. 

2. 	 To start in 1981. 

3. 	 Family planning supplies provided. 

A review of the project design suggests that a firm foundation 
has been laid for providing health services to the rural popula
tion. The development of a management and logistical infrastructure 
to support the primary health care prog am suggests that attention 
has been given to the needs of the Ministry of Health to carry cut 
the program. The new planning capability should provide strategic 
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support for implementation of a long range rural health development
pro3ect. 

Nonetheless, sare serious issues remain to be resolved. The
project paper notes that one of the major health activities during
the project period is the construction of an 800-bed modern hospi
tal complex in the capital. "This facility could place strong
demands on Lesotho's financial and personnel resources, and would
likely detract from the government's objectives to expand and
improve rural health services as envisaged in the Second Five-Year
Plan." However, governrmnt officials and at least one member of 
the project design team felt the government culd undertake the
hopsital project without seriously threatening the success of the 
PHC Project. 

Another question is whether the manpower drain that character
izes the MCH will prevent the project from achieving its objectives
in a timely manner. The retention of project counterparts in cri
tical ministry positions has become a problem. This continued loss
of trained personnel to the private sector may represent an insur
mountable problem for the Government of Lesotho. 

The strengthening of communications, logistics, and transpor
tation system should provide the kinds of infrastructural support
that primary health care will reed in the future. Attention
this essential element during 

to 
the first phase of the project may

make it feasible to support the mrse clinicians and VHWs in their
rural locations. It appears that a realistic approach is being
taken toward regular maintenance of vehicles and equipment, to 
ensure that these expensive resources are fully available to sup
port the proposed extension of health work, rs to the 17 health 
services areas. 

The nurse clinicians should be well trained to assume their
duties, although the long list of assigned responsibilities seems
samewhat excessive in view of the population base of five to ten
thousand. It seems Likely that the curative aspects of their job 
may quickly consume all of their time, preventing them from provid
ing adequate supervision and further training for village health
workers, or investing in development of safe water supply systems,
sanitary disposal systems, or health education. A critical element 
for the success of the project, the role of the nurse clincians as 
supervisors of the village health workers, is not spelled cut in 
the project documents but has been clarified in the curricula
development process. It is fortunate that the Ministry of Health
and the Private Health Association of Lesotho have had several 
years of experience with village health workers which may help 
answer the above questions. 

There is some question as to whether a sufficient number of 
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nurse clinicians are being trained. High attrition rates of this 
category of worker experienced in other countries suggests that the 
current training output is too low. 

It is expected that the previous exp*erience of the Ministry of 
Health and the Private Health Association of Lesotho will permit 
successful implementation of the village health worker aspect of 
the project on a national basis. Whether village health workers 
will be provided with medication to distribute for omon illnesses 
and to use for first aid is not made clear in the project paper. 

It is also unclear how village health workers will be remuner
ated. A national policy is needed to avoid the type of conflict 
caused by some receiving a salary while others do not. As sizable 
recurring costs would accrue if the Government of Lesotho paid 
salaries to village health workers on a nationwide basis, some 
other system will doubtlessly have to be worked out. 

The project paper raises a number of interesting questions 
about how the village health workers will be integrated into the 
existing village health care system. Currently the indigenous 
system is built around nedicine men/herbalists who are licensed by 
the government. The potential conflict between these two systems
is something the project will have to deal with, although the PP 
states that "it is feasible to expect that two parallel health 
systems can exist in the villages and that villagers can have 
access to both types of services." 

A three-*ek field evaluation of Phase I accomlishments was 
conducted by a team of experts provided by the American Public 
Health Association in February 1980. This three-member teamco
sisted of a health planner, a health administrator, and a nurse 
clinician educator/family nurse practitioner. 

The major findings were that substantial progress had been 
made in reorganizing the Ministry of Health to deliver health ser
vices to all parts of the country. The MOH and the Private Health 
Association of Lesotho are working collaboratively on their plan
ning efforts. System to support PEC workers in the field have 
been designed, including logistics and vehicle maintenance. The 
MEDEX training modules have been adapted for nurse clinicians and 
village health workers. 

The project's impact on management support is less than hoped 
for, since the Government of Lesotho is unable to retain trained 
personnel because of general service conditions (salaries, post
ings, lack of inducements, etc.); but the phasing of the project 
hds permitted the establishment of a firm capability of the GOL to 
support a large expansion of its health services. This attention 
to planning and administration should permit effecti- e implemen
tation of the government's health strategy. 

52 



REFERENCES 

Evaluation Report. APHA. February, 1980.
 

Health Sector Analysis. 1975.
 

"Plan for Strengthening and Supporting a Primary Health Care System
 
for the Kingdom and Lesotho." August, 1979. 

Project Paper. January, 1977. 

Smart, John Karefa (evaluation team leader), personal
 
communication, August, 1980. 

Smith, Richard, M.D., Director MEDEX Program, personal 
commuunication, University of Hawaii, July, 1980.
 

First draft reviewed by USAID/Lesotho Health Officer, Stephen T. 
Norton, and Project Team Leader, Lester Wright, M.D. 

53 



Fall 1980 

MALI 

IMNICATICN 

Project Name 
and Number: 

Rural Health Services 
Development, Number 688-0208 

Locaticn: Yelimane and Koro 

Prmject Dates: FY 1979 - FY 1983 

Funding Level 
and Source: 

USAI: 
Mali: 

$3.89 million 
$ .87 million 

Resonsible Offices: Health Officer MSAID/Mali 

Bureau for Africa, Office of 
Sahel and Franccphone West 
Africa, AID/Washington 

Principal Contractor: Harvard Institute for Interna
tional Development 

Implemnting Agency: Ministry of Health 

54
 



CNo~mY STTISTICS 

Total Population: 6.6 million 

Infant Mortality Rate: 190Rural population: 80% 

Life Expectancy at Birth: 42population Growth Rate: 2.7% 

Adult Literacy Rate: 10%GNP Per Capita: $120 

5NPSIS 

The Rural Health Services DeveloOTent Project is operating two 

pilot projects that use volunteer village health workers to bring 
basic curative health services to the village level. Ministry of 

that pilot projects can servetrained so the 
system. The project

Health staff are being 

as the foundation for a national rural 	health 
particularly in management.

has had problem in a number of areas, 
out in the 

A recent and cmplete assessment of the project carried 
released by USAID/Mali.Spring of 1980 has not yt been 

BAFCN
 

Malian population live a subsistance
Over 80 percent of the 

with little access 
agricultural or seminomadic pastoral existence, 

Modern health services are available to 
to basic social services. 

than 10 percent of the rural population. Often, those 
less 

are inadequate to meet the reeds for 
services that are available 


disease prevention or even simple curative care.
 

The health problems of Mali-high mortality and morbidity from 

diseases, complicated by childhood
infectious and parasitic 

typical of those of Sahelian West Africa. The 
malnutrition-are 
major diseases affecting the population nationally are respiratory 

skin infections, gastrointestinal and childhood diseases,and 
and leprosy. In addition there

malaria, tetanus, schistosomiasis 
are areas with high levels of onchocerciasis, giving rise to 

problems because of population out-migrationsignificant economic 
and increased dependency ratios due to blindness. 

(GR4) health facilities,Most of the Government of Mali's 
personnel, and services are concentrated in urban areas. Although 

the G(M has a policy of extending health services to rural areas, 
limited planning and management capabilities,it is constrained by 

physical infrastructurescarce financial resources, and inadequate 
project, which emiasizes the provision andand personnel. his 

support of basic health services at the village level, is in 

keeping with the GRM's development objectives as stated in the 
sup=ort of national and

1974-1978 national plan. It also has the 


regional MCI and development officials.
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PROJECt DESCRIPTION 

The purposes of the project are: 

1. To design, implement, and evaluate a demonstration rural 
health system that will:
 

bring health services to the village level, emphasizing 
promotive and preventive activities;
 

be integrated with other ccmmunity and economic develop
ment activities; and
 

function with an annual budget of U.S. $3 per person, of 
which $1 per person will be recovered through sale of drugs 
in villages.
 

2. Th have the GRM adapt the demonstration project a- the basis 
for a national rural health system, and to assist M)H prepara
tions to implement such a system. 

Administratively Mali is divided into seven reg is which are 
divided into five to nine cercles. Each cercle is . irther subdi
vided into six to eight arrondissements which, in turn, contain 20 
to 40 villages. In the two regions selected for the project, the 
focus is on a particular cercle. Although it was originally plan
ned that project services would be developed in all the villages
within one arrondissement, while medicines and supplies would be 
provided to the remaining arrondissements in the cercle, the proj
ect is currently delivering full services to as many arrondisse
ments as possible withi-i the cercles of Koro and Yelimane in the 
regions of Mopti and Kayes respectively. 

The first activities, after the signing of the project agree
ment in June 1978, were a series of anthropological and baseline 
studies, and discussions with MDH personnel. Peace Corps Volun
teers (PCVs) assigned to the project were in the field well before 
the project started and had conducted backgrouni and needs surveys 
in the area. 

The project is providing health care at the village level 
through part-time volunteer village health workers (VHWs).* Within
 
guidelines suggested by the project staff, VHWs are chosen by their
 
villages. The curriculum for training VHWs was developed in the 
field. Workshops for local health and develcpment workers were 
held in Yelimane and Koro to help health workers understand the 
project design and build a team thzt could train and support VHWs. 
The health workers also discussed juidelines for the training cur
riculum which was later expandec to cover simple curative and 

*Volunteer in t/e sense that VHWs are -ot poaid by the GRM nor 
the project. Villages, however, are urged to support VHWs by 
in-kind or cash remuneration. 
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first aid procedures. A retraining effort to stress promotion and 
wereprevention is also planned. Training sessions for VHWs held 

in villages beginning in January, 1979. 

A network of village level pharmacies is teing established. 
The MOH cannot sell drugs and therefore supplies them free of 

charge. M0H programs, however, are plagued by chronic drug short

ages. A quasi-governmental organization, the Pharmac'e Populaire, 
sells drugs on a retail basis and has a legal monopoly. For the 

project to provide drugs legally, village pharmacies are set up as 

cooperatives and use the price structure of the Pharamcie Popu

laire. The American drugs used are tax-free, and camunities can 

buy drugs at a 15 percent discount. Money from drug sales is used 

to restock supplies: profits go into a MDH-AID revolving fund. In 

Yelimane, there is a treasurer and management cammittee for each 

pharmacy, while in Koro some have treasurers and some are managed 

by VHWs.
 

CURRENT PRUJECT STAUS 

OUTPUTS 	 STATUS 

I. 	 Establishment of demonstration 1. 1-1/2 of three planned denon
stration projects establishedprojects. 

2. 	 Training health workers at 2. Village level: )0 VHWs, 17 

village, arrondissement, cercle, traditional birth attendants. 

and regional levels.
 

3. 	 Five persons trained in U.S. for 3. One person returned, a second 
1 year who will return to key to follow soon. 
MH positions. 

4. 	 Community diagnosis reports for 4. Completed. 
project zones. 

5. 	 Replicable VHW course including 5. Completed. 

teaching aids.
 

6. 	 Replicable refresher course. 6. Planned. 

7. 	 Evaluation of pilot project. 7. AID evaluation completed in 
Spring 1980 not yet released. 
Final evaluation scheduled 
near the proajct's end. 

IMPIErTCtN EXPERIENCE 

The Harvard Institute for International Development (HIID) is 
and maintains administrative andthe contractor for the project 

technical assistance personnel who work with MVH counterparts. In 
the Spring of 1980 t.SAID evaluated the project, but AID/Mali has 
not yet released the docuent. The information presented here, 
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therefore, is based primarily on earlier HID evaluations, which
do not provide the most conmlete and up-to-date picture. 

Generally speaking, the project site in Yelimane has encoun
tered numerous problems and delays, while the Koro site has been 
mre successful. Both sites have logistical difficulties due in

part to a rainy season that isolac:es them for three to four months 
a year. In Yelimane teuperatures reach 120 degrees in the summer;
because of severe fuel shortages, electrical power produced by
generators is very limited. The original Harvard field advisor inYelimane left after one year. A husband and wife team (doctor/pub
lic health advisor) replaced him in December 1979, but leftof the
project after 6 months. current isThe plan for MOH personnel who
have already been trained to continue project activities. Harvard
will no longer maintain a permanent field team in Yelimane, but
will provide short-term technical assistance as needed. There has
been a permanent Harvard team in Koro; present plan isthe that
they will expand activities in this region rather than begin Work 
in a third region as originally planned. 

Problems have arisen in the areas of training, medicine sup
ply, data collection, conmnity development activities, and most
significantly, project management. One major difficulty stenTed
from a disagreement between the project staff and USAID/Bamako onthe meaning of host country contracts and the nature of project
implementation. 

According to an AID source, the first HID project director"ne,- really nderstood" the project agreement spelling cut the
triaigular relaticnship among HID, AID, and the MDH. HID, how
ever, felt that AID contractual or procedural requirements were
inhibiting its ability to conduct business efficiently with the
Ministry of Health. Wnat resulted was a series of disagreements on
issues such as budget authorizations for various items and the
question of whether money in the revolving fud from village drug
sales was subject to U.S. purchase requirenents (as stipulated in
the project agreenent). AID (according to AID sources, joined by
MOH) expected the project staff to follow the project paper and
project agreement as closely as possible, while following the stip
ulated process for securing approval for necessary danges. HID,
however, feeling the urgency of modifications as warranted by field
conditions and observations, amarently attempted to make ofsome 
these changes unilaterally. 

was to 
has tried to work with existing MH structures 

itSince the project designed be replicated nationwide, 
and personnel. The

feeling has always bezn that the MOH have a real ofwould sense
ownership. Working completely within the system, however, has also 
meant inheriting the system's problems. For example, the continu
ous breakdown oE telephone service has necessitated increased
vehicle use. Setting priorities for P'hicle use, repair schedules,
and related issues has generated confLict. The MOH is supposed to 
furnish office supplies for the project; however, the project is 
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good source for supplies. The project originally
inregarded as a 

Fool, out hired its own secretary
shared the YU secretarial 

1979 Decause of delays in getting wut letters, memos, a1d
NovemDer, 	 inthis haveProblems of kind resulted
materials to 	 the field. 
higher than anticipated support costs. 

HIMD and the MOH also have differences concerning finances. 
project expenses

The nH felt 	that financial statements of HIID's 
their account

did noL contain sufficient accounting detail to meet 
had supplied the

ing requirements. HIMD, however, felt that it 
which the W)H 	 had agreed.information in a format to 

additional pro-
The MOH's administrative structure created 

the Maliarn project director is 
blems for the 	HIID team. Thus, when 
out of the country, most MH decisions that relate to the project 

are delayed until his return. Although the project staff 'as 
of field staff

responsible for implementing the project, a numter 
by the MOH. Another pro

ecisions were 	 questioned or overturned 
project after 	 theythe loss of MOH personnel to the 	

theblem has been 
have been trained as VHW trainers. In Koro 17 percent of 

months after 1W 
health personnel were reassigned in the first 19 

training began. 
the HIMD

Additional management difficulties arose within 
of goals and methods developedin interpretationteam--differences field personnel felt

center and the periphery. Thebetween the 
that the Bamako-based staff was unresponsive to their needs and 

The Harvard director cited 
provided insufficient policy direction. 

notedthe need for 	 decentralizationlogistical probl,ms and 	 and 

that the field was somewhat slow in developing action plans. Meet
improve can

ings were held to address this issue. In an effort to 
have been placed at the national,

munications, radio transmitters 
regional, and 	cercle levels.
 

Suning up the entire management area in December 1979, one 
project was operating "in a complex proo

evaluator stated that tht 
as as a 	 difficult task

lem-ridden organizational enviroment well 
more political

environment... 	 [where] implementation becomes of 

than the straight forward technical one it is often assumed 
process whici much of this 
to be." Since the writing of the report on 

been a runTer of personnel changes
material is based, there have 

The "political
and resolution of many of the managerial problems. 

a major factor in implementation.process," however, remains 

Center, Inc., is the subcontractorThe Ed3ucation 	 Development 
in which Malians would 

as possible. The curriculum was basedworking 
participate 

on training. 
as much 

It designed a process 	
on vil

own The
lagers' felt 	needs, and villages selected their VHWs. 

trained Malians to be trainers of VH's. As of Decem
project staff 

been trained in Koro, while in
ber 1960, 76 VHWs and 17 TBAs had 

train-
Yelimne 26 VHWs and 8 traditional birth attendants had been 

ed. A study of Yelimane (February, 1980) found that there was some 
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form of coverage for 32 percent of the villages and 60 percent of
the population. Coverage in Koro is Letter: abou, 95% of thepopulation in three arrondissements are within 5 kilometers of
modern medical services. VHWs see an average of 5.5 patients/
week. 

The same study in Yelimane also looked at the quality of VHWhealth care. N~ieteen VHWs were tested on basic information that 
was part of their training. Only 8 of the 19 achieved a satis
factory score and only three were keeping adequate records. Il
literates did not do well, suggesting that some degree of literacy, 
even a familiarity with numbers, is needed. 

Two factors contributing to low scores were lack of super
vision and compensation. The original intention was that supervisory visits would be a continuation of VHW education. However,
in Yelimane few VHWs received adequate medical supervision. There
has not been a systematic effort to compensate VHWs. It was hoped
that the villagers would deal with the problem, but this has nothappened, and there have been signs of discontent from some VHWs.
The project staff see in-kind payment or profits fran dr-ug sales as
possible sources of ctipensatin, but the issue has not yet been 
resolved. 

Another unresolved issue is the source of medicine supplies
for villages once USAID funding ends. Either the MVH could
continue to import tax-free American drugs and use funds from drug
sales for rural health activities, or the Pharmacie Populaire could
take on the responsibility, and the MCH would then look for other 
sources of funds. This is a particularly difficult issue since theMWH is involved in "turf" battles with the Pharmacie Populaire and
other agencies. The project had planned to establish pharmacies,
but not other services, throughout its area of operation. However,
civil authorities had been reluctant tn grant permission for
implementation of aspect the project. Today,this of however, the
project is developing full services thmoughott the cercle of Koro. 

As of December 1980, there were eight pharmacies in Yelimane
and 17 in Koro. Phannaci3ts fcr: each of the village-level
pharmacies have been trained, -d systems for keeping money and
drug supply records have been instituted. A study in Yelimane
showed an unacceptably high error rate in record-keeping and
inventory control and noted that orders for resuppl.y were not made
until the supply had run out. In Koro the drug supply systen is
functioning well. Funds generated from the sale of drugs are being
regularly collec-ed and placed in a joint AID/GRM account. 

The collection of data for the entire project is an ongoingprocess in Bamako, Koro, and Yelimane. Data collection includes
evaluations and program monitoring activities such as finances,
consultation records, vehicle use, etc. The data 
that were
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collected in the two areas ware based on differing methodologies. 
Also, data are Tore complete in Koro than in Yelimane. Records 
were rot as well kept in Yelimane where there was a large GRM and 
[hID staff turnover. 

A final area of concern is ommuinity development activities. 
The National Center for Ccmunity Development assigned a graduate 
of its new training school to each project field team. Much of 
their time has been devoted to training and supervising VHWs. 
Other activities have occurred in the area of water supply, where 
there have been surveys on the nuTber and condition of wells in the 
villages. In Koro, plans for construction of 20 wells were 
developed. Although two are under construction, delays in outside 
funding have affected the project's credibility in a nunter of 
villages that were promised wells. Also, in Koro there has been 
reconstruction work on a village-built dan and plans made for water 
quality testing. In Yelimane, a project to dig or improve 28 
wells is being designed. 

One of the project's original intentions was to cmpare the 
relative success of the pilot projects in the two areas based on 
the degree of community development that had existed in each area 
prior to the project's start. Koro had ccmmnity development 
activities in the area of agricultural production, while Yelimane 
did not. However, it is now recognized that there were too many 
intervening variables-such ad the high percentage of Yelimane 
males working in France-to make a valid c=r rision. 
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COUNTRY STATISTICS 

Total Population: 1.5 million
 

Rural Population: 77% Infant Mortality Rate: 187 

Population Growth Rate: 2_8% Life Expectancy at Birth: 42 

GNP Per Capita: $270 Adult Literacy Rate: 17% 

SYNOPSIS 

This project's goal is to improve rural health and help stem 
Mauritania's rapid rural-urban migration through testing a model 
for rural health outreach by cmunity health workers.. Due to 
economic constraints, the project is designed to minimize recurring 
costs through community financing ct health workers and basic medi
cines and supplies at the local level. Implementation is just 
beginning after about a six-qmnth delay. 

The Islamic Republic of Mauritania is one of the West African 
nations most severely affected by the 1969-74 and 1977-78 droughts. 
The droughts and the war in the Western Sahara (fram which 
Mauritania withdrew in .978) severely drained the country's 
ecohnic resources. Much of the once nomadic population has 
migrated to urban centers or settled in villages, partly because of 
scarce food supplies and the loss of animals during the drought. 
As a result, the proportions of namadic and sedentary population 
have virtually reversed during the past ten years, though 
Mauritania is still predominantly rural. Most of the population is 
engaged in raising livestock, farming, and fishing. About half the 
modern sector workforce is self-employed in commerce, and about 40% 
of the labor force is nermployed. 

About 70% of the population are Moors, divided into several 
castes, with several black Sudanese ethnic groups concentrated in 
the southern region making up the remainder. The Moors have tradi
tionally been nomads, though many have recently settled down. The 
black ethnic groups are sedentary agriculturalists. Sharp caste 
divisions define suitable economic activities and relations among 
and between groups. All groups share the Islamic faith. 
Mauritanian women, particularly Moors, enjoy more freedom and par
ticipate to a greater degree than woen in most Islamic societies. 
It is likely that at least half of the health workers in this 
project will be women. 

In an effort to deal with the crises caused by the drought, 
the goverment (GIRM) is concentrating on basic improvements in ag
ricultural production and on improved rural health care in an at
tempt to develop the interior and limit further rural-urban 
migration. 
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Te health roblems facing Mauritania are endemic throughout
the Sahelian region: high morbidity and mortality from infectious
and parasitic diseases, complicated by early childhood nutritional
deficiencies. Many problems from the nomadichealth stem 	 lifestyle
and desert climate. Water is scarce and bathing is very uncommon
and.believed harmful, so personal hygiene is poor. Prevailing eat
ing patterns largely preclude vegetables. Loss of animals through
drought has severely affected the diet of the meat and milk depen
dent Mors, and malnutrition has increased. Preventive health
practices are virtually unknown, except for immnization, which has
been provided widely by mtbile teams. 

The GIRM has recognized that the urban, hospital-based, pri
marily curative health care system inherited from the French is
inappropriate for Mauritania, where the Ministry of Health (KOH) is
trying t= develop a system for extending health care to the rural 
areas. The challenge is to devise a low cost system that can
accommodate both nomadic and settled populations, as well as di
verse ethnic, cultural, and caste groups. The current AID-assisted 
demonstration project is a first step in the effort to extend low 
cost basic health care to the village and encanpent level (tempo
rary nomadic settlements). 

FdWB= DESCIGON 

The project aims to help stabilize the rural popilation in the
interior of Mauritania and to imrove basic health services for the 
rural poor: 

by designing, implementing, and evaluating a demonstration 
rural health system that will bring promotive and preventive 
as well as curative services to the village level, be inte
grated into the existing GIRM health structure, and minimize 
recurring costs to the GIRM; and 

by 	 providing a data base to enm.ble the GIRM to 	 decide 
whether or not to replicate the project. 

The 	 major project outputs are the following: 

' 	 Initiation of a preventive health care system at the vil
lage/encampment level. 

Improvement of the existing system at the dispensary level
 
and at the regional hospital at Fbsso.
 
Development of locally based and supported community
 
health workers (CHIs).
 

SEstablisment of a resupply system that will capitalize on 
local crmrunity and entrepreneurial resources. 
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The demonstration project is being carried out in the Trarza 
region in southwest Mauritania because of its ethnic diversity, 
relative accessibility, and existing network of dispensaries and
 

units (maternal/child health centers) to provide the necessary
tteching and supervisory staff. Implementation is just beginning. 

AID funds will support technical assistance, training of 
trainers, and initial medical supplies and equipment. Technical 
assistance and project coordination will be carried cut by two 
long-term contract advisors in public health and training, supple
mented by short-term consultants, who will work with the counter
part project director in the MOH. 

Two Mauritanian public health nurses will train and supervise 
ten MOH nurses from the regional dispensaries and PMIs, who will in 
turn train and supervise 192 commnity health workers (CHWs) in 
three-,onch ourses at four training centers. The CHWs will then 
serve their own communities. In addition to the initial three 
months of training, QHWs will receive one or two weeks of refresher 
training F-,ry year to review capacities and introduce new skills. 
Eight U.S. Peace Corps Volunteers (PCVs), in two slightly
overlapping groups of four each, will lend support to the trainers 
u der the supervision of the two public health nurses. A series of 
three workshops will be held in the next few months with the 
trainers, PCVs, and advisors to plan the curriculum for QHW train
ing. 

Comunity participation is a key element. In order for the 
project to succeed, cmmunity support will be essential in forming
camunity health committees (CHCs), which will then select. OHWs for 
training; paying CHWs; generating funds to resupply CHWs with medi
cines; evaluating the performance of the agents supplying medi
cines; and increasing community self-awareness and responsibil
ities and capabilities for imroving health. Supported by the PCVs 
and possibly by the Red Crescent (equivalent to the Red Cross), the 
ten trainers will help mobilize communities in their areas. 

Red Crescent participation was originally planned to provide
first aid training throughout the project area for anyone interest
ed in order to help create health aiareness among the populace and 
demonstrate immediate results. It was assumed that those so train
ed would be good candidates for CHC or CHW responsibilities. How
ever, because of delays in signing the project agreement, training
will have to be postponed until the end of the academic year (many
trainers and trainees are students). Therefore, although first aid 
training will occur, it will no longer he a preliminary activity.
A larger role for the Red Crescent in community orientation and 
organization is under discussion. 
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The degree and type of local fi nancing envisaged in this 
project is unusual, due to the need to keep GIRM recurring costs to 
a minimum. This is essential fo'." project continuation and 
replication. CWs will be trained and supervised by GIRM 
personnel, but they will not be GIRM employees. They will be 
ccampensated directly by the CW-s, in a manner determined by each 
committee. Project funds will be used to buy each CIW an initial 
kit of medicincs and supplies which should last two or three 
months. After thot, resupply will be the responsibility of the 
CWIs through a system of licensed commercial agents. An agent at 
each of the four t'aining sites will be licensed by the GIRM 
pharmaceutical distributor, PHARMARn4, to sell medical supplies
only to CI.s or C~hs. The agent is responsible for maintaining
sufficient stock and )Leeping records of sales. .Maximum prices are 
set by the GIRM. Li-enses are renewed annually, with input from 
CH s regarding satis'action with the agents' services as well as 
evaluation by the M. 

CHEs are respjnsible for generating the funds to cay C!Ws,
and to purchase a'i transport medicines and supplies. Funds will 
be raised using ihatever means are appropriate to the community.
Agrneemnt on a zystem is necessary before a CW4 actually begins
wor!, to assure adequate resupply. Short-term technical assistance 
will oe provided to help CW-s develop their funding systems. 

T1"9 information system being planned will utilize baseline 
data gathered by the training staff and PC7s during the initial 
community animation/organization phase, and will receive continuing
input in the form of simple data collected by CIs. All those 
engaged in data coilection will receive appropriate training. The 
data collected will be used to determine health problems, evaluate 
project impact, indicate areas %here project adaptation is needed, 
and assist in deciding on project replication. 

The use of CB radios by Chs has been budgeted on a pilot
basis to determine their feasibility for emergency armmunications, 
referrals, and inquiries regarding availability of supplies.
Based on the project's experience, health authorities are to 
determine whether or not to expand the use of radmos. 

The CIW system will become part of the existing health care 
system of dispensaries, PMIs, and the regional hospital. Existing
staff will be criented regarding the CHI system, and some of them 
will become trainers and supervisors. Since referrals are expected 
to increase, the project is providing equipment and vehicles to 
enable existing facilities to cope with an increased workload and 
supervisory duties. The regional hospital will also receive new 
equipment. There will thus be a three-tiered system: primary care 
by C34s; dispensaries and FMIs to handle cases referred by CHWs and 
provide training and supervision; and the rional hospital to 
receive referrals requiring more complex -are or surgery. 
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I E TION EXPEIICE
 

The following chart describes the current project status. 

CHw P1C ST S 
(mid-1980) 

OOunm 	 STAS 

1. 	Trainer training: 
a. 	 2 public health nurses. a. 2 nurses trained. 
b. 	 10 dispensary/PMI nurses. b. Not yet started. 

2. 	 OW training. 2. Not yet started. 

3. 	 Medicine resupply systems 3. Not yet started. 
established. 

4. 	Preventive health care system 4. Not yet started. 
at village/encanpL-nt level 

5. 	Improvement of existing health 5. Vehicles & equipment 
facilities, 	 ordered.
 

A 6-month delay in initiating project implementation was 
part "fly due to delays in signing the Project Agreement (because
of L-ie unavailability of a translator and typing problems) and in 
signing the technical assistance aontract. 

The cotractor (Dimpex Associates, Inc.) has been selected. 
The contract should be signed by mid-October 1980, and the two 
advisors assigned to the project should arrive in Mauritania before 
the end of 1980. The ontractor will be responsible for providing
all long- and short-term technical assistance oonsultants as well 
as coordinating all project elements with the Mauritanian MOH 
project director. 

Some elements of the project are already underway. The MOH 
has appointed a project director and has established a new 
Directorate of Preventive Medicine within the Ministry to oversee 
this and other primary health activities. The two public health 
nurses who will train and supervise the ten trainers of OCWs have 
been selected and trained at the W training facility in Lame, 
Togo. The initial group of PCVs has just finished their U.S. 
training and should depart for Mauritania on Septesber 14, 1980, to 
undergo in-country training th-mugh November, when they will be 
ready to asstme cheir posts. Necessary -mmdities, including
vehicles, have been purchased or ordered. 
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The design of this project is unusual in the degree of 
corrmunity participation and local financing envisaged. The 
development and implementation of the project will be of interest, 
especially in ligh. of Mauritania's complex and changing social 
structure and relative lack of resources. Three evaluations have 
been scheduled. 
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COUNTRY SKTISTICS 

Total Population: 5.5 million 

Rural Population: 87% Infant Mortality Rate: 200 

Population Growth Rate: 2.9% Life Expectancy at Birth: 42 

G.P Per Capita: 220 Adult Literacy Rate: 8%
 

SYNOPSIS 

The Basic Health Services Delivery Project was designed to 
train village health workers, retrain health professionals, set up
sanitation ptograms, and establish a vehicle repair garaqe for 
Diffa Department, Niger. The U.S. orqanization Africare has had 
prime responsibility for managing the project. Due to a variety of 
problems, especially the lack of counterparts and direction from 
the MOH, the project met only some of its long-term goals. Its 
technical advisors, therefore, provided services rather than deve
loping institutional capability. The project was also hampered by
problems of coordination and comranication between the external 
agencies, their Nigerian offices, and the MOH. The Basic Health 
Service Delivery Project is currently being merqed with the 
National Improvinq Rural 9ealth project. 

BACKGROUND 

Niger was incorporated into French West Africa in 1896. In 
1958 the voters approved the French conztitution and voted to make 
the territory an autonomous republic within the French Clommunity. 
The republic adopted a constitution in 1959 a-d in 1960 withdrew 
from the Commnunity, proclaiminq its independence. 

As a result of a widespread drought, an estimated 2 million 
people were starving in Niger in 1974, but 200,000 tons of imported 
food (half U.S.-supplied) substantially ended famine cornditions by 
the year's end. In addition to drought, insect infestation pre
vents habitation of some arable land and devastates crops. Eighty 
percent of the land is desert or semidesert, and the rest is also 
of low fertility. Because of the northern desert climate and 
terrain, 90% of the people live along a narrow band along the 
southern border immediately north of Nigeria. 

Niger is relatively sparsely populated. More than 90% of 
Nigeriens live in rural areas away from good roads, and are small 
farmers and nomadic herdsmen. They are Moslems, Anir, sts, or 
Christians, some of whom speak French, the official language of 
qoverrmient. However, most Niqeriens speak Sudanese dialects. The 
illiteracy rate is 90%, and technical skills are scarce. 
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Despite the harsh conditions and social challenge of ethnic 
diversity, the GON is placing an temphasis on regional equity and 
social justice as a framework for "life enchancing" economic 
growth. Niger's main source of development capital, aside from 
external assistance, comes from recently expanded uranium 
resources. Almost all of this money is devoted to a national 
development investment fund. This Nigerien Investment hasFund 
grown from approximately $15 million in 1976 to $95 million in 
1979, and is projected to grow to over $200 million by 1984. Al
though Niger's uranium supply is believed to be small, the planned
used of revenues, according to AID, will "be significant for at 
least the next generation and, coupled with continued external 
assistance, should help provide the extra margin required to raise 
overall goals several rungs above the target of a self-sustaining 
subsistence economy." 

Since independence the Government has made impressivean 
effort to redirect its health effort to the rural areas people are 
most highly concentrated. The first step to modifying the Colonial 
health sector toward better meeting the country's needs was taken 
in 1964 when the GCN prepared a Ten-Year Perspective on the 
Develoament of Health Services. This study, financed by AID with 
technical collaboration fran WHO, assigned priority to: 1) the 
provision of preventive and simple curative services to the rural 
population; 2) health education; and 3) training of community
health workers. Quite differently fran most other African 
countries, much lower priority was placed on further development of 
hosital-based services in urban areas. 

Thus health policy in Niger has evolved in a context of 
political support for programs to reach the largely rural popu
lation. As part of this strategy, the GON has given emhasis to 
developing the concept of the village "secouriste," or first aid 
person, introduced by the French colonial health system, who also 
served as a liaison to the mobile vaccination teams. Beginning in 
1959 in Tahoua Department and developing most strongly in Maradi 
throughout the 1960's, the concept of the Village Health Team (VHT)
gained wide acceptance. The team (Eauipe O3a sante villaoise) was 
comprised of a secouriste (usually a village leader) and a matrone 
(traditional midwife) retrained in modern birthing practices and in 
rural sanitation. By the o of the 1960's secouriste training had 
been expanded to include basic preventive and curative skills, as
well as first aid. Rudiments of community participation were also
established by then, through c-mminity selection and support of the 
VHT. 

After lagging somewhat in the early 1970's, the priority
assigned to development of "medecine de masse" through the VHTs was 
given renewed emphasis by the new government that came to power in
1974. Therefore, although the VW, as a concept, has been in 
operation for over 15 years, there has been a major expansion in 
these teams only on the past 3-4 years. In 1979 it was estimated 
that about 1,500 of the 8,500 villages had VHTs. 
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There have been several historical problems in inplementing 
the VHT concept: logistical oroblems in supervision and sucoly, 
resource constraints, lack of adequate personnel, relevant training 
ard notivation of supervisory personnel, problems of sustaining 
volunteerisn at the village level, and special problems in serving 
the nomadic population. VHT development ias also been uneven in 
different departments. In areas with large nomadic popula- tions, 
part of the problem is the cultural distance separating thi nomads 
from established GCN services, which are designed primarily for 
more sedent.ary villagers. It is not, however, GCN policy to 
segregate health services for nomads. Instead, the GON hopes to 
adjust local systems to enable them to deal with nomad needs, 
although it is realized that this will be a slow process. 

The latest Five-Year Plan (1979-1983) indicates that the GCN 
still considers health an important sector. Financi a- resources 
allocated to health have risen from 5% to 9% of the total govern
ment budget. The plan hopes to build upon the acc mplishments to 
date to improve the quality and quantity of health care available 
to all Nigeriens. Major emphasis is to be placed on: I) further 
development of health facilities; 2) health education programs; and 
3) reaching the moit remote rural areas with village health teams. 
Six major problem are identified in the Plan: 

- concentration of resources in urban centers, especially 
Niamey; 

- lack of equipment in dispensaries in areas of high 
population density such as Mirriah, Llela, Tahoua, and the 
Department of Marai; 

- reluctance of certain regions to adopt health improvement 
measures; 

- low efficiency of the village health tear in all 
departments;
 

- high medical risks encountered in specific zones of the 
country; 

- low efficiency of mobile health care due to lack of 
resources. 

Planning for the Basic Health Services Project was initiated 
in 1972 when a feasibility study grant was awarded Africare, a 
private vluntary organization, to study the health status of Diffa 
r'partnt. The resulting Africare proposal was revised by AID to 
reflect AID's int, rest in preventive health activities and train
ing. The GCN, however, rejected the proposal as it was nore 
interested in service delivery. Over the next four years, several 
proposals were prcpazed; those satisfactory to AID were not satis
factory to Niger. Finally, in 1977, a proposal was agreed upon. 

74 



PROECT DESCRPTICN
 

In September 1976, USAID awarded Africare a three year grant
to imlement the Niger Basic Health Services Delivery Project. The
principal objective of the project was to strengthen the existing
health care delivery services of the Ministry of Health within
Ditfa Department, one of the country's seven administrative units.
This was to be achieved by training Nigeriens and strengthening the
logistic and support system. The project had activities at both
the 	national, ministerial, and the departnental level, in Diffa: 

National level: Niamev
 

1. 	 Develop a nationwide epidemiological surveillance unit, and 
traii nationals to staff and direct it; 

2. 	 Assist the national laboratory to develop stardardiz_ d testing
procedures; 

3. 	 Strengthen public health 'raining in the school of public 
health and nursing schools in Niamey and Zinder. 

Departmental level: Diffa 

1. 	 Assist the development of departnent-wide health delivery
systems through training and retraining Diffa-based state 
nurses, certified nurses, midwives and village health workers; 

2. 	 Strengthen the logistical infrastructure through construction
of a department office building and maintenance garage, vehicle
repair, and development of an equipment maintenance shop; 

3. 	 Update the skills of village health workers through train- ing,
inservice education, and supervision. 

The project planned to reach these objective primarily through
the provision of technical assistance. Africare provided 6technicians, two of whom (a public health physician --Id an
epidemiologist) were placed in Niamey to work closely wL i theMinistry of Health. Fout advisors were placed in Diffa: a garagemechanic, a biomedical technician, a gynecologist, and a surgeon. 

The epidemiologist working in Niamey was to assist in devel
oping the national laboratory, and the public health physician to
assist in strengthening the public health content of the curricu

schools nursing ofla of four of and one public health. Addition
ally, the public health physician was to assist in retraining thehealth personnel in Diffa. In Diffa, the surgeon and gynecologist
were to provide inservice training to Nigerien doctors, and the two
technicians to establish vehicle repair centers and train Nigeriens 
to operate them. 
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Despit2 the rather straightforward objectives of the project, 
implementation problems which seriously irvired overall success 
were encountered from the outset. The project was funded in 
September 1976, but problems of recruiting appropriate personnel 
delayed activities in Diffa until 1978, about 20 months, as did an 
18 month delay for AID to gran. a local procurement waiver. As a 
result, the project was extended until March 1981, and plans were 
made to continue many of its activities within the Improving Rural 
Health Project. 

A joint evaluation of the project conducted in September 1980 
by Africare/AID/GON indicated that many of the project objectives 
had not been met. However, the evaluation notes that Africare has 
performed "modestly well"; that the government was very pleased 
with the project, and that the technicians recruited for the 
project were exceptionally well qualified, and provided direct 
services in a dedicated and professional manner. The major short
coming was that no systematic training of Nigeriers was effected, 
with the exception of the certified nurses. Africare technicians 
ended up providing services rather than training counterpart staff 
or systematically training the various categories of health 
personnel called for in project plans. 

The surgeon and gynecologist, for example, provided special
ized services in the Diffa hospital, but no medical students or 
other personnel were assigned to them for training. The garage 
mechanic developed a very successful vehicle maintenance service, 
but was not able to develop a trained cadre of Nigeriens to take 
over and continue this key project arpnent. 

Other shortcarings in meeting project goals are reported by 
the joint eqaluation team. A plan for supervisory visits to 
village health teams (VBTs) was not develcoed, and as a conse
quence no supervisory visits were made in 1978, and only a few were 
reported in 1979. Contributions to the government' s ongoing 
training program for VBTs were also minimal, since the only 
Africare advisor with a pt'blic health background was stationed in 
Niamey, a two-day trip away. Development of the MlO's epidemlo
logical surveillance capability also did not proceed far, because 
the first (epidemiologist) advisor directed his energies in other 
directions, including responding to outbreaks of meningitis and 
poisonings from contaminated flour. The replacement epidemiolo
gists did, however, begin to make some progress in reaching stated 
project goals. 

The public health physician, assigned to the MOH in Niamey, 
apparentl 1 was able to make some contributions to the training 
program for which he was rsponsible. Although not noted by the 
evaluation team, Africare quarterly reports indicate that he 
undertook activities such as designing the sanitation aide 
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curriculum, nutrition education manual for the schools and village
health team manuals, and planning for Diffa seminars. 

One aspect of project .activities 	 not rientioned by the 
evaluators is the use of "femues relais' (referral women) in each 
department to refer pregnant wcmen and children under five to MOH 
clinics. Africare assisted with the training of these workers. As 
a result of this program, prenatal clinic days had to be increased 
from one to three per week, and clinic attendance tripled (from 17 
to 55 patients per day). 

Success in meeting other project objectives can be gauged from 
the following output chart prepared by the 1980 joint evaluation 
team: 

U PR3MT S*TUS 

SUlsThTAS 

1. 	Public health programs developed 1. Recently teachers have
 
to shift emphasis fran curative been trained to provide

to preventive health services, first aid and health edu-

School education, M, health and cation to schools.
 
nutrition education, and environ- services were being
 
mental sanitation programs are delivered at all health
 
100% operational in Diffa Depart- centers. Africare has
 
ment 	 by end of year 3. financed the construction 

of latrines at primary 
schools and health cen
ters. However it had no 
input in the design and 
construction, which was 
faulty and reduced effec
tive use of these 
latrines.
 

2. 	 Trained cadre of volunteer village 2. This numerical goal was 
health personnel actively providing surpassed. The number of 
care. 32 VHTs trained in yr 1. secouristes trained was
65 VRTs trained in yr 2. 96 VHTs 151. The runter of ma
trained in yr 3. trones trained was 145. 

In addition to Africare's
 
role of financing the 
training program, the 
public health doctor and 
the gynecologist also 
participated in the 
training prngrams from 
time to time. 
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3. 	 Development of training guides for 3. Team only saw a vehicle 
VHTs, sanitation aides and vehicle mechanics' guide. This 
mechanics. 4 training guides de- was written by the Afri
signed arm in use by erd of yr 1. care technician and 

given to his own assis
tants and to any driver 
who came to the garage 
for assistance. 

4. 	 24 inservice education seminars 4. In late 1979, Africare 
for 	all health personnel. began to participate in 

seminars rather than fin
ance them.
 

5. 	Plan and schedule of supervision 5. No supervisory visits 
in operation. 	 were made in 1978 and 

about 2 or 3 were made by 
each CM in 1979. The 
1980 evaluators observed 
that dispensary nurses 
were having difficulty in 
maintaining a regular su
pervisory schedule but 
that the CMs were visit
ing the dispensaries and 
some villages more fre
quently than in 1979. 
Africare has receipts for 
supervisory visits that 
allegedly were made in 
Diffa. This information 
conflicts with the DDS' 
report. Africare, how-
ever, was not able to 
report the number of
 
visits their receipts 
represented.
 

6. Design, implementation and 6. 
evaluation of a national retrain
ing program for all health 
programs. 
Design of retraining programs for: 
VET Done 
Registered Nurses Yes - seminar level 
Practical Nurses Partly - only in hospital 
Midwives No 
Doctors Partly - only at national 

seninar level 
Retraining program for VETs 
nurses implemented by yr 2 Yes 

Retraining program for practical 
nurses implemented by yr 3 No 
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7. 	 Training in diagnostic laboratory 7. N/A
 
techniques.
 

8. 	Procedures for analyses, interpre- 8. Yes
 
taticn ard utilization of epidemi
ological data by year 1.
 

9. 	 Semi-annual EPI bulletin 9.
 
1 issue by yr I No

2 issues by yr 2 No

3 issues by yr 3 Yes
 

10. 	 Infrastructure organized which It10. is team's opinion that 
is 	 capable of delivery of health GaN already had the
services to rural areas by end of 	 infrastructure approved
first 6 months. md' crganized prior to 

project. Africare assis
ted in pinpointing re
sponsibilities of persons
within infrastructure. 

11. 	 Technical assistance in design, 11. Provided. However, apart

implesentation, and evaluation of from the public health

public health programs. 	 physician posted in Niamey, 

these personnel were not 
public health specialists.
Team saw no evidence of any
evaluation apart fran one in 
April 1980 done by a 
representative of AID's 
auditor. 

12. 	 Technical assistance in preven- 12. 1 public health physician
tive 	and curative health care. 1 gynecologist
 

1 surgeon
 

13. 	 Technical -:sistance in produc- 13. The 	public health physician
tion of health education acted as an advisor to vari
materials. ous MOH committees responsi

ble for developing health 
education materials. 

14. 	 Technical assistance in designing 14. 
curricula No 
seminars 
 Yes
retraining manuals No evidence to this effect
training manuals No evidence to this effect 

except mechanics' training 
manual
 

15. 	 Technical assistance in design 15. Yes 
of procedures for analyses, in
terpretation, and utilization of
 
EPI data.
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16. 	 Technical assistance in vehicle 16. 
maintenance and repairs. 

17. 	 Technical assistance in mainten- 17. 
ance equipment. 

18. 	 Short-term consultant assistance 18. 
in evaluation of project activities. 

19. 	 Short-term consultant on building 19. 
construction. 

20. 	 Project management 20. 

Yes 

Yes 

None 

Provided by FEDSO/W 

Africare was to provide a 
team leader for purposes of 
directing efforts in line 
with project as designed. 
However, he only remained 
for 	17 months and was based 
in Niamey. Also, the team 
feels that the poor design 
of the project and no job 
descriptions for personnel 
made such leadership
doubtful at best. Because 
of these factors the project 
lacked clear management
direction in implementation. 
This lack of clear leader
ship may have contributed to 
Africare going off in 
directions tangential to the 
general purposes of the 
project (e.g., latrine 
building and well digging). 
It is the team's opinion 
that actions should have 
been teken early in the 
project which would have 
more clearly described 
personnel responsibilities
 
and program direction. 
Thus, the inputs may have 
been net, but the 
implementation schedule and 
targets wre not realistic 
and should have been 
redefined earlier in the 
life of the project.
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Factors Affecting Implenentation 

The project evaluation conducted in 1980 by Africare/AID/GON
indicates that the fundamental problem was that there were basic 
differences in the results anticipated from the project by the 
government of Niger and AID. Basically, the government wanted the 
technical advisors to provide health services directly, while AID 
wanted the technical assistance to be directed to institution 
building and training. Africare was caught in between, without a 
clear focus for its effort. 

According to the comments the AID/Niamey mission appended to 
the joint evaluation, these differences in expectations can be 
traced to the way the project document was altered during the four 
years following its initial preparation. In the original document,
the technical assistance components provide for pubiic health 
specialists in such areas as curricula development, health 
education and sanitation, rather than specialists to provide direct 
curative medical services. In negotiating the project agreement,
Africare modified the inputs to suit the GCN, but did not exten
sively revise project objectives. From the outset, therefore, 
there was a mismatch of objectives and inputs. 

Other implementation problem identified in the AID evalua
tion include: 

1. 	 Absence of counterparts 
The GCN did not provide counterparts for the six Africare 
technicians. The critical project awponent of skills transfer 
could not be achieved. 

2. 	Overly ambitious
 
By attemptng to strengthen the health delivery system at both 
the national level and in Diffa Department, Africare undertook 
More than it could carry out. There was no clear determina
tion before project initiation of the cinds of personnel deemed 
necessary to effect the stated purpcs% of the project. 

3. 	 Lack of focus 
Africare seemed unsure of where to direct its efforts - to the 
national or departmental level. By attempting to strengthen
the health system in Diffa, the project had a chance of 
success. However, the Africare project seemed unsure of what 
it wanted to do 3nd where it was going to do it. Its only
public health resources were isolated in Niamey, rather than 
concentrated in Diffa. 

4. 	 No evaluation caoionent 
A scheduled self-evaluation midway through the project might
have focused on the difficulties of strengthening the health 
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delivery system at two levels simultaneously. 

5. 	 Cumbersome Administrative Arrancements 

Both the joint evaluation and that conducted by AID's Auditor 
General noted that Africare administrative decisions about the 
project had to be made in Washington. Neither the Afri
care/Diffa field staff nor project representatives in Niamey 

were authorized to speak for the project. The 1980 AG report 
noted: 

"The present Africare structure required the local Afri
care representative to obtain instructions from Africare/ 
Washington prior to a USAID/Niger request for inforna
tion, or the Mission must work through AID/Washington to 
obtain an official response from Africare/Washington. 
Since all project accounting and administrative procedures 
take place in Washington, the Mission is concerned about 
its ability to effectively monitor Africare projects..." 

Other information about program implementation comes from the 
AID Auditor General's evaluation conducted in 1980 as one aspect of 
a larger assessment of Africare's overall effectiveness in imple
menting AID-financed projects. Major conclusions include: 

1. 	 Africare projects, in general, are too large and ambitious to 
administer effectively. 

2. 	 Planning and coordination between Africare and Niger officials 
needed improvement; and that Niger's ability to continue health 
services provided by the Africare physicians was highly ques
tionable. 

AI 	Monitoring of Africare grants 

According to the 1980 Auditor General's report AID officials 
had not met their oversight and evaluation responsibilities with 
regard to the Africare projects. Specific mention was made of the 
follow problems: 
- Africare quarterly reports lacked sufficient information to 

assess whether project objectives were being accomplished. 
(This was also mentioned by the other evaluation team.) And, 
this was about the only form of project monitoring. 

-	 Washington officials were not making field trips to project 
sites.
 

-	 Missions did not submit periodic reports to AID/Washington on 
the 	projects.
 

Extention of Project 

The Diffa project was extended until March 1981 to allow 
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several key personnel to continue their work until they join the 
Improving Rural Health project following its redesign in the Spring
of 1981. In the new project, Africare will continue to provide
technicians and be responsible for recruitment, but without having 
any management responsibilities. 
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Project Name Rural Health Improvement Project 
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Location: Nationwide 

Project Dates: FY 1978 - FY 1983 

Funding Level: 	 AID: $14,029,000 (grant)
 
Government 
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Africare
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Bureau for Africa, Office of 
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Affairs, AID/Washingtcn 

Principal Contractor: Africare 

Implementing Agency: Ministry of Health (MOH) 
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cOUrRY STATISTICS
 

Total Population: 5.5 million 

Rural Population: 87% Infant Mortality Rate: 200 

Population Growth Rate: 2.9% Life Expectancy at Birth: 42 

GNP 	 Per Capita: $220 Adult Literacy Rate: 8% 

SYNOPSIS 

The Rural Health Improvement Project is designed to expand and 
strengthen the government's ongoing primary health care program.
Although the project supports activities in a number of areas, it 
focuses on developing human resources and institutional support for 
village level workers. Midway in this five year project, consider
able orogress has been made in training, but uneven progress has 
been made in the other areas. Go-ernment commitment to the deliv
ery of services to the rural population is very strong, mid lack of 
progress appears attributable mostly to the overly ambitious time
frame of the project, rather than to inherent problems in design. 

BACXMVM 

The rural health system in Niger is generally well designed
and apropriate to the country's general situation, and provides a 
good foundation on which to gradually improve the quantity and 
quality of health coverage for the country. Services reach the 
rural areas to a nuch greater extent than in most other African 
countries. Furthermore, the system is supported by villagers as 
well as by key political and social groups. Important aspects of 
the primary health care system include the following: 

* 	 an emphasis on utilizing trained volunteers. 

* 	 an emphasis on self-reliant training and development
(automencadrement) • 

* 	 an emphasis on community self-sufficiency in primary 
health care. 

The Rural Health Improvement Project was preceded by the Basic 
Health Services Delivery Project which concentrated on developing 
the health infrastructure in Diffa, one of the country's seven 
departments. Further background information about Niger, its 
health infrastructure, as well as a history of its health policy 
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are discussed in the "Background" Section of that project write-up. 

D DESCRITN 

The project, which provides assistance to an ongoing national 
primary health care program, addresses problems in the rural health 
delivery system. These problems, as presented in the project 
paper, include: (1) a shortage of personnel at all levels-but 
especially the village level, the base of the pyramidal health 
delivery structure; (2) supervisory problems; (3) a lack of 
effective support systems for village health teams; (4) a lack of 
receptivity by the population to preventive health activities; and 
(5) dissipation of resources in the field and lack c' unifotmity in 
the program.
 

The Improving Rural Health Project concentrates its efforts in 
two general areas: (1) the development of human resources and 
institutional support for village health teams, in the form of 
drug supplies and supervision; and (2) backstop medical facilities. 
The project will also address itself to improving basic health 
needs such as potable water, environmental sanitation and 
nutrition. The project's emphasis is on training 1,500 village 
health teams-a total of 6,000 new people-and retraining about 
13,500 existing village health workers. The plan, in 1978, was to 
bring basic health services to 3,500 villages or about 39% of the 
rural population. 

Village health teams are generally composed of 2 matrones and 
2 secouristes supported by an administrative committee. The VHTs 
are selected by their communities and are trained and supervised by 
dispensary nurses. The secouristes and matrones carry cut minor 
curative care and disease prevention activities. The matrones per
form traditional midwifery, enhanced by training in modern medical 
practices, and also promote environmental sanitation. Both refer 
cases beyond their capacity to dispensaries. 

This project plan is to expand and strengthen other parts of 
the health system, particularly thost support services vital to the 
success of the VHTs. Generally, support is to include: upgrading 
and expanding the mmiber of professional health workers assigned to 
rural areas, increasing their mobility, increasing supervision of 
VHTs, inproving facilities, and providing sufficient drugs and 
supplies.
 

Specifically, AID contributions will support: 
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Trainina of Personnel: 

Academic health training for 25 teachers, senior IMOH
 
officials, and logistic/maintenance personnel, at a rate 
of 2 teachers, 2 MOH officials, and 1 maintenance person 
per year of the project. 

Participation by 1 .100 persons in MNH continuing education 
conferences. 

Technical training for 40 certified nurses, 20 state 
nurses, 35 medical students, and 15 environmental health 
workers each year of the project. 

Training of 25 medical equipment technicians and 50 auto 
mechaics. 

Institutionr-1 Suooort: 

20" mopeds for supervisors and 42 functioning 4-wheel 
drive vehicles for better supply distribution; an 
anticipated 45% increase in supervisory visits to he;Llth 
centers and dispensaries, and a 10% increase in 
operational efficiency of all vehicles.
 

2,700 VHTs equipped with drugs, educational materials, and 
other supplies. 

Sanitation imnrovements for 250 existing health 
facilities.
 

* 	 New equipment or furnishings for 220 existing health
 
facilities. 

* 	 7 new dispensaries and 2 ne-; department health centers 
already operating in Zinder and Agadez. 

* 	 Mobila health units imntmizing 100,000 persons per year. 

STwo garages and medical repair shops at the department 
heatth center level. 

* 	 Sanitary education programs reaching 35% of the rural 
population. 

IMLMN CN EPREC 

The mid-term evaluation of the project conducted in March, 
1981, after two and a half years of operation, indicates that 
substantial progress is being node in improving the rural health 
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system. The evaluation notes that "the determination of the 
Nigeriennes to make their rural health system work is admirable, 
and their desire to do as much of it themselves as possible is 
commendable." The evaluation 
team further notes the strong
ccmmtment of the Goverrment of Niger ((ON) to -et health services 
to underserved areas of the country, despite limited resources and
harsh enviroanuntal conditions. Project progress can be gauged 
from the following table: 

CURRET PRaECT STATUS 

TTSSTATS
 

i. Training 6,000 village health 
 1. 1,235 secouristes and 926
 
workers. 
 matrones trained.
 

2. Retrain .3,500 secouristes. 2. No information.
 

3. Senior level training 3. Support for 21 of 25 partici
(state nurses, physicians, pants.
 
anesthetists, etc.).
 

4. National seminars. 
 4. 2 national-level seminars
 
supported by project (for Maradi
 
Department in August 1979, and
 
Zinder Department in August
 
1980). Both had an important
 
impact on national health
 
policy.
 

5. Department-level seminars 5. No information.
 

6. Equipment and Supplies 
 6. 4 types of equipment and
 
supplies (drugs, audiovisual
 
materials, lab equipment and
 
dispensary equipment and
 
furnishings). Many problems
 
with supplies as no technical
 
assistance to identify needs.
 

No educational materials seen.
 

Water filters not successful.
 

7. Construction of 7 dispensaries. 7. Under construction but quality
 
very poor. Apparently the
 
Ministry of Public Works has
 
failed to exercise supervision 
over the construction.
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8. Sanitary improvement at 200 
existing health centers. 


9. Construction of 7 latrines. 

10. 	 Construction of 44 latrines. 

11. 	 2 garages and medical repair 

shops. 


12. 	 Sanitary education programs 

13. 	 Supply 42 4-wheel drive vehicles 
and 	200 mopeds. 

14. 	 Mobile health units 

immminizing 100,00 persons 

per year. 


15. 	 Technical assistance. 

Source: AID Mid-term Evaluation, May 

8. Sanitary needs of these 

9. 

10. 

11. 

12. 

13. 

14. 

15. 

1981. 
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facilities not yet inventoried.
 
No target list for inprovezents
prepared. Funds allocated used 
to construct and equip water 
filters.
 

Abandoned 2 weeks after con
structed, since they were 
poorly built. (AID may not have 
reimbursed GON for this 
construction.) 

Bids for construction recently 
received are unacceptably high. 

Appear to be making progress. 
One 	 exceedingly well run. Both 
AID 	projects funded expatriate
mechanics to train appientices. 
Garage equipment not yet 
arrived.
 

Program depends mostly on VHTs 
to provide this. Increased 
attention to sanitation in 1981 
curriculum. Appears to be 
little activity to preventive
educational activities b,VHTs. 
Broadcast radio has begun to be 
used for health education, and 
there are plans to use T.V. 

International Harvester Scouts 
purchased by project are 
inappropriate for climate and 
terrain-they overheat. Problems 
with spare parts, as Land 
Rovers are the standard vehicles 
used in-country. Mopeds appear
to be good choice; although can
not reach 40% of villages. 

Problems with equipment serious 
enough to warrant temporarily
suspending program. 

96 person months funded - (2 mec
hanics and 2 sanitary engineers) 
8 months used to date. 



Generally, the 1981 evaluation concludes that the development
of human resources, including training of village health teams
(VHTs) and higher level personnel, has progressed well. Less 
progress has been made in providing supervision, drugs, and other 
support to the VHTs. On other there have beenthe hard, numerous
problems with the construction of health facilities and improvement
of sanitary facilities. Thus far the GCN has demonstrated little
interest in improving environmental sanitation and nutrition. 

Human Resources Develocment 

Although delays have been encountered because of the long timerequired by the GON to organize its resources to manage the
project, the program's training components are all progressing
well. These include training senior level officials, sanitary
engineers, state nurses, and certif ied nurses, as well as
supporting national and departmental level seminars. 

Training village level teams is the project's main focus. By
March, 1981, wen the evaluation wus conducted, 1,235 secouristes
and 926 matrones had been trained (3,000 each are to be trained).
This suggests that 26.5% of all villages are presently covered by 
VHTs. 

Training VHTs: The evaluation concluded that the 10-day
training period for both secouristes and matrones-the two 
members of the VHT-is too snort, especially since it is 
frequently shortened due to weather. At present, many
trainees receive only 5-a days of training. Two short
training periods of 8 days each have oeen suggested. The 
second training would be held 6-8 months after the .irst 
training, so trainees wuld not have ie away fromto hone 
for too long a period. 

Knowledge retention levels are reported to be low. This 
is considered result :xor tra-.n ra of methods. At 
present tnere is little planning to determine if course 
content is appropriate or to use modern educational 
methodolog ies. 

Performance: The evaluation team found that iillages
ccntinue to react favorably to VHTs because they neet 
f'.it needs. Although no objective evaluation has been
conducted, the V= seems to be an effective mechanism for 
improving rural health. According to MOH officials theat 
departmental level, people in villages with VHTs are -ore 
health conscious, demand more health services, and are 
carrying out more healthful practices. General referral 
activity is also reported to be high from VHT villages.
However, there is varying village participation and 
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commitment, wnicn plays a large role in the utilization of 
VHT services.
 

The project evaluation concludes that VHTs are active almost 
exclusively in curative creas, and do little in prevention, 
sanitation, and hygiene. This is supported by a Family 
Health Care report which indicates that secoaristes rarely 
spend time on anything other than dispensing medicines. 
Observations of several secouristes in Niamey Department, 
conducted in 1979 by Tankary (reported by Mead Over) 
indicate that there are shortccmings in performance. Many 
errors were cbserved in prescribing drugs, especially in the 
amount prescribed and the recamended frequency of use. 
Errors were particularly prevalent for nivaquine use. 
However, the study reports that secouristes had no trouble 
correctly recognizing symptomn and diagnosing diseases. 

Turnover: According to the evaluation report, secouristes' 
attrition rate is fairly high the first year-about 10%. 
After the third year, few leave. Matrones have a lower 
turnover rate. Job cooortunities (VHT members are 
volunteers), as well as frequency of supervision and 
retraining, affect VHTs' stability. 

Workload: Studies of 30 sacouristes (Tankary) in 1978 
Unicated that they saw an aerage of 6 patients per day. 
This represents about two-thirds as many patients per 
capita of local population as seen in dispensaries. The 
1978 project paper also supports the fact that VHTs are 
delivering services at the village level: investigations 
during the project preparation revealed that the number of 
visits by patients to dispensaries from villages having 
VHTs was about half that of villages without VHTs. 

Selection: According to the studies of VHTs reviewed, the 
selection of VHWs is left entirely to villagers, provided 
that certain basic criteria are fulfilled; for example, 
V Ws should be volunteers, live in the village, and be 
prepared to undergo the necessary training. Literacy is 
not a criterion, as it is in many program, which has 
resulted in the selection of older, less-educated 
cc -rnitymembers, many of whom are traditional healers. 

Remuneration and other incentives: At present VHTs are 
volunteers. Some normonetary compensation appears to be 
common. A number of studies indicate that in addition to 
being respected, the VET members are given help with field 
work. In Maradi Department, Djukanoric reports that in 
1973 day-to-day subsistence (mainly food) was provided. 
An anthropological study in Matameye Department found that 
over the years, village health workers, when not 
originally drawn from the headman's family, have been 
replaced by family members. The study suggests that the 
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headman may consider the provision of this service
sufficiently important to the maintenance of his own 
position to justify the considerable cost of assigning a 
member 
 of his family to the position of secouriste. 
Apparently some headman also believe that such a show of"cooperation" with the authorities may enable them to get 
access to additional government resources. The title of"quick doctor" also provides a certain element of prestige 
to dependent family members. 

Although the mid-term evaluation does not mention the issue 
of remuneration, a recent study by Mead Over reports thet 
there is increasing pressure from secouristes for a sial. 
salary paid by the Ministry of Health. This growing dissat
isfaction with unsalaried positions is attributed to the 
fact that villages (and VHTs) increasingly see VWT members 
as government workers. VHTs assume roles to thosesimilar 
of traditional healers except -hat the teams receive support
and supervision from the guvernment. Villages originally
(throigh a treasurer and chairman) had responsibility for
village-level flow of druqs and payment, but recently, these 
functions have rk.volved to the secouriste. According to 
this repoat, remuneration is an issue the project must 
confront in the future. 

Institutional Succort 

The mid-term evaluation concludes that this project alone can
not solve the problems of irproving the transportation system,
supervising VHTs and other echelons of the health system, and sup
plying drugs to VHTs. 

Transportation: Rhile the expatriate Techanics funded by
the project have made progress in keeping vehicles theon 
road, the MOH has not placed sufficient importance on 
using these mechanics to train Nigerien mechanics. There 
have also been serious equipment problems. The 4-wheel 
drive "Scoutsm provided by the project do not appear
alpprriate for the climate. The life of the AID-funded 
mopeds has been shorter than project life. Furthermore,
they are useless for supervisory visits to remote villages
(40-60% of villages with VHTs) which can only be reached 
by a gruelling 2 day horse/camel ride. Identificatior of 
proper transportation and equipment has been a problem. 

Supervisicn: Although supervisory visits have increased,
the evaluation team voiced concern that supervision can
not be expected to do mruch good unless it changes. At 
present the focus is on checking medical supplies and 
patient records. There is no attempt to assess skills or
improve them, or to discuss the health status of the 
population.
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Drug Supply: According to the evaluation, the supply of 
medicines down to the dispensary level seems to be fairly
adequate. The independent government pharmaceutical
bureau .rerates well. However, resupply of medicines to 
VRTs is not adequate, and major resupply problems could 
develop if the VHT network expands faster than that of the 
supervisory staff. 

The most frequent method for resupplying secouristes is 
through supervisory visits which are supposed to occur 
monthly or bimonthly, but which in practice range from 1 a 
month to 1 per year. On random visits, staff found that 
few village level workers had a full complement of drugs. 
Thus, infrequency of supervisory visits, rather than 
availability of drugs appeared to be the problem. 

Construction Proaram 

The project's plans to construct new health facilities and 
provide sanitary improvements to others have not met with success. 
Faulty construction and badly conceived water supply and sanitation 
systems characterize the new structures, and indicate unsatisfac
tory arrangements between the GCZ and AM for approval of designs
and inspection of work in progress. 

Funds allocated for sanitary improvements are not sufficient 
to make much irpact, Zecause of poor costing and/or inflation, and 
because the task of allocating the funds is being undertaken 
without regard to which facilities most need improvements. 

Sanitary Education Progrmns 

Although there is an appreciation of the need to improve rural 
sanitation, there is no clear government policy as yet for this 
subsector. The main thrust of the GCN toward inproving environ
mental sanitation apears to be through the village health teams, 
which are project-supported. 

It appears that little impact can be expected, since VHTs do 
not understand basic sanitary concepts. The evaluation team could 
not find much evidence of promotive or preventive work teing car
ried out by secouristes. The evaluation reports that "understand
ing of the link between adequate sanitation and prevention of 
disease does not appear to have penetrated to the VFT level, or 
from there, to rural villages." The problem is attributed to the 
type and format of VHT training rather than to insufficient time 
devoted to the subject. Fifty percent of the revised curricula for 
secouristes is devoted to hygiene and sanitation, * and for 
matrones, the figure is thirty-four percent. 

* Subjects include: protection of water sources, measures to keep 
water clean, village sanitation, use of latrines, use of garbage 
pits, and livestock and fowl. 
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However, nonstructured field interviews indicated coor assimila
tion of the notions of basic sanitation. Review and modification 
of training has -een proposed. 

Immunization Services 

The evaluation reports significant gaps and limitations in the 
present scope of services in rural areas, most notably in the areas 
of immunization, nutrition and diarrheal control. The project as
originally designed, however, supports only the mobile health im
munization aspect of the MOH's program. Due to organizational and
leadership problems, it is not anticipated that extending cov
erage to a targeted 80% of the rural population can be achieved. 

Vaccination against communicable diseases is carried cut by
mobile teams using Ped-O-Jets to administer immunizations (there is 
no HO-style Expanded Program for Immunization). The program has 
not had the expected impact. For: examle, although sufficient
measles immunization has theoretical..y been given to protect most
children, there is no objective evidence to show that incidence of
the disease has been affected. The problem apparently lies in the
administration of the vaccine. The evaluation estimates that be
cause of malfunctioning Ped-O-Jets "perhaps only 10% of all vac
cines recorded as administered with the PQJs by the DHMM (Division
of Hygiene and Mobile Medicine) are, in fact, effective doses of
vaccine." The evaluation considers that spare parts and
replaceents purchased with project funds were not selected 
according to meaningful criteria, and will do little to solve 
present problems. 

Project Evaluation of Irmact 

There is no good baseline data from which to evaluate the

rural health system. Although the project paper indicated that

studies of life expectancy, infant mortality and worker 
productivity would be carried Out to measure program impact in
villages with VHTs, there is little chance that they will be 
conducted. 

The plan was to have AID/Washington evaluators train third
year medical students in evaluation research. Although funds for 
this activity were allocated, the evaluators felt it was not a
sound approach. Since che baseline studies not carried outwere 
before starting project activities, the evaluators proposed funding
a longitudinal sample survey of 20 villages with VHTs and 20 
without VHTs. 

Implementation Problems 

The mid-term evaluation identified a number of problems which 
have inpeded program implementation: 

Project life: The project period is too short to achievethe t of health sector developuent planned (a two-year
extension has been proposed). 
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Administrative structure: The failure to position the 
project within the admnistrative structure of the MOH, as 
well as to recognize the projects supra-divisional nature 
has caused serious problems. 

Counteroarts: The MOH has been unable to provide qualified 
counterparts for expatriate specialists. Reasons for this 
may be either the low priority given to training 
counterparts, or a conscious policy to use expatriate 
skills for direct provision of services. 

Technical assistance: Recruiting, supporting, and back
stopping personnel has been a problem. There have been 
long delays and problems resulting from low levels of 
French fluency. The evaluation also indicates that 
"present operating policies of Africare seem to ozmpromise 
or diminish effectiveness of their people." 

Needs identification: Insufficient attention has been 
given to needs identification for equipment and supplies 
to be provided under this project. 

Evaluation Problems 

.Routine evaluations of project progress appear not to be 
accepted or understood by the government of Niger. For example, an 
evaluation team for the Improving Rural Health Project went to 
Niger in the Spring of 1980 only to be told the MOH would not 
cooperate with them. The Mission commented at the time: "If any 
lessons are to be learned fran this experience, the Mission hopes 
that fuller understanding is gained of the divergency of priorities 
and perspectives held by host governments and AID on the importance 
of evaluation (despite signed agreements)..." The team which 
arrived for the joint (GON-AID) mid-term evaluation in March 1981 
also faced problem. The GON would not agree to a joint 
evaluation, and assisted the team in their task only in the most 
perfunctory way. Relations between the U.S. team and their 
counterparts was highly structured and regulated and one-on-one 
discussions were discouraged. 
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Fall 1980 

SENEAL
 

ENTrIFICATION 

Project Nam Rural Health Services Development
and Number: Project, Number 685-0210 

Location: 	 Sine Saloum Region 

Project Dates: FY 1977 - FY 1980 

Funding Level 	 USAID: $3.3 millicn
and Source: Peace Corps: $5.5 thousand 

Senegal: $1.6 million 

Responsible Offices: Health Officer, USAID/Senegal 

Bureau for Africa, Office of 
Sahel and Francophone West 
Africa, AID/Washington 

Contractor 	 Only short-term personal service 
contractors 

Implemnting Agencies: Ministry of Health, Promotion 
Humaine (Promtion of Htman 
Resources) 
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Total Population: 5.7 million
 

Rural Population: 75% Infant Mortality Rate: 160 

Population Growth Rate: 2.61k Life Expectancy at Birth: 42 

QZP Per Capita: $340 Adult Literacy Rate: 10% 

SYN pSIS 

After long delays, the Rural Health Services Development
Project (Sine Saloum project) has been opening village health huts 
since August, 1979. Unfortunately, AID did not provide an 
experienced technical assistance team which the project needed. A 
recent AID evaluation team has found serious management problems at 
the village level and in the Senegalese bureaucracy. In June of 
1980 a consulting firm hired by AID began work on redesigning the 
project. 

Senegal is a country of diverse climate- and cultures. 
Climatically, the north is an arid Sahelian region while the south 
is a humid tropical area. The Wolof, Serrer and Peul are the major
ethnic groups, and 80 percent of the Senegalese are Muslims. Since 
its independence from France in 1960, Senegal has chosen a politi
cal system of modified socialism. Economically, Senegal is an 
agrarian society that relies on peanut production for 80 percent of 
its export earnings. 

The Senegalese have serious health problems, including malnu
trition, malaria, tuberculosis, measles, and gastrointestinal
diseases in children. Few rural people have access to health care 
services because there are not enough health posts. In its fourth 
and fifth four-year plans, the Government of Senegal (GOS) pledged 
to place one health post in every rural community. Unfortunately,
the GOS did not implement more than 10-15 percent of its fourth 
five-year plan (1973-1977) in the area of health and accomplished 
almost nothing in the area of rural health. The percentage of the 
national budget spent on health has declined from 9.2 percent in 
1969-70 to 6 percent in 1978-79. There are also great disparities 
in the allocation of health resources. The C4e Vert Region 
(including the capital, Dakar), with 19 percent of the population, 
received 45 percent of the health budget, while the Sine Saloum 
Region, with 20 percent of the_ ppu1Latic-n, received 9 percent. 

The decline in resources for health, together with rising 
costs, have impeded the system's ability to deliver health 
services. The fifth five-year plan for example, indicates that 

100
 



there has been a general decline of resources for drugs, due to
increased personnel costs. As a result there have been chronic 
shortages of drugs, and many health facilities remain without 
adequate stocks for as long as nine months of the year. 

There have been a nunber of previous efforts to improve
primary health care services in Senegal. The most successful is
the Pikine project located in the suburbs of Dakar. It began in
1976 with Belgian assistance and has demonstrated that a 
self-financed health system can work in Senegal. AJO and UNICEF
have supported the GOS' health post system. UNICEF also
establisnr. rural maternity centers and village pharmacies; the
latter are being converted to health huts in Sine Saloum. In
Gossas Department of Sine Saloum region, the Canadian Goverrsrent 
spc.scred a project in 1977 that included a vaccination program and
training village health workers CVHWs). Since the Canadian
technit.al assistance team left in mid-1979, the project has
deteriorated rapidly. Dutch GovernmentThe sponsored a project in
the Fatick Department of Sine Saloum which is virtually identical
in its objectives to the Sine Saloum project. In contrast to the
Sine Saloum project, the Fatick project started on a pilot basis in
c-ie rural community, and Dutch advisors have provided very close 
support. The project is working well so far. 

The goal of the Sine Saloum project is to create a self
sustaining village-based health care system that can be replicated
in other regions at a manageable cost. The two major purposes are
(1) to create a network of village health posts supported and
staffed by community health workers; and (2) to strengthen the 
support system of the GS for services to secondary health posts. 

The two agencies of the GOS with primary responsibility for
the project's implementation are the Ministry of Health (MOH) andPraTotion Huraine, a cabinet level organization concerned with 
rural developnnt programs. The M)H is provideto a project
director to work with three AID technical assistance staff people.
The Peace Corps is to provide six volunteers to assist in project
implementation. The project is being phased in, starting with two 
of five departmenrs. 

When the project started, the most basic level of health
services was the health post. The MOH is to renovate its existing
58 posts and provide a post chief or nurse, a midwife, a
sanitarian, and orderly each post. 21an at Also, new posts (six
provided by the GOS) are to be constructed and staffed. Health 
post personnel will receive training. Sanitarians specifically
will be trained for one year at the Khafbole School which is being 
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renovated and expanded through AID support. The renovation and 
construction activities are to be cOamleted by the Rural 
Engineering Service. 

For each health post, 5-10 health huts will be established and 
staffed with 3 village health workers (VHWs): a male first aid 
worker to administer medicines for common ailments, a woman to 
handle maternal and child health, and a man to organize sanitation 
activities. At the hut level, the health system relies on 
community support. This approach coincides with GOS policy of 
administrative reform and decentralization in which rural commuanity 
councils assume increasing responsibility for development projects 
in their area. In this project the rural council, working with 
Promotion Humaine, is to select persons to be trained as VHWs, 
agree on a node of compensation for VHWs, and arrange village 
contributions of labor and materials for building health huts. 
Rural councils also help establish and oversee village management 
ccmittees to be formed for each hut to receive the hut's income, 
check records and order medicines, and support the unit through 
communal labor and contributions. 

A regional training and supervisory team is to prepare a 
curriculum that health post personnel will use to train VHWs at the 
health posts. A department super isory team is to be established 
to help the post chief supervise .ical services at the post and 
hut level. The post sanitariin has the responsibility for 
regularly supervising huts and is provided a horse and buggy for 
transportation. An initial stock of iiedicines is supplied by the 
project and is sold to villagers at cost. The money collected is 
to be used to restock drugs as necessary and to provide some income 
for the VHWs. 

The following chart smmarizes the project status as of April, 1980 

CMT P3C T STATUS* 

OOTpOTs 	 STTS 

1. 	 Rural community councils will 1. Rural community councils have
have selected 1,800 village selected 1,200 VHWs; no "func 
health orkers (VHW) and instal- tioning mechanism" for their 
led a "functioning mechanism" remuneration has yet been in
for their remuneration by the stalled. 
villagers. 

2. 	 600 health huts will have been 2. A total of 350 health huts 
constructed by the rural cowmar- have been constructed. 
rities.
 

* Source: AID interview with Project Manager, Dr. Marc Vincent, 

April, 1980.
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3. 	VHWs will have received preli-
minary training and refresher 
courses. 


4. A total of 21 new health posts 
(including 6 under supervision
of the GOS) will have been con-
structed, staffed, and equipped. 

5. 	All health post chiefs and VFW 
supervisors will have received 
inservice training or recycling
which will enable them to in-
struct and monitor VHIs. 

6. 	 Supplementary equipment will 
have been purchased and provided
to health posts and health huts. 

7. 	 Ebrses and carts will have been 
provided to health posts for 
transportation puroses and will 
be maintained by villagers, 

8. 	 Regular medicine and drug re-
stocking, as well as maintenance 
of horses and buggie: will have 
been undertaken by the .uraa 
Community Councils. 

9. 	 The Khorbole Sanitation School 9. 
will have been supplying at 
least 18 graduates per year. 

10.Renovation of 58 health posts 10. 
will have been completed. 
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3. All VHWs in the first tW3 de
partmrents have been trained 
(though 20-30% have left
 
their posts since training).
Traiding is in process in the 
next two departnents. 

4. 	 Of the 15 AID proposed posts 
to be constructed, 8 have 
been completed. Of the 6 
proposed posts to be con
structed by the GOS, all have 
been built by the local resi
dents, but have been mini
mally staffed and equipped
by the GCS; hence they are 
only partially functioning. 

5. 	Of the total of 79 health 

6. 

7. 

8. 

posts chiefs, 45 have receiv
ed inservice training or have 
been recycled. (Given the 
current lag in project de
velopmemt, no more are ex
pected to be trained/retrain
ed 	 in the next two years.) 

All supplementary equipment 
(syringes, forceps, bassinet
tes, surgical knives, etc) 
have been delivered in health 
posts and huts. 

Eorses and carts have been 
provided only since December 
1979-March 1980 to all health 
posts. 

To date virtually nothing has 
been done (other than origi
nal installation of village
health hut medicines and 
horses and carts). 

The first group of graduates
(20) completed training in 
June, 1980. 

Of 	 the 58 health posts, 40 
have been renovated. Because 
of project development lag, 
no more are anticipated to be 
renovated in the next three 
years. 



In Acril of 1980 t.AID evaluated the Sine Saloum project and 
found serious problems in botn project design and management. The 
project agreement was signed in August, 1977 and was to run for 
four years; however, long delays in the early implementation phases 
have meant that health huts are coerating in only two of the five 
target departments. Reasons for the delay include late delivery of 
furniture, problems in procuring drugs, and difficulty in hiring 
AID advisors. The evaluators identified three elements which are 
vital if the orojecc is to be successful: (1) the village health 
huts must be financially viable; (2) tne GCS must be able to 
deliver needed support and supervisory services; and (2) an 
efficient medicine resupply systemn--the lifeblood of the entire 
pro3ect-mst be organized. 

A number of inplementation problem at the village level wre 
identified. The most important was the health huts' .ack of 
financial viability. Rardom visits to huts revealed that they were 
not taking in enough money to replace the medicines used and cover 
other cperating costs. Also, villages did not have the cash on 
hand that health hut books irxicated they should. There are a 
variety of vossible reasons for this, including inaccurate records 
or misuse of medicines and money. One definite problem, l1ever, 
is the system developed for paying VHWs. This was supposed to be 
set up by the rural councils. In fact, the decisions were made at 
the department level and everyone was informed by memorandum signed 
by the Prefet, a department-level political official. The decision 
on what to charge clients was made in the saw way and differed 
between departments. The situation nok, is that 60 percent of the 
hut incn.- is used to pay the three VHWs, 35 percent to buy 
medicines, and 5 percent for maintainance. With such a large 
percentage of the income being used to pay the VHWs, there is not 
enxxgh money for medicine resupply, so huts are forced to close 
down. Not cnly was the original design not follcwed but also the 
wrong people made the decisions. Furthermore, the decisions were 
made without sufficient attention to the project design or guidance 
from advisors to ensure the system's financial viability. As a 
result of these financial problems, in many villages, one of the 
three team mmbers-the hygienist-was dropped in order to reduce 
costs. This worker is the one with primarily preventive/prarotive 
duties. 

Other problems at the local level include VHW selection cri
teria, location of health huts and village management committees. 
In the first nine months, over one third of the huts lost or 
changed one of their VHWs. The problem lies primarily in a basic 
contradiction in the selection criteria which required both strong 
ties to the village and literacy in French. In practice, literacy 
was given priority, so those people selected tended to have a 

104
 



formal education and were young and unmarried. Because literacy in
French is an important job skill in Senegal, VF's -ith this ailitytend to seek to better themselver elsewhere. Wisely, many
replacements are being found who fit the criteria of stability
(older, married, landowners) whether or ;-ot they know French. 

Rural councils chose hut locations but were not given anyguidelines. Council members usually secured one for their village,
and a few larger villages were selected regardless of proximity tLother huts and health posts. The result is that huts were booclose to each other and to the posts, and villagers would often
bypass huts to get free medicines and services from posts. InNioro, the first department with huts, one of every three huts
closed within months of othernine opening. The departments areanxious t open their huts but have not learned from the mistakes
in Nioro. Once a site for a hut is known, control of the hut is
given to the village management committee. Although committees 
were formed, they did not actually manage the health team. Onetreasurer since postsaid that the dief and the first aid worker 
were the only ones w4i really knew what was going on, management
responsibility was left to then. 

A seond priority area for project success is the reed for 
support and supervisory services from the Sengalese governmmit.
The many problems at the village level indicate a lack of supportservices. Promotion Humaine was responsible for working with the
rural councils and village management committees.* Although
Promotion Eiimaine worked t set up the village oommittees, a lack
of follow-ip ontributed to the difficulties at the local level.
With over 100 comiminities to visit, the time spent in any one
village was necessarily brief. 

Anthropologist Robert Hall, who studied the program, reports
that this low level of effort called for in the project design did
hamper the project's ommunity level activities. In his study,
Hall found that only a minority of the village population had aclear understanding of the project's objectives, the community's
responsibilities, the mechanics of village health worker
remuneiation, or the arrangements for paying for medicine

resupplies once the original stock ran out. Hall found that 
 in the
visits to villages, Promotion armaine placed a greater emphasis on
the benefits to be derived from the health care project than the
resconsibilities to assumed
be by village members. As a result few
had a clear conception of their role. 

The study also points out certain historical tendencies in theSine Saloun region which made it difficult for any program to 
elicit strong community support. There is the 

* The committee consists of a president, treasurer, and an assessor 
selected by the community. Activities of the committee include:
monitoring of health hut receipts, taking inventory of medicine 
stocks, and ordering and paying for new stock as needed. 

105
 



... existence of a tendency to view iovernmeot actions in a way
which denies community responsibility for the maintenance 
and continued operation of an externally sponsored 
intervention. This tendency is reinforced by a 
history of goverrnent actions in which the role of the 
local population was dictated from above .... In the past
public authorities have been unwilling to relinquish
control over a program, even though it was carried out 
through the efforts of local residents and was allegedly 
designed for their benefit. 

Day-to-day project management was designed to be the responsi
bility of the project director, who heads the project executive 
conittee. However, a project director was not appointed, and the 
committee never met. The result is that the governor of Sine 
Saloum runs 'he project his way and keeps the project checkbook in 
his desk drawer. Since the governor is an important political
figure, there are few checks and balances, and day to day problems 
are not easily handled. 

In the medical area there are also severe supervisory prob
lems. The regional supervisory team (and an AID technical assis
tance person) are responsible for supervising the health posts.
However, they are more interested in and occupied with expanding 
the project into new areas than in assuring that the existing 
system functions properly. Furthenxre, the department supervision 
teams that were to provide two full-time staff people to help with 
supervision at the post and hut level were never established. 

According to the project design, sanitary agents are responsi
ble for making supervisory visits to health huts. However, since 
this class of personnel has not yet graduated fran training
schools, the supervision of huts has become the post chief 's 
responsibility. Fywiever, it was found that his workload was 
greater than originally anticipated, and visits to huts were infre
quent. Visits usually occurred when Peace Corps volunteers took 
the chiefs out in their cars. Post chiefs are also skeptical about 
sanitary agents taking over hut supervision, since the chiefs feel 
that as senior officials, it is their responsibility. Transporta
tion is also a problem in supervising huts. Horses and buggies 
were provided for visits, but in Nioro they are used only
in 3 of 12 posts. Post chiefs resist tie loss of status and conve
nience in using horses, yet there are long delays in repairing 
cars. A final area of difficulty is that there are serious inade
quacies in the records of project activities and use of resources. 
This makes it difficult to monitor and supervise the system. 

The third priority area for the project's success is a reli
able pipeline of medicines. It is essential that huts have an 
adequate supply of medici.nes or villagers will not use the huts. 
The AID evaluators could not reach a firm conclusion on this issue. 
Huts were only beginning to run cut of the AID-supplied initial 
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stock, and so far had been able to resupply at health posts. In 
the long run, healtn huts must become financially viable if they 
expect to afford restocking their medicine supply. There were some 
probleins with the initial supply of medicines. Villagers complain
ed that some basic drugs were missing or in low supply (i.e., 
diarrhea medicine and aspirin). Also a drug for eye infections did 
not arrive at the huts until it was within one month of its expira
tion date. There is also a question of U.S. picurement of project 
medicines. The problem is having an initial medicine stock with 
English labels and unfamiliar names and dosages, when the project 
will later be switching to a permanent local supply. 

The Sine Saloum project has serious problems in both its 
design and management. A few of the design problens have been men
tioned; however, the major one is that AID started this large proj
ect without the experience of a pilot project to identify problem 
areas and workable solutions. The project design was also not fol
lowed in many important aspects. Lack of a project director and 
department supervisory teams was a major factor leading to the 
serious management and supervisory problems. Probably the most 
important factor, however, was AID's failure to provide the strong 
cohesive, experienced technical assistance team that the project 
needed. Although there were supposed to be three AID advisors 
present throughout the project, the staff consisted of a series of 
one or two short-term people located in Dakar. AID chose to use a 
"hands off" style of manage,vnt, anticipating that the local people 
would take responsibility for the project. In this case, the 
responsible national group never exerted the control needed, and 
neither did AID personnel. A comparison can be made with the 
similarly designed Fatick oroje&> in which the Dutch began with a 
small pilot project, and the adv jors were closely involved in its 
implementation. The Fatick project has had greater success. 

Despite the many failings of the Sine Saloum project, there 
have been some achievements. In 200 villages, residents organized 
committees, selected VHWs, and built health huts. Training 
programs were designed and implemented and training materials 
developed. There were also a variety of other activities,' all of 
which de.monstrate a willingness on the part of villagers to work to 
improve their health care. Health post records show there hs been 
a substitution effect in that villagers now are having conmn 
ailments treated at village huts rather than health posts. A 
survey of villagers found that a majority felt that there had been 
improvement in health care since the project started. HI-wever, 
about half gave negative :esponses on the ability of villages to 
take on the cost when external help ceases. 

After the April evaluation, AID contracted with Family Health 
Care, Inc., to send a team to Senegal to redesign the project. 
Since then, a new governor of Sine Saloum has taken office, and 
control of the project has been transferred to a newly appointed 
project director. Hopefully, the redesigned project will be better 
managed so that the villagers, who are willing to contribute to 
better health care, will receive more than unfulfilled promises. 
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COUNTRY STATISTICS
 

Total Population: 18.7 million
 

Rural Population: 75% Infant Mortality Rate: 141
 

Population Growth Rate: 3.1% Life Expectancy at Birth: 46
 

GNP Per Capita: $320 Adult Literacy Rate: 20%
 

SYNOPSIS
 

This AID project will help implement the national primary 
health care program in twelve northern provinces with special 
emphasis on the poorest four. Coununity health workers (CHWs) will 
be trained and returned to their rural villages or namadic tribes 
to provide preventive and curative health care. The national PHC 
system-which began a few years ago--has had problems in 
management, defining the role of CHWs, and long-term financing. 
The AID project made limited progress in the first year, due in 
part to a lack of staff continuity. Several key tactics are still 
being worked out with the Sudanese Ministry of Health. 

BACKGRI~tM 

Sudan is Africa's largest country, co.vering an area nearly as 
large as Western Europe. It stretches fra the Sahara in the north 
to the tropics in the south. The Sudanese people are approximately 
two-thirds Moslem Arabs living in the north and one-third African 
animistic peoples in the south, further divided into an estimated 6 
separate ethnic groups. In the northern regions a large percentage 
of people lead nomadic or seminomadic lives, breeding cattle or 
caels. 

The major health problens of Sudan, also common to other 
developing countries in Africa, include endemic, infectious 
diseases, lack of safe water supply, maternal and child health 
problems, and malnutrition. Problems within the health sector 
infrastructure include a shortage and maldistribution of health 
manpower and facilities, deficiencies in budgetary resources, and a 
low priority placed on health cmpared to other development 
sectors. There are 18 hp Ith administrative divisions (provin
cial), 12 in the four northern regions under the Ministry of Health 
(MOH) in Khartoum, and six in the southern region coordinated by 
the Southern MOH in Juba. 

In 1975, the Government of Sudan (GOS) with the assistance of 
the World Health Organization and other donor agencies developed a 
National Health Plan for 1977/78-1983/84. Programs were developed
 
for each of eight priority areas including primary health care. 
Due to geographical, cultural, and political differences, separate 
primary health care programs (PHCPs), were developed for the 
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northern and southern regions in 1976. (See the Southern PHCP 
report.) At that time the GOS beqan implementing the Northern PHCP 
and in September 1979, an AID-sponsored team began working with 
national and provincial MOH officials.
 

PRWECI' DESQUFPICN 

The purpose of the Northern Primary Health Care Project 
(NPHCP) is to reach the country's rural population with a compre
hensive health delivery system that relies on community participa
tion. his is being accomplished through training Community Health 
Workers (CI's) selected by their own communities to provide basic 
preventive/promotive and curative medical services. They will 
staff primary health care units (PHCUs) being built by communities 
to serve an average of 4,000 people. For every 5 PHCUs, a dispens
ary will be provided for referral, supervision and drug supply.
Medical assistants (MAs) will staff the dispensaries arn supervise
CIWs. 

To serve the large nomadic population of the eastern and 
western regions, a separate category of CIW will be trained-the 
nomad community health worker (NCFN). They will be recruited from 
each of the nomadic clans (one NCEP per population of 1,500) and 
selected and supervised by the clans' nomadic councils. 'b adapt 
to these special circumstances, the PHC program will be made more 
flexible, simple, and acceptable to nomadic communities. Existinq 
health services will handle referrals. 

he GOS began implementinq the national PHC program in 1976 
and has received assistance from a variety of outside tonors. By 
January of 1978, over 425 PHC!Js were renovated or built, baseline 
studies were started, a healti information system was being tested, 
tutors for CFPs were being trained, and medical stores vere being 
established. Also, by the end of 1979, about 1,200 CF-;s had been 
trained. The AID-funded team arrived in the field in the fall of 
1979 and began developing a work plan along with MOH counterparts.
The program has been operatinq in all of Northern Sudan, but AID 
will concentrate on the four poorest provinces of Northern Darfur; 
Southern Darfur, Northern Kordofan, and Southern Kordofan. The 
four major areas of project outputs are: training primary health 
care personnel; building PHCUs; developing information/evaluation 
systems; and upgrading medical logistics/supply. 

IPLMENTICN EXPERIENCE
 

The National Primary Health Care Program 

Sudan has been implementing the PHCP throughout Northern Sudan 
since 1976, and a nunber of problems have surfaced. Problems 
include health system management, defining the role of CPWs, and 
long-term financing. 
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The Sudanese health system has a variety of management 
problems. The referral system between health facilities is not 
clear and sometimes not appropriate for existing lines of public 
transportation. Also, people tend to go directly to the larger and 
more specialized units. Within provinces there is not a clear 
pyramid of health care management. Staff supervision from one 
level to the next is irregular and insufficient. Management of 
supplies has been difficult due to a 
processing, railroad problems, and 
other parts of the health care system. 

lack of 
a la-.. 

warehouse space, 
of crordination 

data 
with 

When the National eal th Progeam was developed, it 
concentrated on bringing services to rural areas, but planning for 
the necc.-sary systemic changes in the design of total health care 
in Sudan was left on the sidelines. Another factor contributing to 
management problems is the government's efforts to decentralize its 
administrative functions. Many planning and budgetary decisions 
now occur at the provincial level, which may not yet be fully 
prepared for it. There is also ai absence of management training 
for health personnel and a lack of resources for such training 
within Sudan. 

A second problem in the NPHCP is defining the role of 
Community ealth Workers. The original plan was for C['s to bring 
preventive health services to rural areas, with curative care 
beinq of secondary .portanc,. Ebwever, CHR training has tended to 
emphasize curative rather than preventive functions, mainly because 
trainers have been "curative oriented" medical assistants. Indeed, 
the public demands curative services, which motivate CFWs to 
improve clinical rather than public health knowledge. CHWs have 
been assigned too heavy a wAork load in many cases, servicing areas 
with populations 4 to 6 times that specified in the original plan. 
Also, the scope of their responsibilities and the length of train
ing are too demanding. 

come of the problems in defining the role of the Ch.s are due 
to the fact that the position was newly created as part of the PHC 
plan. CFWs and the public were not prepared for the intended 
emphasis on preventive services, and the demand for curative 
services may have been greater than anticipated. Now it may be 
necessary to provide the wanted curative services in order to make 
preventive services effective.
 

Another issue of concern is the program's long-term financing. 
It s originally anticipated that the GOS could pay recurrent 
costs; however, it now faces a balance of payments crisis. Debt 
servicing cA.igations have severely reduced the foreign exchange 
available to buy drugs and fuel. Villagers have helped construct 
PHCUs, but the people are too poor to consider establishing a 
fee-for-service system. CWs were supposed to be paid by the 
ccmunities; however, they are now "temporarily' being paid by the 
MOH until an alternative means is found. Villagers, however, now 
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expect free services and are unlikely to Le willing to pay for Cl q 
services. Also, CHWs like their status as goverrunent civil 
servants and would resist change. Y.QH officials are now 
experimenting with placing collection boxes at health facilities. 
All things considered, however, continued external assistance mey 
be the only way to continue the program in the near future while 
some means of long-term financing isdeveloped.
 

To respond to some of these problems, AID's new Rural Health 
Support Project (650-0030) was authorized inAugust, 1980. It will
 
continue and expand upon the present program in both the four 
poorest northern provinces where AID is now active and in the 
southern region. Management training will oe provided for health 
administrators at the central, regional, and provincial levels. 
The project will underwrite the cost of $2.2 million in drugs and 
supplies. It will also strengthen the logistical system by
 
providing bicycles and motorcycles and by using radio broadcasts to 
educate CHWs and the public.
 

The following chart sumnarizes the project's status as of April 1980. 

CURRENT PROJECT STATUS
 

OUTPUTS STATUS 

I. Training: Reorientation courses 1. Long-term U.S. training for 2 
for medical supervisors, refresher GOS health officials to begin 
courses for CHWs, third country inJanuary, 1981. 
training for 36 Deputy or Assistant 
Health Comissioners, long-term 
U.S. training for 3 OS health
 
officals, short-tern U.S. training
 
for 12 MOH personnel.
 

2. PHCU Construction: 35 PHCU units. 2. Meetings between an AID
 
engineer, the MOH, the Ministry
 
of Public Works, and project
 
staff have taken place to
 
discuss procedures and design
 
of the units.
 

3. Information/Evaluation System: 3. PHCP data forms being tested, 
Standardized national data system, final form to be divided later 
inproved vital statistics registra- in 1980. Training for statis
tion system, PHCP data forms dis- tical clerks planned for late 
tributed, information sharing 1980. Health information 
between northern and southern pro- officer has worked :ith 
jects, 1980 data survey, short- counterparts on .eporting for
term advisor reports, mid-course mat for all ievpls of health 
evaluation, infrastructure and with the 

Department of Health Statistics
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in developing a monthly 
statistical report on diseases 
and other health information. 

Logistics/Supply System: Design 4. Training for mechanics planned
and implement national logistics for late 1980. Short-term U.S 
system. Improve equipment/supply logistics training for 2-4 
delivery, delivery of initial people also planned.

equipnent/drug supplies to 35 PHCUs. 

Medical Service Consultants, Inc. (MSCI) was selected by AID as the 
contractor for the project. In September 1979 the MSCI field team, 
which consisted of a chief of party (a PHC physician), a health 
information specialist, and a supply and logistics specialist,
arrived in Sudan's capital of Khartoum. They began working with 
their MOH counterparts in developing workplans for the first year 
of activities.
 

From the beginning, staffing problems arose. AID did not have 
a health specialist in Sudan when the project began, so the 
Mission's Development Officer served as Project Officer until a
 
health officer arrived in mid-1980. Within a month of his arrival, 
the MSCI chief of party resigned due to contractual problems
(December, 1979). Until a new Chief of Party arrived in April,
the health information specialist served as acting Chief of Party,
receiving temporary back-up from MSCI Washington staff. 

The absence of key personnel hindered project implementation
and contributed to same early ccnrunications problems among the 
MOH, AID, and MSCI. Fortunately, by the time of an AID project
evaluation in September 1980, the key positions had been filled, 
and all parties had begun to participate in regularly scheduled 
meetings. Lack of personnel during the first year, however, 
contributed to problems in some areas of project activity, such as 
training PHC personnel. Training initiatives did begin, however, 
after the arrival of the new Chief of Party in April 1980, and 
long-term U.S. training for two GOS health officials was scheduled 
to begin January 1981.
 

An issue which developed between AID and the MJH was whether 
to construct dispensaries or PHCUs in the four western provinces.
AID argued that it needed to monitor the construction of the units 
and that this would be almost impossible in the vast area which 
would be covered if PHCUs were to be built; whereas, the more 
costly dispensaries would be easier to monitor since fewer would be 
built and in larger, more accessible villages. The MOH argued that 
PHCUs were called for in the project agreement and that plans had 
already been made and the provinces informed of the M)H's inten
tions.
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The health information specialist has contributed to 
significant progress the of health informationin area system
development. A nationwide health information system exists 
although figures usually differ depending on their sources, and 
they are often estimates. The AID project personnel intend to 
develop an inproved system suitable for application in twelve 
provinces that can then be replicated in other areas. Activities 
in this area include: working with counterparts on a demonstration 
project in Khartoun Provinct and Red Sea Province to test data 
.orms, establishing a report..; format for all levels of the health 
itfrastructure, and developing a onthly statistical report on 
disease and other health information to be used by the Department
of Health Statistics. A training session for statistical clerks 
was planned. 

Same serious logistical problems emerged during the first year
of the project. The initial shipment of 26 4-wheel drive station 
wagons arrived on time, although a variety of preparatory
activities, such as designing and printing forms for drivers and 
monthly province reports had not been completed. Rather than 
waiting for these forms, as well as for proper documentation and 
mechanical preparation, the Sudanese MOH had the vehicles immedi
ately sent to the field. Two of the vehicles were based at the MOH 
in Khartoum. 

The .I .woild not assign a vehicle for the sole use of the
MSCI staff; however, a vehicle was available fran 7:30 a.m.-2:00 
p.m. if MSCI staff were accompanied by MOH staff and if the vehicle 
was requested in advance on a day to day basis. Because of this 
inconvenience, the MSCI staff rented a for use intaxi Khartoum,
and relied on public transportation to get to the field. Because 
of climatic conditions and the absence of roads, this usually meant 
flying, which in Sudan may require going to the airport for three 
days before making the desired flight.
 

Vehicle maintenance has been difficult. Repair and 
maintenance of the station wagons are the responsibility of the 
provinces and for the two vehicles based in Khartoum of the MOH or 
Ministry of Transport garages. Reports have shown that the 
vehicles have not been properly maintained and 25% of them were 
out of commission after only 3 months of operation. Sae spare
parts for those U.S. vehicles finally arrived at the end of 1980 
but additional ones are still missing. There were, however, som 
acarplishments, including the renovation of a warehouse for spare
parts, and ccmletion of plans for a rechanics training course 
scheduled for late 1980 and for sending 2-4 pecle for short-term 
U.S. training. Twenty-four project trucks still had not arrived in 
Sudan by late 1980 because of a strike at the truck factory and 
shipping delays. 

In the first year there has been limited progress in 
logistics, despite the many efforts of the logistics/supply 
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advisor. The original lcoistics/supply advisor left the project in 
August 1980, and a replacement arrived in October 1980. During the 
September 1980 AID evaluation, the need for better maintenance, 
proper documentation, and record-keeping was recognized by all 
parties; additional support was planned to assist the new advisor. 

After the September, 1980 AID evaluation, a number of dcarges 
have been made in the project. Since the Dutch Government is 
building PHC units in North Darfur Province, it was decided by 
AID/Sudan to avoid duplication and utilize construction funds in 
other needy provinces. Therefore, other activities (training 
logistics, and health information) are being carried out there. 

In sumary, the Northern Sudan PHC projects has lived through 
some growing pains, due to AMl) and MSCI staff danges and to the 
logistical dallenges of working in the project area. It is hoped 
that the stage is now set for stable project progress. 
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COUNMY STATISTIC 

Total Population: 18.7 million 

Rural Population: 75% Infant Mortality Rate: 141 

Population Growth Rate! 3.1% Life Expectancy at Birth: 46 

GNP Per Capita: $320 Adult Literacy Rate: 20% 

SYNPSIS 

The Government of Sudan (GOS) has developed a comprehensive 
plan t bring primary health care services to its predominantly 
rural population. With the exception of the training cosmponent, 
the project is behind schedule, primarily due to logistical 
difficulties. There are also staffing and financial problems. 
Another project was recently authorized to bring additional 
resources to these problem areas. 

Until the 1972 Peace Accord, Southern Sudan endured seventeen 
years of civil and political disruption which left it in worse 
condition than the nation as a whole. (See the Northern Primary 
Health Care Project sumnary for nmre complete background informa
tion.) During the years of strife, the region's social and 
administrative ' ifrastructure was devastated. Health care 
personnel were di persed and health facilities destroyed. 

The South has a tradition of tribal and ethnic divisions. It 
has African tribal cultures, in contrast to the predominantly 
Moslem Arab culture of the North. Per capita income is even lower 
in the South than in the rest of the country, and the death rate is 
twice as high. There is a severe lack of transportation and commu
nications. 

In 1975, the Goverrrnent of Sudan (GOS), with the assistance of 
the tArld Health Organization and other donor agencies, developed a 
National Sealth Plan for 1977/78-1983/84. Programs were developed 
for each of eight priority areas including primary health care. 
Due t geographical, cultural, and political differences, separate 
primary health care plans (PHCPs) were developed for the northern 
and southern regions in 1976. 

The African Medical and Research Foundation (AMREF), has been 
working in Southern Sudan since the end of the Sudan civil war in 
1972. AMREF participated in planning the southern PFCP, and in 
1976, at the requet of the Regional Ministry of Health (1W4OH), 
began implementing the plan by training primary health care person
nel. In 1979 AMREF contracted with AMD to assume overaJ project 
management.
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PICJEC DES=mIICN 

The purpose of the Southern Primary Health Care Project
(SPHCP) is to provide the country's rural population with aoxmre
hensive health services that rely on cormunity participation. This 
is being accomplished by training conmunity health workers (CHWs)
selected by their own community to provide basic preventive/prcmo
tive and curative medical services. CHWs will staff primary health 
care units (PHCUs) being built by camunities throughout the region 
to serve an average of 4,000 people. A dispensary will serve every
5 .mCUs for referral, supervision, and drug supply. Medical assis
tants (MAs) will staff the dispensaries and supervise C-Ws. The 
four major areas of project outputs are: training prima- health 
care personnel; construction of PHCUs by local people and the 
building of training schools/dispensaries; development of informa
tion/evaluation systes; and upgrading medical logistics/supply. 

A regular evaluation by AID, completed in March 1980, noced 
the following specific outputs in the first year. 

Training - One week refresher training courses were given 
to 122 PHC personnel, including CHWs, MAs, ari sanitary 
overseers. The planned schedule called for 1,331 people 
to be trained by the project's end. The CHW training 
manual has been revised twice and approval and adoption by 

.VHthe Regional is exr..=Cted by the end of the year. A 
training prcgram for sanitary overseers has been developed 
and a public health officer to assist in the activity has 
been hired. In FY 82 two RMVH staff people will be given 
long term training in the U.S. (M.A. degrees) and five 
will be given short-term training in a third country. 

Construction - The project's planned ten PCHUs were to 
v been completed in FY 1980, but have not yet been 

started. The two CHW training schools and affiliated 
dispensaries planned were scheduled to be. ompleted in FY 
1980. One is alst complete and the focndation has been 
laid for the second. 

Information/Evaluation Svstems - Each of the sic provinces 
in the southern region are to have a baseline study and 
follow-up survey for a total of twelve studies. Four were 
to be crpleted in FY 1980, but only one baseline study 
was completed, and the data from another is being
analyzed. The GiW monthly reporting form was revised and 
instructions prepared for its use. Forms to evaluate CGWs 
have been developed and are being pretested. In FY 1981, 
inservice training is scheduled for PHCP data collection 
personnel.
 

Medical Looistcs Supply Systems - The reporting, account
ing, and drug distribution systems were upgraded at the 
regional FHCP medical store. The PHC drug list was 
revised.
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As the AID grantee, AMREF has hired technical and administra
tive personnel for the project. The RIMCH has counterpart personnel 
on the project staff, who at the project's end will assum~e 
management from AMREF. 

As of Marcn. 1980, when an AID evaluation was completed, the 
project was behind schedule in all dreas, except the training of 
PHC personnel. he primary reason for project delays is the 
logistical situation. Other issues of concern staffing,are 
finances, and defining the role of CJIs. 

Any program in southern Sudan faces enormous log istics 
oroblems. Iran is the major source of fuel and supplies are 
extremely variable. Air Sudan has few flights to the South and at 
times cancels all flights because there is no fuel for a return 
trip. For the first year of the 1 oject the only supply route to 
Juba, seat of the Southern Regional Government, crossed through 
Uganda and was closed for six months due to the political upheaval 
there. These problems have caused delays in many areas. The lack 
of fuel and construction materials has delayed the building of two 
CMI training scols and dispensaries, 10 PH.2s, and project staff 
housing. The difficult logistical situation has also led to weak 
field supervision of C1Ws. This is understandable considering the 
project' s shortage of fuel and the size of area to be 
covered-larger than the state of Texas. 

Staffing the project has also been a problem. Although the 
project's success depends heavily on a fully-staffed Public Health 
Care Departnent to eventually assume full control, there are a 
number of staff openings due to lack of qualified Southerners. Tie 

Director of the MOH is therefore advertising key positions in 
Northern Sudan. Partially due to delays in building staff housing, 
AMREF had difficulty staffing the project with long-term personnel 
in the first year. What was accomplished was in large part due to 
technical support from AMREF's Nairobi office. The key positions 
were filled by March 1980. A volunteer funded by the Canadian Uni
versity Service Organization was to coordinate the building of 
PHCUs. Unfortunately, he proved to be ineffective and a replace
ment is being recruited. Also, in January 1980, the position of 
project manager was added to the staff. The medical training offi
cer was originally serving both functions but spent an inordinate 
amount of time on administrative problems rather than training. 

There have alsc been problems in defining the role of the 
community health worker. The rigLial plans ;ere for CHs to bring 
preventive and promotive health services to rural areas, with the 
curative aspects having secondary importance. In the past, how
ever, the curative side had been dominant in the health system; 
moreover, the experience of the CEN trainers is weak in preven
tive/praomtive care and in the coum.nication and organizational 
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skills needed to foster connunity development. Also, according to 
villagers, curative care is more important, so that the effective
ness of oreventive/promotive care weasures often dpends on the 
quality of curative care. Related issues are whether the scope of 
CHW activities and the length of training are too demanding. The 
problems surrounding the role of CHWs are due in large part to the 
fact that the cosition was newly created as Part of the PHC plan. 
The need for preventive/promotive care is gceat, but the original
plan ray have been too rigid to follow under the difficult circum
stances of Southern Sudan where basic curative services are needed 
and wanted by rural oeoole.
 

Escalating costs and funding difficulties have also caused 
Problens. Due to construction delays, contractor insurance cover
age was extended, thereby increasinc4 total insurance costs. TP 
orinq cormiodities through Uganda, shipoers placed a twentv percent
surcharge that increased the cost of construction materials. The 
inflation rate is at an unexpected rate of 2a Percent, and labor 
costs for construction have also gone up. Even more serious is the 
crisis situation with respect to GOS balance of Payments. The 
dramatic climb in debt service obligations has caused a severe 
reduction in foreign exchange available to buy drugs and the fuel 
iecessary to transport them to rural PHCUs. An important issue 
which has not yet been addressed is the lonq-term financing of the 
SPHCP. At present the RMOH is paying health care personnel 
salaries, but there may be insufficient funds when external 
assistance ends. ome form of reliable local financing, beyond 
collection boxes which are now used on a pilot basis, may have to 
be developed. 

The Southern PHCP's deadlines appear to be unreasonably tight,
given the lack of even an elementary logistical system, lack of 
health infrastructure and personnel, and the region's extreme 
poverty. 'b deal with these problems, the Rural Health Support
Project (650-0030) was authorized in August of 1980 to continue and 
expand upon the present program. The new orogram will cover both 
the southern region and the four poorest regions 'in Northern Sudan. 
Special emphasis will I> placed on strengtheninq the logistical 
system through tne provision of bicycles and motorcycles, and the 
use of radio broadcasts to educate CHWs -.nd the oublic. There will 
ne an effort to strenothen planning an i management functions at the 
central, regional, and provincial Levels. This will include
 
training programs for health admin.strators at each level. In 
resonse to funding oroblems, the priject will underwrite the cost 
of $2.2 million in drugs and supplie- to be used throughout the 
project.
 

Increased emphasis will be placed on maternal and child
 
health/family olanning which was given high priority in the
 
National Health Plan, but has not yet been integrated into the 
PHCP. There may be difficulties in having CHWs, who are almost all 
men, delivering MCH/FP services in a culture where men are not 
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accepted for maternal care. It is planned that this new project 
will use phased planning and implementation to allow the necessary 
flexibility to accomodate diverse cultural and demographic 
characteristics. 

123
 



REFERENCES
 

Micka, Mary Ann, M.D. "Report on the Proposed Sudan Health Sector
 
Support Project." APHA, November, 1979.
 

Primary Health Care Programme: Southern Region Sudan. Democratic 
Republic of Sudan, FebruaLy 7, 1976. 

Program Evaluation Sunmary. USAID/Sudan, April 28, 1980.
 

Project Paoer for Project Number 650-0019, Sudan Primary Health 
Care (OPG). USAID Document, August, 1978. 

Rural Health Support, Project Paper for Project Number 650-0030.
 
USAID Document (no date listed-1980) 

Interview: 

Dr. Michael Gerber (by phone), International/African Medical and 
Research Foundation, September 5, 1980. 

124
 



Winter 1981
 

SMUZILAND 

IDEN=IF C N 

Project Name Health Manpower Training, 

and Number: Number 645-0062 

Location: Nationwide 

Project Dates: EY 1977 - FY 1982 

Funding Level 
 LSAID: $4,300,000
 
and Source:
 

Government of 
Swaziland: $1,593,000
 

United Kingdom- $1,387,000 

MO and the
 

Canadian Inter
national Deve
ment Agency: $468,000 

Responsible Offices: Health Officer, USAID/Swaziland 

Bureau for Africa, Office of
Southern African Affairs, 
AID/A tshington 

Principal Contractor: Medical Services Consultants, 
Inc.
 

Implementing Agencies: Ministry of Health, (lOU) 

COMM STIS CS 

Total Population: 0.6 million 

Rural Population: 92% Infant .4rtality Rate: 168 

Population Growth: 2.8% Life Expectancy at Birth: 46 

GNP per Capita: $590 Adult Literacy Rate: 30% 
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SYNOPSIS 

The Swaziland Health MJanpower -,raining Pro-ect is based on 
care mst have dequate Igistical.

the premise that prunary health 
sources if it is to be effective and widely

support and referral 
goals are to: (1) train

available. Consequently, the project's 

nurses and other paramedical personnel for MOH health delivery aid 

positions; (2) institutionalize this training
administrative 

planning and administrative
capacity; and (3) strengthen the 

to expand the delivery of preventive%IDH in ordercapability of the 
is providedto the Swazi population. Fundingand curative services 

the onstruction of the 
for these pro3ect elements as well as for 

where the health personnel training
Institute of Health Sciences 
takes place. Although its immediate impact on primary health care 

significant, indirectly the
rural health services may not be 

inor 
health care coverage, particularlypro3ect does foster extended 

tural areas.
 

in 1968 after sixty-fiveSwaziland gained its independence 
During the period of British rule, the 

years as a British onlony. 
Swazi educational system remained underdeveloped while expatriates 

ran the civil service and filled professional positions. To this 

an inadequate and ineffective education
day the impact of such 

is felt: there is an acute shortage of trained Swazis at 
system 

hold marny skilled positions,
all levels. As a result, rnn-Swazis 

are vacant. Until the Institute of Hoalth 
and other positions 

was built and staffed, Swaziland was probably une only
Sciences 

not operate a public training
Cammonwealth African country that did 

and other health personnel.school for nurses 

PRW= DESCRITION 

purpose of the Health Manpower Training project is to
The 

level of Swazi health personnel.
increase the n ber and skill 

of Health
During and since the construction of the Institute 

Sciences (IHS), consultants, long term advisers, and their Swazi 

have worked on the curriculum design
counterparts (when available) 

students and health inspectors at the new facility,
for nursing 

and given on-the-joband forrecruited faculty students training, 

training to Swazi participants on administrative, --nalytical, and 

planning methods. 

The nurses who will be graduating from the IHS are being 
and practicalprepared to staff rural clinics. Their study program 

project s.mnary for morethe other Swaziland* Please refer to 

detailed backgrouid information.
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work enchasizes preventu-ve healtn care, skills in accurate 
diagnosis and treat rent of -crmn illnesses, and community health 
work, in contrast to the hospital orientation of previously trained 
nurses. The currlculum designers have worked to strike a proper 
balance in the nursing curriculum oetween national health 
activities, including environmental sanitation and disease control, 
and community health services responsible to client-felt needs, 
such as maternal and child health. 

After three years of general training, nursing students will 
specialize for a year to become puolic health nurses or nurse 
practitioners. Graduates will then go on to work in rural clinics. 
Lesser trained nurses who have staffed the clinics prior to this 
program are receiving inservice training to augment their skills. 
It is uzportant that personnel at the private hospitals who train 
auxilary nurses seem willing to -Todify their programs in order to 
coordinate with the ADH's plans and activities. 

By the end of the project it is planned that the numzer of IHS 
graduates will match the annual e.lc ymern capacity; the minimum 
annual recruitent of new students will be high enough to 
compensate for attrition and to produce on output of 20 new Swazi 
nurses per year. 

Prospective Swazi tutors are receiving their training at U.S. 
universities. These women already have a degree in nursing, and 
ar. studying in the U.S. for a bachelor's degree in nursing
education. Prior to their departure for overseas education, the 
prospective nursing tutors participated in a basic science program 
in Swaziland so they were better prepared for their studies 
abroad. Long term advisers are teaching the classes at IHS until 
the end of the project whien the Swazi instuctors who will have 
returned from their training replace them. It is hoped that there 
will b some overlap so the transition is relatively easy. 

In order to maximize the health resources that will be made 
available through the nurse and health inspector training programs, 
the MH' s planning and administrative capabilities must be be 
increased, particularly at the mid-managerial level. Presently
doctors, nurses, and other health workers do the administrative 
work in the field. The introduction, through this project, of a 
cadre of workers with managerial and administrative skills can 
permit these scarce medical personnel to devote more time to direct 
service activities. 

Toward this end, the Health Manpower Training project is 
using participant training to prepare several categories of 
managerial personnel. Three U.S. long term technical advisers are 
in place helping to develop improved systems for hospital
administration, rural health services administration, and the 
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collection of health statistics. At the ministri level, the 
project is working to roduce a mpetent health statistician and 
health planner. Currently, planning work is carried out jointly by 
all senior level personnel within the Ministry. These 
resosibilities must be centralized in order to increase the r4DH's 
efficiency in these areas. 

At the field level, two categories of managerial personnel are 
being trained: hospital administrators and rural health service 
administrators and planners. Through these personnel, the project 
is encouraging regional coordination of various health-related 
activities. An improved mDH infrastructure at all levels will 
prcuote the integration of preventive and curative services and 
simultaneously result in a more cost effective use of resources. 

The following chart describes the project's status. 

CUUM PRO= TAMM 

A. Health Manpower Training and 	Institutionalization 

OUTPUTS 	 STA= 

1. 	 Institute of Health Scien- 1. Construction of IHS on schedule. 
ces (IMS) constructed forr Administrative actions for re
training of RNs, health cognition of IRS as national 
inspectors (RI), allied institute under way. The IHS 
health personnel. principal has been appointed. 

2. 	 Four-year RN curriculum 2. First and second year of 
developed and designed to curriculum ompleted and 
produce 20 RNs per year by a4proved. Work on third year 
1984. 	 nearing ompletion. First 

class of 23 R students 
admitted to IRS for January 
1980. Second class (18) ad
mitted 8/80. First set of
 
nurses have been through 
post-basic practitioners 
prgrarn and second class un
derway. Rural training sites 
for clinical and practical 
experiences have been 
selected.
 

3. 	 HI curriculmu developed, 3. WHO advisor developed HI 
training 	15 HIs per year. curriculum for class of 8. 

HIs entered IMS January 
1980. Second class of 12 has 
entered.
 

4. 	 Swazi nurse faculty (7) 4. Swazi nurse faculty selected 
selected and trained for with five participants having 
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IHS RN program. 

5. 	 Inservice nurse practi- 5. 
tioner program developed

for MOH RNs. 


B. 	Health Planning and Administration 

departed for training 
September 1979. Another 
left 9/80. Cne planned t 
depart 9/81. 

One NP inservice training 
program conducted for 16 RNs 
in 1979. 11-e second NP 
group currently in training. 

1. 	Decentralization of MOH 
services int four regional 
or district administrative 
units, 

2. 	 Establishment of Regional
Health Administrative 
System. 

3. 	 Establishment of hospital 
administrative system 
within ead reg'ion. 

4. 	 Establishment of health 
statistical unit in the 
MOH. 


5. 	 a. One health planner. 

b. Cne health 

statistician 


c. Four hospital 
administrators, four 
rural health administratrs. 

1. 	Four regions identified, with 
Shiselweni district-region 
selected as pilot area for 
regional administration. 

2. 	 Positions for four health 
administrators have been 
established. Systems 
analysis of rural health ser
vices initiated by M. 

3. 	 Hospital administrator TA in 
place and cunterpart 
assigned. Systems for 
financial management, food 
service, drugs, and supply 
procurement initiated on 
regional basis. 

4. 	 Health statistican TA 
arrived in the 12th month of 
project. Counterpart

assigned, and unit for 
health statistics established. 
A new health information 
system is beirg developed
and tested. 

5. 	 a. Participant selected; 
post established; 
participant departed for 
training January 1980. 

b. Post established and
 
.unterpart in place.
 

c. Four posts established, 
and three counterparts
selected. 
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The Healtln Manpower Training project is underway. The 
biggest oroolem has been assiqning counterparts not only for the 
training program but for the administrative component as well. The 
selection of nine tutors at tne IHS has reduced the number of 
qualified nurses available for advanced training. Once the IHS 
starts producing graduates, though, participants can be selected 
from this group for tutor training. 

Another initial problem in the training element of the 
project is that while the required number of faculty has been 
selected, no allowance has been made for attrition. To maintain 
the necessary umter of tutors, the project staff is encouraging 
the MOH to send one or two participants abroad each year for higher 
level training.
 

No participant has been identified yet for the health 
inspector training program, who can be trained to replace the O 
tutor. The GOS did not include a health inspector tutor position 
anong those approved in 1979. 

While the MOH has accepted the fact that the purpose of the 
training program is to institutionalize training and to localize 
this capability, the concept of institutionalizing an administra
tive system is not as well understood. This reflects a fundamental 
philosophical difference between AID and MOH which is hindering 
progress. AID is concerned with training 1ersonnel and with 
establishing systems which will endure and finction effectively 
once non-Swazi support is gone. The MOH, on the other hand, 
emphasizes operational accalishments and the output of goods and 
services now. It is nore concerned with what is produced in the 
immediate present than with ogranizing and implementing that which 
would contribute most effectively to the future. 

In addition, the project's adminiitation u-d planning goals 
are not being reached because the MOH is having difficulty 
recruiting the necessary Swazi personnel. Although without 
counterparts to train, AID (MCSI) does not have the minimum number 
of people to effectively staff the MDH, the MDH has made tremendous 
progress in the past year with the assignment of counterparts. 

Another impediment to the project's success is the lack of 
simultaneous decentralization of other ministries. Consequently, 
even if the M!H can rectify its problems without parallel 
development and decentralization of other ministries, (such as the 
Ministry of Transportation), the strengthening of administration 
and planning within the MOH can be accomplished only to a limited 
degree. 
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Cable from American Embassy Mbabane to Department of State. 
LBAID/SWAZILAND Quarterly Project Status Reports, January 9, 
1981.
 

FY 1983 Country Development Strategy Statement. January, 1981. 

Project Evaluation Sumnarv. November-December, 1979.
 

Project Paper. Health Manpower Training, No. 645-062. March, 
1977.
 

Syncrisis: The Dynamics of Health: XIII Bostwana, Lesotho, and 
Swaziland. 1975. 

Interviews:
 

Catherine Ekimoff, Director, Administration, and Patricia McGrath, 
Project Manager, Medical Service Consultants, Inc. 

Joy Riggs-Perla, Africa Bureau, AID, July, 1981. 
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Winter 1981
 

S .2IIAND 

IDENICATION 

Project Name Rural Water-Borne Disease Control 
and Number: Project, Number 645-0087 

Location: Nationwide 

Project Dates: FY 1980 - FY 1985 

Funding Level 
and Source: 

USAI): 
Government of 

$3,296,800 

Swaziland: 
Rural Communities: 

$1,319,200 
10,000 

Responsible Offices: 	 Health Officer, USAID/Swaziland 

Bureau for Africa, Office of 
Southern African Affairs, 
Development Resources, 
Afl/Washington 

Contractor: 	 Academy for Education Development 
Washington, D.C. 

Implementing Agencies: 	 Ministry of Health (MOH) 

m STTISTICS 

Total Population: 0.6 million 

Rural Population: 92% Infant Mortality Rate: 168
 

Population Growth: 2.8%* Life Expectancy at Birth: 46
 

P per Capita- $590* Adult Literacy Rate: 30%
 

*3.4%according to the FY 1983 Country Development Strategy Statem**$45 in traditional sector according to Syncrisis, p. 101. 
ent 
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SYNOPSIS
 

After carrying out a nationwide survey to determine the 
location and orevalence of schistosomiasis, the Rural Water-Borne 
Disease Control Project will seek to combat this disease by 
developing an ongoing health education program and by implementing 
a latrine contruction program. Since the Swazi government will 
conduct these activities, a priority of the project will be to 
expand the GOS's capacity to develop its programs for sponsoring 
and promoting safe water and environmental sanitation. No progress 
reports are available yet, though all of the team members, except 
for one tecnnician have arrived in Swaziland. 

BAC fX= 

A small, landlocked kingdom, Swaziland is surrounded on three 
sides by South Africa and shares a 70 mile border with Mozambique. 
Despite the country's small size, it encczipases four distinct 
geographic regions, each marked by a different terrain, 
tenerature, and rainfall. While certain tropical diseases such as 
trypanosoniasis and onchocerciasis do not plague Swaziland, the 
morbidityI and mnrta. ity associated with diseases related to water 
quality and envircaxrtn al sanitation are very high. Data on the 
health status of the Swt2zis are sketchy, but it appears that water 
related diseases such as schistosomiasis, malaria, childhood 
diarrhea, amoebic dysentary, and typhoid compose a significant 
proportion of the hospital and clinic patient load. 

A current priority of the Swazi government is to develop 
agricultural water resources: ponds, reservoirs, and canals are 
being created at a rapid rate. As more and more water resources 
are developed, the incidence of water-related diseases is likely t
increase unless health criteria are integrated into water-supply 
programs. Poor environmental sanitation and rcoper excreta 
disposal contribute to the water-related disease problem. Less 
than 16 percent of the rural population have latrines. 

The responsibility for the organization and planning of health 
services in Swaziland rests with the Ministry of Health (MOH). 
Currently the MOH is developing a plan of "decentralization and 
integration" aimed at lessening the dichotomy between curative and 
preventive services and gradually decentralizing its administrative 
structure. Although the colonial health system is gradually 
changing, health care services crntinue to be poorly distributed. 
Only 17 percent of the Swazi population lives in cities, but most 
hospital beds, doctors, and nurses are cnncentrated in these urban 
areas. 

Health services are provided by goverrment, mission, occupa
tional, and private practioners at clinics and hospitals run by the 
MOH, Nazarene and Catholic missions, and private onTpanies. Al
though a shortage of staff and sometimes supplies burts the quality 
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of care, modern health ser-vices are readily accepted and used by
the rural opulation, according to AID's project paper. Clinic 
distribution is fairly even, and by 1984, :ost rural Swazis will 
live within five miles of a clinic. Mothers usually take their 
children to the clinic, but adults are more reluctant to go for 
their own treatment and still seek the assistance of a traditional 
healer. Nonetheless, most Swazis incorporate both traditional and 
modern concepts into their view of the causes of illness and use 
both health systems. 

Although a variety of institutions deliver health services, 
'here is little coordination among them. In addition, planning
efforts are handicapped by the lack of trained Swazi health 
statisticians, planners, and administrators and the concomitant 
dearth of reliable data on morbidity and mortality. Skewed budget
allocations create another inpediment: the GOS's stated health 
priorities and actual health expenditures do not match-hospital
services absorb 70 percent of the MOH budget, crmpared with 20 
percent for preventive services and 10 percent for clinics and 
headquarters expenses cotined. 

The MLH has direct responsibility for control of water-related 
diseases, since curative and preventive program, environmental 
control measures, health aid sanitation education, and the con
struction of latrines all come under its auspices. In addition,
the MOH is involved in rural water supply programs ka 
responsibility of the Ministry of Agriculture) in an advisory
capacity. Problems of transport, manpower ahortages, and 
coordination of the two ministries have prevented the vigorous 
implementation of sanitation programs.
 

Though the Health Education Unit within the MCH is charged
with supporting all MCH services, it apparently has had no official 
status within the GCS: it's staff is seconded from other units 
within the MOH, the director is a MO consultant, and it has had no 
official budget of its own. 

P O=3JT DESCIMITN 

One of the project's first activities is to conduct a nation
ally representative schistosomiasis survey. To accomplish this,
the GCS bilharzia laboratory will be renovated and better equipped
and the staff will receive training in surveillance and diagnostic
procedures. In recent years, the laboratory has concentrated on 
control programs for either malaria or schistosomiasis, depending 
on which problem was most serious at the time. Lately, emphasis
has been on malaria control, so that particular program is 
adequate. The schistosaniasis program, howaver, is in need of 
updating and expansion. A U.S. epidemiologist will be providing
the technical assistance and training required to accomplish the 
objectives in this portion of the project. 
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Throughout ,he water-borne disease control project, strong 
erronasis will be placed an develcopina and organizing programs that 
will be continued by the GCS. Durina the six-year life of the 
project, only a limited anount of coverage can be accomplised; 
hence, it is essential that the GCS, and within it, the MDH, 
develop the capacity to plan and implement programs that will 
affect the Swazi pecle's attitude and practices regarding health. 
Concentrated efforts for priority setting, manpower upgrading, and 
organization will be made to ensure this development occurs. 

The Health Education Unit (HEU) within the MOH will be 
upgraded and institutionalized in the course of the project go that 
a national health education strategy and plan can be developed. To 
prepare for this activity, three women will receive academic 
training in an African institution so they may then effectively 
staff the HEU. Also, an AID health education advisor will provide 
assistance to the MOIH. (In order to institute the best program 
possible, a social science adviser and his counterparts will 
conduct a kowledge, attitudes, and practices study and survey to 
learn and understand the health and sanitation-related behavior of 
rural Swazis.) 

It is worthwhile to note that up to one-third of the hone
steads in Swaziland do not have an adult male and chat about 
one-fifth of the homesteads are headed by women. This occurs 
because many of the men are employed in South Africa. A conse
quence is that women will be the primary point of contact among the 
rural population for this project. Women, whether or not they are 
household heads, are responsible for child care and education, most 
water ark food related tasks, household maintenance, the health 
of their families. 

The strategies and plans determined by the HEU will eventually 
directly affect the commziity level by means of the community based 
workers trained in water and sanitation techniques. Very few 
government positions will be created. Instead, existing health and 
field workers will be retrained and their skills upgraded through 
in-cuntry training programs designed specifically for community 
level health personnel. These workers are expected to teach the 
rural population about (1) proper storage, handling, and use of 
water; (2) proper excreta disposal practices; and (3) avoidance of 
water contact in areas of high snail infestation (i.e., where 
schistosoaiasis is present). 

Com unity sanitation committees will be another means by which 
rural people will be able to learn about health and sanitation 
relating to water. Sanitation workers will give training in the 
construction of latrines to teams of two or three people elected by 
the community. 

On-the-job training will be provided during the latrine con
struction demonstration program so that after the demonstration 
phase is over (and approximately 2,000 pit latrines have been 
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built), the team .enbers will be responsible for supervising and 
monitoring further latrine conscruction. Homesteads receiving 
demonstration latines will provide labor for digging the pit and 
for constructing the superstructure. Hbmesteads will be chosen for 
the latrine project based on family income levels and the 
availability of family labor. 

Periodically throughout the course of the project, evaluations 
will be conducted to determine how effective and useful project 
activities have been. The final project evaluation will consider 
whether rural Swazis have changed their behavior regarding food 
handling and washing, personal hygiene, proper handling and storage 
of water, etc. 

By the end of the project it is hoped that the bilharzia 
laboratory and the Health Education Unit of the MCIH will be staffed 
with trained personnel and equipped and functioning effectively. 
The Rural Water Supply Board will have developed the capacity to 
ensure that health criteria are an integral part of the design of 
any rural water supply project. It is hoped that by combining this 
effort with (1) health education to explain to people the benefits 
of changing their water and sanitation habits, and (2) a latrine 
construction program which will cniplement and reinforce health 
education about the relationship between disease and contaminated 
water, the Rural Water-Borne Disease Cbntrol Project will achieve 
its goal. 

No progress reports are available yet. All of the long term 
technical assistants except one are in the cotmtry, and project
activities are beginning. 
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COUR STATISTICS
 

Total Population: 18.6 million
 

Rural Population: 88% Infant Mortality Rate: 125 

Population Growth Rate: 3.1% Life Expectancy at Birth: 51 

aP Per Capita: S230 Adult Literacy Rate: 66% 

SYNOPSIS 

This model primary health care project focuses on the selec
tion and training of two village health workers for each village 
without an already established health care facility in the Hanang 
District of Tanzania. The trained village health workers utilize 
first aid boxes to give simple treatments, refer cases to the 
already established health system, coordinate the collection of 
health information in the village, train village health leaders 
(healtn educators), and initiate health activities focused on 
preventive health measures. A management information system has 
helped monitor project progress since a 1977 baseline survey. The 
project began its training activities in January 1978 with the 
first trained VHWs posted to villages in October 1978, and expects 
to send the last trainees to their villages in Novemoer 1981. 

BAOEXR 

The United Republic of Tanzania's approach to meeting the 
health needs of its population must be considered in the light of 
constraints imposed by its lack of financial resources and man
power. Tanzania is one of the 25 coutries with the lowest per 
capita gross national product in the world. Also, the country 
emerged fun colonialism with a minimal health infrastructure upon 
which to build. 

Tanzania has a land mass of approximately 1 million square 
kilometers. Much of the country is d--y; large areas are covered by 
scrub and grassland, except in the region surroLTnding Mount 
Kilimanjaro where rainfall is good. The people are agropastoral, 
with 88% of the sparse population living in rural areas. As in 
most developing countries, reliable statistics about disease 
patterns are not available. 

Given the prevailing economic, social, and technologica con
ditions, there was a clear need for a national will to bring about 
a change. This will was enunciated the 1967 Arusha Declaration, 
which forms the basis of Tanzania's current health policy. Health 
has to be viewed within the framework of this national socio
economic plan, which emphasizes rural development. The 
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Arusha Declaration calls for: 

Cverall rural development. 

Government mobilization of all resources for eliminating 
poverty, ignorance, and fii-ase. 

Active participation by the governmeit in forming and 
maintaining cooperative organizations. 

A contribution from the people (self-reliance) as an 
instrument for self-liberation and social development. 

People, land, good policies, and good leadersh.fr as 
prerequisites of development. 

It was decided to decentralize the planning machinery so that 
the people themselves could participate in the formulation .-f plans 
that would change their socioeconomic status. To this end, 
planning comTittees were established in each village, ward, and 
district, with the National Ministry of Economic Planning setting 
the broad outlines of national planning priorities and strategy. 
However, significant government efforts began only in 1972/73, when 
about 70% of the budget was devoted to rural development. Inter
national organizations and other donor agencies have played a part 
in implementing the government's objective of rural development, 
but "cooperation and niot poisoned aid" remains the national theme. 

The national socioeconomic plan aims at developing an inte
grated basic health infrastructure that will be acceptable and 
accessible to most of the population within Tanzania's social, 
economic, and cultural framework at the lowest possible cost. 
Other components of rural development to be given prominence 
include the provision of safe water and free primary education. 
Health services plans have been formulated at different levels and 
coordinated with national development plans, in which the promotion 
and restoration of the population's health are guiding principles. 

In accordance with the Arusha Declaration, self-reliancE was 
stressed. Local contributions in cash and kind were encourage3. 
giving the population an important role in Lf.± establishment of 
social services and necessary facilities Mass rrwbilization was 
used to enhance the people's social z,.=ciousness as well as for 
health education.
 

To make it easier to provide essential social services, people
in rural areas were encouraged to regroup in larger iillages called 
Ujamaa villages. This regroupment tenis to minimize the worst 
problems of planning for sparsely populated communities, thus 
achieving a wider coverage of essential services to the population. 
To make self-reliance a reality, village health posts and 
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and dispensaries are constructed by the villagers themselves, the 
government providinq the necessary materials, equionent, and 
services not cbtainable locally. The villagers also participate in 
constructing their water supply systems and are encouraged to build 
their own pit latrines and rubbish dumps. 

Hanang District was formerly a subdivision of Moulu District 
(to the north), but in 1970 it was designated a separate district. 
This new administrative unit is approximately 3,300 square miles in 
size with a population of about 200,000 people. The district lies
 
within the Rift Valley with altitudes in general ranging from 3,500 
to 5,000 feet, although Mt. Hanang rises to over 11,000 feet. It 
is generally a good farming area with adecuate soil and sufficient 
rainfall during most years. Major crops are maize, beans, and 
wheat. There are also extensive livestock holdings. 

In general, roads are very poor and travel is slow and 
uncertain, particularly in the rainy season. The district is 
divided into divisions, divisions into wards, with several villages 
in each ward. Villages are further divided into ten house 
groupings. 

The largest medical facility in the district is the Dareda 
Mission Hospital which has recently become the Designated District 
Hospital. In addition to this major facility, there are three 
health centers arK] 22 dispensaries, of which 15 are government, 
five are operated by voluntary agencies, and two are parastatal 
owned. Health in the district is no better or worse than in most 
areas of Tanzania. Even though in most years the food crops are 
adequate, malnutrition (kwashiorkor and inaramus) is prevalent, 
particularly aong children. 

Tuberculosis is widespread and sleeping sickness (treated at 
the Maqugu Health Center) is found in the district. Leprosy 
appears to be declining. Other prevalent diseases include malaria, 
measles, schistosomiasis, gastroenteritis, infestations of 
hookworm and ascaris, pneumonia, and acute rheumatic fever with or 
without carditis in adolescents. At the present time, there is 
little public health or preventive medicine work being done in the 
district, although there is an under five clinic held at Dareda 
Designated District Hospital. To remedy this situation, the Hananq 
project emphasizes (1) nutrition, (2) health education, and 
(3) inoculations of children.
 

PRQJECT DESCRIPTICM 

The Hanang District Health Project has been design' to con
tribute to the national health development effort by provit tnq a 
model primary health care system for delivering integrate-' L_!rvices 
to the villages. The development of health manpower training 
methods and of a management information system are expected to 
strengthen national capability to implement larger projects. The 
project involves villagers and their local leaders in cooperative 
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undertakings to imcve their health and environment, carticularly
through preventive measures. Thus, the project focuses on
responsible decision-making by villagers and implementation of 
resulting health related activities. Through activities carried 

villagers, project theout by the aims tc reduce incidence of
infectious and other preventable diseases such as tuberculosis,
malnutrition, measles, bilharzia, eye diseases, and parasitic
diseases. Village health workers are being trained t provide
family planning information and services, collect health data,
provide health education, and address food, water supply, and sani
tation problems. The project works twards its objectives through
the following methods: 

I. Training Village Health Workers and Health Leaders 

Cne male and one female worker are selected from each
village. As part of their training, these individuals carry
out a baseline survey in each village to identify problems
perceived by the villagers. These surveys, conducted thus 
far in approxmnately 60 villages, point to contaminated water 
as a major source of illness, especially in children under 
10. 

Once trained, village haalth workers, (VB4s) return t their 
villages to train others. There are 80 villages in the
project from which 169 \Mws are being trained. To date, 94 
persons have been trained, and 45 are currently in training.
VH's are supported financially by their villages during the 
10 month training period in Babuti, the district capital. 

Many health workers, although originally expected to te
volunteers, receive financial and other incentives from their 
communities. It was found that humanitarian gratification,
and the Ujamaa obligation were not enough to compensate for
significant amounts of time without remuneration. Although
the government had originally felt that a health system based 
on village volunteerisn was risk-laden, it appears that about 
half the VHWs presently receive some form of remuneration 
directly from their communities. 

Training village health leaders (health educators) is taking
place in each participating village. Candidates wre elected 
by the villarg~cs. Their village training enables them to 
serve under the supervision of the village health worker at
the health unit level. Their role is to carry out health 
education activities in village households. This worker is 
called a health cm.unicator or promoter in other projects.
This aspect of the project has experienced the most problems
to date. VHL attendance of their classes has been poor, and 
their follow-up teaching in the villages has been sporadic. 
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II. Baseline Data Collection and Analysis System 

A subcontractor (Development Associates, Inc.) has designed 
an elaborate health services information system. This system 
permits project managers to monitor disease incidence, 
service utilization, nutrition status, environmental 
improvements, birth and death registration, etc. 

This information can be cmpar- to the baseline survey, 
which covered vital statistics, nutrition, environrental 
sanitation, health services, and heaith status. 

Village health workers and leaders are trained to collect 
dat using forns developed by the contractor. The system 
permits the project to identify and monitor the nutritional 
status of children up to 10 years of age. Data analysis is 
then fed back to village leaders and health committees and to 
district health personnel for action. Data collected are 
transferred to magnetic tape for automatic data processing by 
the Development Associates, Inc. 

III. Health Delivery System 

Each village is to have a health unit equipped with a first 
aid box. This box is established and replenished at the 
village's expense. However, due to fiscal constraints only 
15 villages have been able to purchase first aid boxes. 

MCH clinics have been established in 12 villages. The staff 
cames fran nearby health facilities. Lack of manpwer and 
limited transport have prevented the opening of more 
clinics. 
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IMPLEMEt1rATION EXPERIENCE 

The following chart simuarizes the project's status. 

CURRN PROJECT STAZ S
 

WrPUr I - Training 

Target Current 

1. 	Village health workers 169 
 94
 

2. 	 Village health leaders 48 43 

W 	= II - Data System 

1. 	 Baseline survey Completed 1978 

2. 	 Management information systems
 
designed and operational Campleted 1979
 

3. 	 Training of health workers to
 
collect data Cmpleted 1979
 

4. 	Distribution of information Routine
 

CUT= III - Health Delivery System 

1. 	 Village health committee 80 58 

2. 	MCH clinic established 12 12
 

3. 	First aid boxes 80 15
 

4. 	Health education classes and Sporadic
 
demonstrations invillages
 

5. 	Construction of:
 

Latrines No informa-
Garbage pits tion 
Water protection 

External evaluations done in 1979 and 1980 noted the project's 
progress and recomnended extending support through 1981. Nonethe
less, they also identified a number of problem areas, including de
pendency on external personnel, the data system, ccanunity participa
tion, and the VHW training program. 
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Due to the lack of training for management personnel and the 
complicated nature of the data systems, the project remains very 
dependent on outside technical assistance. The contractor (CODEL) 
works with the Ministry of Health in planning and implementing the 
project. The pro3ect director, a CODEL employee, assumes full 
management responsibility. The district health officer is the 
titular local project director. However, his role is unclear. 
Since there is no health planning/management training program for 
Tanzanian counterparts, it is questionable whether the project will 
continue without expatriate direction.
 

The 1979 evaluation reports that the data system is providing 
good information but that it is so sophisticated that long-term 
expatriate technical support will be required to keep it in 
operation. The evaluation notes that lack of resources and
 
transportation also make it doubtful that all present data
 
collection will be carried on when the project terminates. 

It has been very difficult to measure the project's health 
impact, because it is nearly impossible to separate health effects 
brought about by the project from those brought about by external 
factors. The 1980 evaluation reports that in the coming year it 
will be possible through the data collection system to note changes 
in some health indicators, because baseline data has now been 
collected, and cmTparisons can be made. Data on childhood diseases 
and children's nutritional status will be of special interest.
 

The effectiveness of involving village leadership in the early
 
stages of the project has been limited, and many of the leaders 
selected to be trained as health educators have discontinued their 
participation. The 1980 evaluation states that, in part because 
some leaders felt that health was not a high priority issue, only 
17% of the leaders regularly attend their own training classes, and 
only 14% of the health units have village leaders who carry out 
their health education functions in their communities. However, as
 
the project staff have become more proficient at identifying the 
political structure of villages, they have selected better
 
candidates for health leader positions, and they have also been 
better able to involve residents in project activities. Also, the 
Paulo Freire methods being used to train the leaders were found to 
be ineffective. Therefore, the project is experiJnenting with other 
methods. Some of the health education classes are now being held 
in conjunction with adult education classes, which has proven 
effective and has led to higher attendance. 

The VHW training program has required considerable revision in 
order to meet the challenge of transferring technical and 
conceptual knowledge to illiterate village residents. Training of 
village health workers was lengthened from two months to ten 
months. The accountability of VHWs to their villages has been well 
accepted and village committee secretaries have been named to 
monitor the VHWs' work. 
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Although the project staff has devoted unusual efforts to 
supervision and community work, the results are not yet satis
factory. According to the 1980 PES, 46 out of 80 targeted villages
have been initiated into the project and 43 villages are considered 
active in participating in project activities. In each of the 5 
villages where project activities have come to a standstill, it was 
reported that problems with village leadership, not specifically
related to the project, caused the cessation of activities. Every
2 months a staff member spends a full wee': in each village to give
continuing education and moral support to the VHWs, and to 
reinvigorate village couittee activities that have slacked off. 
District health officials also visit the villages, and it is 
expected that these visits should help familiarize IVH personnel
with the project and facilitate takeover. However, it is feared 
that the site visits cannct be maintained at the same level once 
external funding ends, due to the lack of both personnel and fuel. 

The requirmhit that villages establish and maintain a first 
aid box has caused problems. Many villages apparently have not 
been able to raise funds due either to lack of income or lack of 
interest. The continuing maintenance and management of the health 
unit will require strong community leadership and MOH technical 
support. Lack of adequate financial support is also hampering
project supervisory efforts. The high cost of transportation is 
reducing the use of project vehicles. 

Much of the project's success depends on the staff's ability 
to encourage maximum community participation. The current 
approach-i.e. using VHWs as community organizers-may answer the 
need for coanitted leadership. The fact that each village has both 
a male and a female VHW should encourage all residents to be active 
in this primary health care scheme. If the community participation 
aspect of the project can be made to work as ell as the delivery
of health care services, this project could serve as a model for 
the entire country. Thus far, however, it has been difficult to 
learn how to train community residents to take leadership roles in 
health for their cxwrunities. 
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CJN'MY STATICS 

Total Population: 18.6 million 

Rural Population: 88% Infant Mortality Rate: 125 

Population Growth Rate. 3.1% Life Expectancy at Birth: 51 

GNP Per Capita: $230 Adult Literacy Rate: 66% 

SYMPSIS 

Starting in 1981, eighty Tanzanian schools in Dodoma and 
Singida regions are establishing a standardized program of health 
instruction, health services, and nutrition and environmLental 
improvements. Teachers and students will provide primary health 
care services bt their communities. Schools will receive support 
for the construction of improved water systems, latrines, and 
improved school farm storage and production. If successful, 
project activities in these areas may be copied in other regions of 
the country. A revised health syllabus for the primary schools 
will be produced and distributed nationwide to every primary school 
in Tanzania and all newly trained primary school teachers will 
receive training in the utilization of this syllabus through the 
National College of Education. 

BACICN 

The United Republic of Tanzania has a land mass of 
approximately 1 million square kilometers. Much of the country is 
dry; large areas are covered by scrub and grassland, except in the 
region surrounding Mount Kilimanjaro where rainfall is good. 
Tanzania has very limited financial resources and manpower. It is 
one of the 25 lowest per capita income countries in the world. 
Tanzania's health infrastructure at independence was minimal. 

Given the prevailing economic, social, and technological 
situation in the country, a concerted national effort was needed bo 
bring about change. The determination to effect such improvements 
was enunciated in the 1967 Arusha Declaration. The Declaration 
includes a national socioeconomic plan that emphasizes rural 
development, community participation, and self-reliance. The 
statement resolved that "from now on the vital needs for water, 
schools and health shall be given priority in all expenditures." 

In keeping with the development philosophy of the Arusha 

Declaration, the planning machinery has been decentralized so that 
the people themselves can participate. Planning committees have 
been established at each village, ward, and district level, with 
the National Ministry of Economic Planning setting the broad 
ontlines of national planning priorities and strategies. Hbwever, 
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significant government efforts began only in 1972/73, when about 
70% of the budget was devoted to rural developnent. International 
organizations and other donor agencies have played a part in 
implementing the government's rural development cojective. %ver
theless, "coperation and not poisoned aid" remains the national 
theme. 

The national socioeconomic plan aims at developing an 
integrated basic health infrastructure that will be acceptable and 
accessible within Tanzania's social, economic, and cul tural 
framework. ETphasis is also given to the provision of safe water 
and free primary education for all. To make it easier to provide
essential social services, people in rural areas were encouraged t3 
regroup in larger villages called Ujanaa villages. local 
populations have beei given an important role in establishing
social services and facilities. Village health posts and 
dispensaries are constructed by the villagers themselves, with the 
government providing necessary materials, equipment, and technical 
help. Villagers also participate in constructing their water 
supply systems and are encouraged to build their own pit latrines 
and rubbish dumxps. 

The Tanzania Schol Health Program was preceeded by an AM 
supported program to develop infrastructure for rural health 
services. The program supported the construction of village
dispensaries and rural health centers, and provided for the 
training of paramedical personnel-over 1,000 aides were trained 
for dispensary work. 

Other donors supported training of physicians, nurses, medical 
assistants, and rural medical aides; dispensary construction;
installation of water and sanitary systems; communicable disease 
control; and immunization programs. 

School Health Program 

In 1977, the Ministry of Health asked USAID to collaborate in 
the development of a National School Health Program to address the 
needs of school age children. Since then, the Ministry of 
Education has succeeded in enrolling 65% of the primary school age
children in the program - about 3 million pupils. It was thought
that this primary school system could provide the infrastructure 
necessary to deliver health services economically to this 
population. The present Tanzania School Health Project is designed 
to provide the services necessary to meet this objective. 

P3W DESCRIION 

The Tanzania School Health Program provides healt, educa
cation, preventive and curative health care, nutrition and 
environmental improvements within primary schools. Each of these 
project components is discussed in detail below: 
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I. Health Instruction 

The project has been designed to introduce health topics 
during the two 40 minute class periods per week devoted to 
"domestic science." The capability of primary school 
teachers to present health topics will be strengthened by: 

Review and revision of the health portion of the domestic 
science syllabus and teachers guide. 

Provision of inservice training on teaching methodology, 
using the revised health syllabus, to "school health 
coordinators"--one teacher from each of 800 schools in two 
regions of Tanzania. 

Revision of the curriculum and training of trainers for 
the provision of educational programs on health-for-all 
for teaching students at the National Colleges of 
Education. 

II. Health Services 

One teacher fran each of the 800 primary schools will be 
trained as a "health coordinator." These newly trained 
teachers will be P.pected to provide the following services: 

Observation and screening (health check-up) for gross 
health defects; 

* Referral and follow-up of students needing special care; 

* First aid and maintenance of school health kits; and 

Maintenance of school health cards (immunizations, 
illnesses, screening infrmation, etc.) and collection of 
cumulative school health information for transmittal to 
government health and education officers. 

This training will tesult in the provision of elementary 
preventive services to primary school children. By acquiring 
health ckills the teachers will be in a better position to 
establish working relations with local health personnel and 
to develop a greater awareness of health among their 
students. 

The teacher's guide and the modified curriculum for the 
National Colleges of Education will reflect this eophasis on 
the teacher as a provider of preventive health services to 
school age children. 

The teacher will be responsible for maintaining a culative 
health record card to be forwarded to the Ministry of Health. 
The information will be used: 
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To record the healtn status of school children during the 
school year, including data such as: (1) immunization 
records; (2) incidence of illnesses; (3) absences for 
health reasons; and (4) referrals to dispensaries and 
treatments received. 

To correlate the above data with the advent of activities 
such as: (1) latrine construction; (2) water system 
provision; (3) school garden development; and (4) 
increased health instruction.. 

To aid the goverrment in identifying the health situation 
in the schools and in planning the continued development 
of the School Health Program. 

III. Healthful EnviLorment 

The oroject's approach to creating a healthful enviro nent is 
to provide relevant learning experiences in the classroan, 
school grounds, and community. Instruction will emphasize 
the use of appropriate technology for water supply and waste 
disposal. 

Early in project implementation, 80 schools are to be chosen 
to receive comprehensive project services, including the 
provision or imroveaint of school water supply, construction 
of latrines, aid improved production and storage of produce 
from the school farms, as discussed below. 

Safe Water. Each selected school will have an evaluation 
of its er supply. Those requiring improvement will be 
assisted by community and project resources. It is 
anticipated that school health committees will arrange
volunteer labor. Technical assistance for water 
provision (i.e. wells, rainwater storage, pumps, etc.) 
will be provided by project consultants. In all, a 
maxisnu of 80 systems will be assistei. 

Waste Disposal. Ventilated improved pit (VIP) latrines 
will oe ulit at 80 schools. Latrine constuction will be 
carried out simultaneously with water system 
construction.
 

IV. Food and Nutrition 

School farms will be upgraded to provide sufficient crops to 
feed the school population. Ministry of Aqriculture exten
sion agents will collaborate with schools, coordinated by the 
School Health Officers. 

152 



Two contract technicians, one a school health education 
expert and one a sanitarian, have been provided by the 
project for technical advice in the above areas and for 
general project management. They arrived in Tanzania in the 
fall of 1980, when project activities began. 

116222= EXPERIENCE 

This project uniquely ties health, education, agriculture, 
water supply and environmental sanitation to the community base. 
The focus on school children should provide a cadre of Tanzanian 
junior citizens with the tools to improve the lives of their 
families and communities. 

The project staff arrived in Tanzania in the fall of 1980 to 
initiate activities. It is toc early, therefore, to evaluate 
activities at this time. 

CMUMT Pnr T STATUS 

Or= I - Health Instruction 

Targeted Completed 
by 1982 by 1980 

1. 	 Review of domestic sciences 8 0
 
syllabus and teachers guide,
 
eight sections.
 

2. 	 Inservice training for 800 0 
teachers. 

3. 	 Modification of teacher college 1 1 
curriculum. Revision of curri
culum and guidelines. 

4. 	 Training of tutors for health 10 0 
training in coiponents of 
teaching training. 

OUr=ur II - Health Services 

1. 	 Training teachers to provide 800 0 
health care. 

2. 	 Collection o?. health data from 800 0 

each school. 

CUMi=T III - Healthful Environment 

1. 	 Safe water system at each school. 80 (1980) 0 
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2. 	 Waste disposal VIP - ventilated 80 0 
improved pit latrine at each 
school. 

OUTPUT IV - Food and Nutrition 

1. 	 Establishing school farms. 80 0 

2. 	 Training of school health 80 0 
officers and school health 
coordinators. 
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OUNTRY STATISTICS 

Total Population: 29.3 million 

Rural Population: 66% Infant Mortality Rate: 160 

Population Growth Rate: 2.8% Life Expectancy at Birth: 46 

CNP Per Capita: $210 Adult Literacy Rate: 15% 

SYNOSIS 

Zaire's Department of Realth (DOH) has been ineffective in 
reaching the rural population due to lack of human and financial 
resources and insufficient planning, management, and support 
capacity. his project was designed to improve the DOH's planning 
and implementation capability through training a key group of 
high-level personnel and implementing pilot projects in two rural 
areas.
 

The final evaluation found that this goal was not achieved, 
though some useful work was done. The contract terminated as 
scheduled. The project may be continued in a different form. 

BAC
 

Most of Zaire's rural population suffer from chronically poor 
health; they are victims of numerous severe endemic diseases, 
complicated by malnutrition and parasites. Data from a Kinshasa 
hospital indicates an average of 2.7 diseases per person per year. 
Infant and child deaths account for 80% of total annual deaths. 

During their period of colonial'rule, the Belgians established 
an extensive health network but made virtually no provision for its 
continuation by Zairian personnel; durinq the economic and 
political problems which followed independence, the system 
collapsed. GOZ efforts to revive it have not yet been successful: 
health manpower is scarce and extremely maldistributed, training is 
inadequate, and government health services are severely hampered by 
poor administration and ineffective logistics. A C)Z study under
taken in the Kinshasa area revealed that only 19% of the poor (who 
comprise over half the total population) had access to medical 
facilities.
 

In November, 1973, President Mobutu cited health as a priority 
for development planning. A plan for health services was drawn up 
emphasizing basic health care services to be delivered via a number 
of rural and urban development zones and integration of "desired 
birth services" (family planning for health reasons, not population 
control) ito the health care system. A National He-alth Cbuncil 
composed of the heads of all health agencies, the education 
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ministry, and the university medical faculty was created n 1974 to
 
serve as a national health planninq and implementing boi,.
 

AID's project was designed during this period (19',5) tn help 
the GOZ implement its new health policy by improving planning and 
managerial capabilities. It was intended to complement a project 
on endemic disease control an6 lead into the Bazsic Family Falth 
project, which would expand the activities developed under the 
subject project through an ambitious system of health development 
zones. (The Basic Family Fealth project has since been extensively 
revised; a much-reduced version is still in the planning staqe.) 

However, a severe decline in Zaire's economic position since 
1974 has resulted in elimination of health as a priority and heavy 
cuts in the health budget. The National -alth Gouncil is 
apparently not operative. Currently, the GOZ relies heavily on 
missionary groups to provide rural health care because of its 
personnel, organizational, and budgetary constraints. 

PJE DEFSCRIPTIC 

The project's purpose was to strengthen GOZ institutional 
capacity to deliver health services. 

Planned outputs were as follows: 

A unit established in the GOZ Departnent of Health (DOH) 
capable of plannirm and executinq a system of integrated 
health services, with a traininq cadre in place. 

Written national plans for major support systems in 
logistics and supply (including maintenance), 
transportation (including maintenance); medical records 
and health data collection and analysis; manpwr 
development and utilization; budgeting and fiscal 
accounting.
 

An initial integrated health delivery system operatinq in 
Konqolo and plan of action, operating procedures, and 
essential commodities :eady to begin implementation of an 
inteirated delivery system in a second zone. 

A study to determine the requirements for a 
schistosomiasis control project. 

These outputs were to be achieved through: (1) technical 
assistance provided by the contractor (supplemented by a 
USAID-contracted coordinator in Kongolo and an assistant to the 
contractor Chief of Party, to compensate for lack of resources in 
the contract); (2) commodities for the two pilot zones; and (3) a 
schistosomiasis expert. The Peace Corps also provided volunteers 
to Aork with the project in the two zones. 
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The technical assistance approach was redesigned in February
1979, on the basis of data gathered during the project's first six 
months. Activities included a three-chased training program for 
the National Health Planning Group, a oroup of about 10 high level 
DOH civil servants. Training consisted of a series of weekly 
workshops in Kinshasa to analyze the status of the Zairian health 
system, a three-week U.S. study tour for on-site cbservation of 
relevant management methods and processes, and another series of 
weekly Kinshasa workshops to adapt the principles learned to the 
situation in Zaire. Eight short-term consultants in various 
technical areas, together with the contractor's resident Chief of 
Party (COP) as project director, conducted the workshops. Although 
24 person-months of short-term assistance were planned, only about 
10 were provided. 

Concurrently, model projects were to have been developed in 
the Kongolo and Maluku areas. AID assigned a coordinator in 
Kongolo, and seven Peace COrps Volunteers (PCVs) are working in 
community organization, formation of local health planning 
conittees, and development of preventive health services at the 
Kongolo hospital. Tw PCVs are working in Maluku. PCVs have 
established MCH clinics, initiated regular inoculation campaigns, 
provided health education and family planninq counseling, trained 
Maluku promoters in nutrition and health education, and ooerated 
with GOZ personnel in providing clean water and latrines. Both the 
AID coordinator and the PCVs have received auidance from the 
contractor project director. Thouh much delayed, initial medical 
supplies and equipment have been provided in the two field zones 
under the AID grant. 

A study to determine the requirements for a schistosomiasis 
control project is to be carried out by a short-term consultant. 
This study has been added recently (May 1980) to the project 
outputs, and additional funding has been authorized thouqh not 
obligated. No further information is available in Washington at 
this time concerning other aspects of this study. 

IMELIRTION EXPERIENCE 

The following chart summarizes the project status as of mid-1980. 
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Cmuum PRD=T =s 

OOT~n 	 STRTUS 

I. 	 Planning and implementing unit 1. Group trained in planning and 
established in DOH. coordination. 

2. 	Written plans for support systems: 2. Transportation plan done. 
logistics, transportation, informa- Only consultant reports for
tion, manpower, budgeting and others. Some restructuring
accounting. being done and necessary 

legislation prepared. 

3. 	 Integrated health delivery system 3. Not achieved. PCVs are pro
in Kcngolo; elements ready for viding services in Kongolo

implementatian of system in second and Maluku.
 
zone.
 

4. 	 Study to determine requirements 4. Funds authorized but yet
for schistosamiasis control, 

not 
obligated. No other informa
tion available. 

The contractor, Planning and Human Systems, Inc., had chief
responsibility for technical assistance to the project, ,%well as
overall coordination. Other responsibilities were less clear, ame
being shared with USAID/Zaire. Authority over non-contractor 
project personnel hired by USAID/Zaire was not clear an-d mu_,sed
problems which will be discussed later. The contractor was
responsible for the first three outputs listed, but not for the 
schistosomiasis study. 

This project was approved in 1975/76, but contractor selection 
and contract negotiations took almost three years. The contract
or's COP arrived in Zaire in October 1978. A six-month delay then 
occurred because of lack of cooperation from the GOZ. According to 
the contractor, this was due to GOZ dissatisfaction with the 
project design. The inister of Health toobjected training
directed to the Naticnal Health Council, which is outside the 
bureaucracy. Besides considering such training ineffective, the 
Minister viewed it as infringing on the DOH's territory. The 
Minister also felt that training additional professionals in the 
U.S. would constitute a waste of resources, as there was already a 
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large group of U.S. trained individuals who were not properly 
utilized. When the design was changed to train a key group within 
the DOH, the Minister immediately gave his support, as well as 
office space, facilities, and counterpart funds. However, because 
of unrelated logistical problems, a currency dange, and banking 
rulings, the project was without counterpart funds for 
approximately 12 months. 

Numerous other problems have arisen as a result of the 
unrealistic and poorly worked out project design* that led to 
misunderstandings concerning priorities and responsibilities. The 
number of full-time resident contractor personnel originally 
proposed was reduced by the AID/Washington contracts office from 
three to one, although no corresponding changes were mde in the 
scope of work. Extreme transportation and logistical difficulties 
were encountered in trying to develop a pilot project in Kongolo
1,100 miles fron Kinshasa in the North Shaba region. Neither LSAID 
nor the caicractor foresaw the difficulties involved, and no 
ontingency allawances were included in the contract. The Kongolo 

area was originally selected because USAID had a large agricultural 
project there and was interested in providing social services as 
well, there.'- moving toward on integrated rural development 
approach.
 

Conflict between the Mission and the contractor arose over the 
contractor's efforts to change the site to a nore accessible area 
near Kinshasa. Although the difficulties of working in Kcngolo 
became apparent to everyone, the Mission felt that the contractor 
was reneging on the original agreement, and the contractor felt 
that the Mission was insisting on Kcegolo in order to support a 
higher priority (the agricultural project) at tae expense of an 
effective health project. 

Because there was no clear agreement on what was to be 
accomplished or how it was to be done, a definite lack of raport 
and ooperation between USAID and the contractor severely affected 
project implementation. 

According to AID/Washington suces, a key lesson learned was 
that the DOB is probably not capable of carrying out a project in 
an area as isolated as Kongolo; in hindsight, it is felt that the 
pilot effort should have been in a more accessible area. But 
according to AID, difficulties and conflict might also have been 
avoided if a more flexible approach had been taken by the 
contractor, such as requesting a time extension because of the 
logistical problems involved rather than insisting on .inj'Ih 
site.
 

*Design problem are discussed extensively in the 1980 AID Project 
Evaluation Summary (PES). 
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Because of the problems Tentioned, the COP concentrated his 
efforts on the Kinshasa training program for the DOH group rather 
than on developing an integrated health system in Kongolo. The 
contractor's April, 1980 Status Report indicates that the Kinshasa 
training has been effective in preparing the DOH group in health 
planning. The report states that the group is now actively engaged 
in planning the health system, coordinating the efforts of all DOH 
directorates, and seeking necessary danges in legislation: (1) to 
permit user fees in order to develop a self-supporting system; (2) 
to improve pharnaceutical distribution and control; and (3) to 
institute a national health insurance program. Both the Mission 
and AID/Washington agree that the workshops have been useful. 
However, the project evaluation (PES) questions the substitution of 
a three-week training tour for long-term training in health plan
ning and management, and notes that total training was reduced from 
the 63 person-months envisioned in the project paper to 7.5 
person-months. The evaluators, ",-ever, were unable to make a 
judgment on the DH team's level of expertise ifter their 
training. 

The PES also indicates that national plans for logistics, 
information, manpower, and budgeting/accounting were not prepared 
as planned. What was produced was a series of consultant reports 
on these general areas. Furthermore, the DOH officials, apparently 
unaware that they were supposed to prepare these national plans, 
appeared satisfied with tht consultant report.3. (In the area of 
transportation, it is possible that a plan for a central garage 
will be implemented.) 

As noted earlier, however, the effort in Kongolo to establish 
a health delivery system has encountered serious problems. The 
contractor crmplained that the COP had responsibility for the 
project without having any legal authority over the 
LZAID-contracted coordinator in Kongolo or the PCVs. While the COP 
maintained regular radio contact, his instructions apparently were 
not always followed, and extreme transportation difficulties 
prevented frequent supervisory visits. AID recognized the lack of 
legal authority, but stated that the contractor had functional, de 
facto authority. AID's feeling (as reported by AID/Washington 
sources) seemed to be that the contractor was too rigid in 
attempting to disclaim responsibility because of lack of legal 
authority and was not making the necessary adjustments to work 
effectively with the Mission and the PCVs. 

According to the contractor, the coordinator (whose contract 
was also permitted to expire in August, 1980) did not perform 
effectively and both she and the PC(s were undertaking activities 
which were not related to immediate project objectives as 
understood by the contractor, i.e., training local health personnel 
for the integrated health system being developed by the Kinshasa 
planning group. Kongolo and Maluku were supposed to be 
demonstrations of the group's work. However, according to the 
contractor, an apparent desire by USAID/Zaire for more rapid im
plementation-especially in Kongolo as support for the agriculture 
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project-led to direct delivery of services by the PCVs, instead of 
the training of local personnel and formation of linkages between 
health providers. Some training was provided to local DOH per
sonnel and private hospital staff by the contractor's short-term 
consultants, but the contractor felt that there was no effective 
linkage*between them and the Peace Corps activities. In the con
tractor's opinion, the DOH group is only now ready to implement a 
health system based on realistic planning. 

The PES judged the Kongolo intervention somewhat differently, 
crediting PCV services with success in demonstrating that rural 
villages can address immediate health problems with locally 
available and affordable resources, thereby leading some GOZ 
officials to feel that health can be improved without an increase 
in expenditures. The PES recognized, however, that the project did 
not create a functioning rural health delivery system. 

The general conclusions of the PES were that the project 
failed to accamplish its purpose of strengthening GOZ capabilities 
in health planning and management, though it did at least partially 
succeed in training a cadre of DOH planners/managers. Other 
outputs were not achieved as planned. The PES attributed this 
failure to poor project design, citing aumerous failures to omply 
with established AID design procedures, which in turn led to 
misunderstandings, disagreeants, and poor interpersonal relations 
between the parties. The PES also indicated that external 
circumstances-econemic decline, lack of priority for health, and 
camunication and transportation difficulties--contributed to the 
project's problem. 

The PES recannended that the contract with Planning ar Human 
Systems be allowed to expire as scheduled; that the Kongolo co
ordinator's contract also be allowed to expire; that AID continue 
to assist Peace Corps activities in Kcngolo; that AID provide 
short-term consultants to the DOB on request; and that the project 
be extended through August 1982 using remaining project funds. 
Changes in personnel and activities were rn,=muended as well as 
additional ammodities support. 

When the contractor's involvement ended as scheduled in 
August, 1980, the firm proposed, with the support of the DOH, to 
extend the cntract to permit continued technical assistance to the 
DOH group. This request was rt accepted by the Mission.
 

There remain differences in contractor and PES conclusions 
about the success of the project. The contractor has emphasized 

'the success of the DOU training program. On the other hand, the 
PES recognized that a group had been trained, but expressed 
reservations as to thoroughness of training; the PES also 
attributed greater -,ccess to the Kcngolo PCV effort than the 
contractor did. Both, however, agree on the problems caused by 
lack of clarity in project design and the comsequent lack of 
agreement on strategies and responsibilities. 
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AFGHMESTAN 

Project Name 	 Basic Health Services Project, 
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Location: 	 4 health regions (of a total 6) 

Projcct Dates: 	 (Phase I) 1976 - June 1979 
(Phase II) (Never executed) 1978-80 

Funding Level SAID: Phase I: $4,248,000 (grant);
and Sources: Government of Afghanistan (GOA): 

$1,837,000;
 
Other donors: $345,000;
 
USAID: Phase II: $13,984,000 
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University of California at Santa 
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Total Population: 15.9 million 

Rural Ppulation: 85% 	 Infant Motality Rate: 226 
Population Growth Rate: 2.7% 	 Life Expectancy at Birth: 42 
GNP Per Capita: $240 	 Adult Literacy Rate: 12% 



SYNOPSIS
 

The Basic Health Services Project was designed to provide
health .ervices to the 00% of the rural population without 
access to modern medical care. The project had two major omr.
ponents: the improvement of services offered through rural
health centers, and experimentation with alternative village
level health delivery systems to reach !-ose beyokI the effec
tive range of the health centers. Village health workers,
similar to "barefoot doctors," were intrcduced as part of the 
program, and traditional midwives (dais) were trained to provide
village-level care for women and children. 

The project was terminated before implementation of the
second phase because of the civil unrest following the takeover
of the Soviet-backed government in 1979. Although a final eval
uation of the first phase of the project was not possible, it 
apoxars that the village-level health delivery system was
successful. The workers dais well andhealth and were accepted
proved effective in dealing with comon medical problems. Ser
vices at the health centers were iiproved by focusing altention 
cn such managerent areas as logistics, information systems,
personnel, and training. NeveL-heless, after nearly ,i-x years
of efforts to atrengthen these areas, their lack of development
remained the inost serious obstacles to improving rural health 
care.
 

BAEC 

Afghanistan is a mountainous, land-locked country with an 
unusually rugged physical environment. The topographic condi
tions have led to physical isolation of the population and ham
pered the dev&lopment of internal transportation routes. Anestimated 85% of the population lives in small, isolated and 
widely scattered villages. The nomadic population is also 
substantial-about 2 million pecple. 

By most international measures, Afghanistan is among 25 of
the least developed nations, and shares the problems of t 'se 
less developed countries. The health situation is poor. Aent
national surveys indicate hiith rates as high as 50/1000 and
death rates of over 30/1000 in szne rural areas of the country.
Rural deaths occur at about twice the urban rate, particularly
for women and children. 

The most conservative estimates of maternal mortality (64-300
per thousand) are 100 times the level encountered in the United
States and Sweden. Infant mortality rates in rural areas
approach 200 per thousand, and deaths of children 1-5 are simi
larly elevated. Childhoo rmrtality-caused principally by
diarrheal disease, other infectious and respiratory diseases,
measles, and nutritional deficiencies-accounts for approximately
60% of all deaths. 
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Afghanistan's existing health services-urban centered and 
curatively oriented-are ar from adequate for so dispersed a 
population. Because of thne inadequacy of transport, only a small 
percentage of the rural population has access to the towns and 
cities where modern health services are available. The nomads,
whose migration routes take them far frai settlements for most of 
the year, rarely if ever cam into contact with the health
set-ices. At the tine the Basic Health Services project began,
only about 5%of the rural population had access to a Basic Health 
Center-the most peripheral level of health facility. Indigenous
practitioners such as shopkeepers and mullahs, therefore, provide
the majority of care outside the family. Women, because of Rluslim 
tradition, are especially deprived of modern medical care. They 
can neither make the necessary jcurney to ctain services in the 
towns, nor can they be examined by a male, or even receive iedical 
care frcx, one except through an intermediary. 

Since the 1960s, the concept of Basic Health Centers (BECs)
has become well established in the Ministry of Public Health 
(MVPH) in accord with the recommended policy guidelines of QHO and 

UNICEF. And, for a number of years the MDPH has been expanding
its network of BHCs to provide services to the large rural 
pcxlation. This effort, however, has been seriously hampered by 
a nu er of factors including very limited financial resources,
limited micvagement capacity to implement rural health activities,
and a lack c f female auxiliary personnel essential to reaciing the 
female population. 

The MOPH's long range plan was to establish a SHC in each of 
the country's 197 districts. However, even after this net. -!- of 
rural health centers is ompleted, an estimated 80% of the . iral 
population would still lack cnvenient access to modern health 
care. Poor roads, great distances, and long periods oL isolation 
during the winter greatly limit the number of people who can be 
covered by each center. On the other hand, financial and other 
considerations strictly limil: the number of SHCs that can be 
operated. A predecessor pr)ject of the Basic Health Services 
Project focused on improvin the functioning and coverage of the 
BHCs. The Pcpulat iw. 4nd Family Planning Project (1973-76) was 
premised on the development of the SC as the means of delivering
MCH as well as contraceptive and family planning services. As 
part of this project, AMD provided assistance to strengthen the 
MOH's manageimnt capacity for supporting rural health services. 
The population project also included a subproject providing 
assistance to the Auxiliary Nurse Midwife (ANM) Training School 
for training feirale paramedical personnel. 

Prior to the Basic Health Services project, AMD also sup
ported a BHC pilot project in Parwan/Kapisa Province to test ways 
of inproving the effectiveness and efficiency of E1Cs. This 
model program, together with the experience from the family plan
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ning project, provided a basis for the design of Phase I of this 
project. 

FCT DESCF=IOIN
 

The Basic Health Services Project was designed to assist the 
MOPH in expanding primary *alth care in rural areas. The proj
ect had two major components: the provision of services through
BHCs, and the design of alternative and complementary health 
delivery system to reach those beyond the effective range of the 
BHCs. The project, hen, was to experiment with different veth
ods of providing health services, using the EC as the cornerstone 
of the system. 

It was planned that the project would have a second phase in 
which the most promising village-level health delivery system
would be expanded and further tested in an area large enough to 
encompass one-third of the population. However, Phase II was 
never executed, due to the Soviet takeover of Afghanistan and the 
subsequent closing of the AID mission. 

For the first phase, the project purposes were to: 

Provide basic health services, with emphasis on services 
for women and children, to 830,000 persons living in 50 
minor civil divisions within four of Afghanistan's six 
health regions; and 

Provide two or more alternative health delivery systes
which, when widely replicated, would provide minimal health 
services for those persons without reasonable access to a 
BEC. 

The project's design and specific goals and F:tivities were 
quite flexible in order to allow for shifting political circum
stances and opportunities. The Basic Health Services conent of 
the project was designed to put igether the management systen,
trained personnel, and facilities necessary to provide health 
services. The planned outputs included: establishing a 
regionalized supervisory and support operation to backstop the 
BHCs within the project; constructing and putting into operation
50 BECs; training and assigning BSC field staff; putting into 
operation a client record system; extending the SEC supply system;
and expanding and improving the auxiliary nurse midwife (ANM)
school founded in 1972. 

The planned outputs for the alternative health delivery sys
te. oATponent of the project were deliberately left very ger_ ral 
to provide the necessary latitude for experimentation-testing an 
approac,, dropping it if warranted, and proceeding in a different 
direction. In the project paper, two health delivery systems
models were proposed: the Volunteer Village Health Worker (VEW) 
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model and the Community Entrepreneur Model. In both models, 
frontline workers were to be trained to provide simple diagnosis 
and treatment of common health problems, as ell as to undertake 
health education functions. As the VHW program was beginning, 
however, it became clear that the program, as proposed, would not 
be effective in improving the vital area of maternal and hild 
health. A, a result, the training of traditional midwives was 
undertaken as an experiment in reacning women and children with 
preventive and curative care. 

Management Sciences for Health (MSH) was chosen to provide 
techni:al assistance to the project and to assist the MOPH with 
the implementation of ,aricus c:or~,nents. MSH had assisted the 
MOPH in developing its management capability under the 1973-76 
Family Planning Project and had developed good working relations 
with tl'e ministry. The MSH technical advisors had offices in the 
MOPH, and worked on a routine and daily basis with their counter
parts. Because of the small number of specialized personnel in 
the ministry, the management team was asked to provide advisory 
services in a number of areas unrelated to the project. In order 
to continue this general assistance to the MOPE, the contract with 
MSH specified that roughly 10% of their time be spent working on 
special problems, as directed by the ministry. 

With the exceptiom of the construction/renovation of 50 
BHCs, AID's contribution to the Basic Health Services Project 
consisted primarily of technical assistance in the form of advi
sors, and support of training programs. The major project 
activities are discussed below. 

Provision of Physical Facilities
 

As part of the plan to provide basic health services in 4 
regions of the country, the project partially financed (75%) the 
construction of 50 basic health centers. When it was possible, 
facilities were rented to provide temrary quarters during the 
two or nore years it took to complete construction. In the four 
regions comprising the project area, the IJPH determined that 50 
new 8HCs were required to xciplete the network of these most dis
tant health outposts. The construction of health facilities, 
according to the Management Sc.ence for Health final report, was 
reputed to be "the price that hid to be paid" to get the govern
ment to agree to the rural health delivery program. The construc
tion progressed slowly and was characterized y cost overruns and 
unacceptable construction standards. This caused a great deal of 
friction between AID and the MOPH and even had negative carry-over 
to the other aspects of the project. 

Each center is typically staffed by a physician and two 
paramedical personnel, usually including an assistant laboratory 
technician, vaccinators, or a nurse. Only about one-fourth of the 
centers also have a female auxiliary nurse-midwife. 
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Training of Personnel 

The project had a number of training components, including
overseas and third-country training of specialists in public
health, management and health planning, and the inservice train
ing of health personnel to staff the BCs in the project areas.
Assistance to the ANM School took place under separatea AID sub
project inplemented by the Uriversity of California/Santa Cruz;
this school zrovided trained female health workers for the E1Cs. 

One of the major project -tivities was to develop a master
plan for training health per;onnel in the country. Although a
coherent manpower development plan was never implemented, the
project did make progress in the form of analysis, planning, and
training activities. Job descriptions and operational manuals 
were prepared for the BHC staff after a study of the centers and
analyses of personnel jobs. The project also assisted in thedevelopment and inplementation of a mobile team training program.
Training activities included training-of-trainers courses,
preservice orientation for new physicians, and continuing
education cou.es in technical areas. 

The strategy for upgrading the skills and knowledge of the
BHC staff, as well as their ability to administer health services,
was developed based on the experience of the Parwan-Kapisa Pilot
Project. The primary interventions were operations manuals, fre
quent inservica education, and regular supervision. Each opera
tions manual consisted of two sections: one presenting technical
information about appropriate medical and public health activi
ties for common problems, and the other dealing with managemnt
procedures for the 1iC activities. Manuals were developed for
vhe BHC doctor, female worker male nurse, sanitarian, and clerk.A system was devised using a simple color code wb -by patients
would be screened by one of ,he staff and then rz-ted to the 
appropriate personnel.
 

Frequent continuing education was provided to the EC personnel by a mobile training unit. This team consisted of a
doctor, nurse, nurse-midwife and sanitarian who had received
special training to undertake their training duties. During the
first year of the project, a centrally managed mobile training/
supervisory team approach was used. The training teams, based in
Kabul, travelled to BHCs on a planned schedule for 5-day inser
vice workshops using the operations manuals and other training
materials. At a later date they scheduled follow-up supervisory
and evaluation visits to assess changes in performance and to 
conduct other necessary training. 

3y early 1977 it became obvious that the UPS did not have
the management skills to handle the logistics and scheduling of a
centrally managed, mobile training/supervisory team. Also, an
evaluation of the training teams undertaken in February 1977 
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showed great variation in their abilities to communicate informa
tion. The evaluation showed that the training visits helped the 
BHC workers to use the operations manuals, but the teams were not 
always effective in improving- BCt skills during their one 5-day
visit. The evaluation also showed that the mobile teams were able 
to make only 1.25 supervisory visits to only 60% of the E!Cs 
during the course of a year, and that 40% were not visited at 
all. 

As a result of this evaluation, a decentralized regional
approach to training was adopted in early 1977. The use of re
gional centers represented a shift in strategy to one based on 
preservice training of all workers, formal inservice training at 
an attached BHC for each worker in the region on a twice yearly
basis, supplemented by mobile supervisory visits and a mbile 
training visit to those BHCs in critical need of improvement.
Four regional training centers were planned, although only one was
opened during the life of the project. The concept of regional
centers was adopted not only to facilitate access to the EECs on a 
More regular basis, but to counter the problem of personnel
transfer among the BHCs. The problem was that once an entire EEC 
staff had been trained in a 5-day ccurse, transfers would quickly
result in a mixture of trained and untrained staff. The concept
of a "trained SHC" simply proved invalid. the strategy of
offering each category of worker two courses pe!- y. r in addition 
tc preservice orientation seemed more realistic. 

The one training center put in operation dt1ring the course
of the project-in the Girishk region-gave seven courses per 
year, ranging in length from two to five weeks. The center cen
siated of a formal training team, a mobile training team, and a 
mshile supervisory team. The regional center also was able to 
make at least one supervisory visit per year co the BCs in the 
area. Visits to the EHCs in the region consequently tripled. 

Building a Supply Mnaement Capability 

The project paper states that the objective of this project
coponent was to develop a smoothly functioning system that w.r-ld 
ensure a continuous supp)y of basic drugs, contracepti. s,
supplies, and training materials at all BECs. The problems were
considerable and typical of developing countries; i.e., drugs and 
medicines were allocated quarterly (and sometimes not every
quarter); decisions on allocations vere made at the center-a 
"push" system--with little or nothing known about inventory levels 
or needs at the provincial and BEC levels; wrecked, delayed, or 
non-existent delivery trucks were ommn; the drug formulary had 
not been examined critically for years, with the result that the 
system was burdened by geeater numbers of items than appropriate 
at the BHC level. 

During the preceeding Parwan pilot project, the Management
Sciences for Health team assisted the MOPH study the cmmodities 
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systems down to the BHC level and test elements in the system.
The team also examined the drug schedule and revised it, reducing
greatly the number of item and generally substituting generic
nomenclature drugs for brand name ones. 

In this project, supply management ard logistics were considered 
of the highest importance because a "rural health system which 
runs cut of drugs and supplies quickly runs cut of patients, since 
drugs are what villagers are primarily interested in." (MSH report
introduction) The Parwan-Kapisa pilot project had shown that 
clinic utilization tripled when an adequate supply of drugs was 
made available. The supply management and logistics system was 
designed to avoid complex systems. An example of a simple system 
was the "two bin" system used for contraceptive supplies. The 
BHCs maintained two bins, each holding a three month supply. When 
the first bin was empty, an order form would be filled; and needs 
would be met out of the second bin while awaiting the new 
suplies. 

Development of a L'HC Information System 

One of the project components was the development of an 
information system for the EEC and village-level health network. 
According to the project paper, the purpose of the system to:was 
1) build individual client health histories in order that subse
quent health personnel might serve individuals more effectively;
2) develop over time the data required to construct a health
"profile" of the people in different geogra1phic areas; 3) provide
 
a basis for evaluating BHCs and the individuals staffing them; and
 
4) provide a basis for health research at various political
 
levels.
 

The project worked on a wide variety of information 
systems, from the extremely simple home visit reporting system
for use by illiterate trained dais, to omprehensive information 
systems designed as the core of logistics management. These 
included information systems for the w-rehouse mobile training 
team, basic health centers, perscnnel management, financial 
management, village health workers, dai trainirg program, drug 
procurement, and others. 

The philosophy was to keep information gathering simple,
arv1 to develop innovative methods for use by largely illiterate 
village-level workers. The emphasis was on the development of a 
management information system useful to managers and administra
tors, rather than on the development of data. 

Training in the collection, analysis, and use of data was 
given to all levels of personnel-from village-level health work
ers to the MOPH managers for whom the data were Lnended. Infor
mation systems was incorporated as a subject area in the manuals 
for BHC health personnel, and was included in the training pro
gram. 
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Supoort of the Auxiliary Nurse-Midwife Training School 

In partial response to SH findings of the necessity for 
fielding more female health workers, a sub-project of the Basic 
Health Sprvices project provided ongoing support of the ANM 
Training School founded in 1972. This sub-project was 
administered separately by the University of California/Santa
Cruz. UCS 's role in the expansion and improvement of ANM 
services was to increase the quality of recruitment and 
instruction at the ANM school in Kabul. This was accomplished by
training the entire staff of the school, revising the curriculum,
devising a rec:Iitment procedure, and initiating a method for 
graduate follow-up. As of May 1979, there were 203 graduates and 
140 students. Approximately one third of the graduates were 
working in BLCs. 

Eevelorment of a Villaqe-Level Health Care Delivery System 

While the at<vNi discussed activities were being undertaken 
to improve the 3eLvices provided through the BECs, alternative 
and oomplementary delivery systems were also being explored. As 
mentioned earlier, the N-Cs--even if increased in number and 
improved in quality- ,!U not provide easily accessible primary
health care to the 80% of the population living in remote vil
lages. After studying many alternative plans for extending
health services beyond the EC, the MOPH decided upon two major 
approaches: 

* 	 to train existing indigenous midwives (dais) at the 
village level; and 

* 	 to have villagers choose someone from among themselves 
to be trained as a village health worker (VHW). 

The two approaches--dais and VHWs- w-_re not viewed as mutually
exclusive; rather it was anticipated that the traditional midwife 
and VHW would work as a team to provide services to the coammi
ty. As a team they cruld deal effectively with the most inpor
tant village health -oblems. And, as a male/female team they
could effectively reach wome as well as males with needed health 
services, thus for the first tim giving rural women access to 
modern medical care. The VHWs-imst of whom were male because of 
the literacy selection requirement--wni,, provide simple curative 
care with their stock of prepackaged drugs, and assist the vil
lage with preventive measures such as improving drinking water. 
The trained dai, in addition to attending home deliveries, was to 
provide health education and MCH services, and refer women re
quiring simple drug th rapy to the VHW. 

Developmnt of the VHW Pro rm 

The l SH team worked with the MOM in developing the VHW pro
gram, expertmenting with such questions as: selection process,
minimum qualifications, training requirements, supervision mech
anisms, and the supply of drugs. The VHW program began in May 
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1977. By late 1978, about 140 VHWs had been trained, and plans 
were made to train up to 10,000 more by 1985. 

Se.Lection: Early in the project, it was decided that VHWs would 
be selected by their villages. There was a good deal of 
discussion as to the minimum cr-alifications to establish for this 
class of health personnel. Training traditional healers was 
considered potentially less of a threat to the established 
medical canmunity than the creation of new health providers, 
although ultimately it was decided to allw villagers to -hoose 
anyone they wished. In the selection guidelines presented to the 
villages, the major qualifications were that candidatr 3 be 
literate and able to spend at least 4 hours per day as a VHW. 
VHWs were also to live 10 or more kilometers fram a basic health 
center and be accepted by all ma]or factions of the village. 

The profile of all those actually selected to secve their 
villages as health workers provides sam insight into the imtpor
tance the oamumity placed on training these people. The 137 
VHWs trained during the life of the project fell into three 
groups. 

one group consisted of young, literate, under
employed men who were sons or nephews of mem
bers of the village comittee. A typical member 
of this group might be a 24-year-old son of a 
prominent malek. The malek had three older 
sons to work his lard, but there was not enough 
land to support his youngest son as well. This 
youngest son was then selected to be a VHW, 
thereby gaining sone prestige and a snall incae 
for this part-time job. The second group of 
VdWs included Mullahs and shopkeepers, who were 
usually literate, respected in the village. The 
third group consisted of literate men who had 
been indigenous practitioners of same sort, most 
often as injectionists, herbalists, or bone-set
ters. * 

From the data on occupations it would appear that over 60% fall 
into category I, 20% into category II, and 1%into category III, 
with the remainder falling outside the three general groupings. 

The key feature of VFM recruitment was the creation of "vil
lage carmittees." These camittees, consisting of 3 to 5 per
sons, chosen by the villagers themselves, had the responsibility 
of selecting the Vffa for their village, supporting their wrk
in part by providing a "clinic" rocm-and making sure that they 
performed honestly and competently. The MOPH established a 

*Implementing a National Rural Health System: Management
 

Experiences from Afghanistan. MSH. pp. 60-61.
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special VHW Recruitment Team to help set up these committees. 

The method of establishing these committees was adapted tothe political reality of Afghan villages. They are rot "democratic" in the western sense, and although decisions are made byconsensus, it is the powerful landlords who dictate how they aremade. In selecting the members of the health comnittees, therefore, the approach used was first to select the most iportantman in the village. He then would all together the otherimportant members community, &io thenof the .- wolid decide on themembership. Usually samethe men who informally nade decisions 
for the village were the ones selected. 

According to the final report, 

Although the VHW Recruitment Teams made every
effort to convince the Village Comlittees to take
their new responsibility seriously, inthis factrarely turned out to be the case. The Village
:cmittee menbers were invariably polite andagreed to anything that the Recruitment Teams
suggested. However, when the village was subsequently visited by the VHW supervisor (after the
VHW had begun working in the village), the Village
Camnittee in most cases had not done what it hadpromised to do. It seems clear that although theVillage Cofmittees were usually well-weaning ar
supportive (even enthusiastic) about their VHWs,
they were rarely willing to take concrete steps,
which required time and money, because of a belief
that if they didn't do it perhaps the government
would. 

Training: After the completion of extenzive surve.1 to determine health needs and priorities at the village level, it wasdecided that the VHWs should be tr.iied to recognize and treat afew common diseases as well as to provide health education. Morethan 50% of training hours were devoted to preventive conceptsand services. The fundamental principle underlying the trainingof VHWs was that a short, practical training course could trans
mit the simple skills needed to lower morbidity and mortality
rates. The 3-we-It training corse was conducted in the 2EC in
the district where the health workers lived. The VEWs stayedeither at the BHC or with relatives. They were trained by aKabul-based team of trained trainers. Continuing education courses were planned to be given every 6 months at the EEC. 

The training was intocurriculum divided the followingareas: maternal and child health; family planning; environmental sanitation; personal hygiene; nutrition; introduction
the human body and germ theory of disease; 

to 
first aid; curativemedical care; immiunization; ant organization of the VHW's job.Principles and techniques of health education and of workingwith cmniity leaders (such as the village camnittee) were 
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stressed throughout the course. 

Supervision and Supply: The support of VHWs through supervi
sion and drug supply proved to be difficult to maintain. The 
BHC sanitarian was to visit the village-level health worker 
once a month; however, because of difficult field conditions 
and the lack of financial incentives, supervision was inadequ
ate. Supervision Ly the village health omittee also did not 
happen as planned, andi the final report notes that the involve
ment of this group is probably essential for the health workers 
to survive. 

VHfs were supplied with an initial 3-month stock of the 16 
basic drugs they were authorized to dispense. For resupply 
they went to the nearest HHC to purchase additional packets. 
The sale of drugs was an innovative aspect of the project; 
previously ell drugs dispensed through government programs were 
provided free of cost. 

Financial Suport: The VEM program was designed to be self
supporting. The health workers were not employed by the 
goverrmzrnt, and were not paid a salary. They were part-tine 
workers, but were able to make a sma*l income by selling drugs. 
The workers were authorized to sell prepackaged drugs for a 
small profit ($0.05 per packet) as well as to allow the village 
cominttees to decide upon any other means of tinancial support. 
This provided an average monthly income of roughly U.S. $5. 

After the first few months, however, most of the V1Ms 
voia.d numerous complaints about not receiving a regular 
goveiTment salary. Experience indicated that VEWs spent about 
4-6 hours per day providing health services. And, although a 
govrrment salary was never contemplated, many of the VHWs con
tinued to hope for one. Although none of the village health 
committees provided financial support for their health workers, 
the MOPH hoped that this might eventually occur. 

Development of the Traditional Midwife Triining r2r 

The dai, or untrained traditional birth attendant, is well 
established in the Afghan culture, and performs a very high per
centage of deliveries. The program's intention to link dais with 
tU~e village-level health care systen proved very effective. The 
midwives are self-supprrting, as they charge a fee for deliver
ies, and are well respected. The plan was to upgrade their tech
nical skills in midwifery and train them in the provision of 
primary medical care for children under five years of age. It 
was anticipated that adding a new range of activities to their 
traditional ones would allow them to provide effective medical 
care to both women and children-the two groups that had been 
virtually without access to medical services. The dais were not 
authorized to dispense drugs, as the MOPH and other officials 
felt strongly that illiterate women (the dais are largely illit
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erate) could not be given this responsibility. PatieFr- (women
and children) requiring drug therapy, therefore, had to be refer
red to the male VIN. ' hat kind of cltural problems this ar
rangement posed is not discussed in the project documents. 

Securing and Trainina Personnel: The midwife training program 
was initiated on a national level, which created the need to 
train an estimated 15,000 dais. The MPH planned to train 3,500
dais during the first five years of the program. After several 
teams of trainers had been trained, the MPH decided that the 
instructors should be twelfth grade graduate women as well as 
previously trained dais. A nurse-midwi.fe supervised each 
course. The dai curriculun was based on the concept that learn
ing is most effective and long lasting if it closely resembles 
what the student will later be expected to do. It therefore was 
considered critical that, under sucervision, the dais learn by
examining and treating wc.nen and children. The 5-week traininq 
courses focused on upgrading technical skills, creating a basic 
understanding of maternal and child health problems, and develop
ing an understanding of the rinciples of health education. 

The Management Science for Health team found it quite diffi
cult to keep the course practical. Cnce away from Kabul, many of 
the trainers ceverted to lectures and didactic training with 
which they were most familiar. Also, because of traditional sex 
roles, the trainers (women) were reluctant to arrange for the 
dais to work in the BHCs as this involved making arrangements
with the male physicians 4-o administer the centers. 

Although the evaluation team was not able to observe the 
dais in the field because of civil unrest, the training courses 
were not expected to totally alter the way dais practice midwife
ry. How much was retained and for how long remains an open ques
tion. Preliminary reports, however, indicated that the trained 
dais were carrying out duties other than traditional midwifery.
A review of their patient records showed that 40% of their 
patients were children, indicating that their new duties and 
areas of training were being put to use. 

Home visits: Another experiment of 'he Basic Health Services 
Project was in the re of he trained dai as a home visiting 
agent. 'he visiting was directed at finding sick and malnourish
ed children and pregnant women. The dais also provided some 
health education and made referrals to the BHC. Cne feature of 
the experiment was the use of pictorial record systems that 
illiterate dais could use to maintain patient records. The 
results indicated that dais could collect accurate information 
and that they could be supervised by BHCs. 

Suervision: This issue was not discussed in the project docu
me~ntation available for the preparation of this report. 
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IPLPEETATIN EXERINC 

FLNAL PROTJ= STATUS
 

OurPUTS 	 STATS
 

1. 	Four operational regional 1. One operational, June 1979. 
Health Centers (BEC) and 
alternative health delivery 
systirs (ADS). 

2. 	 50 operational BBCs. 2. 43 constructed. 

3. 	ANM school operating at 3. 203 graduates and 140 
optimal level (an estimated students as of May 1979. 
140 ANMs will complete train
ing by the end of the project). 

4. 	 BHC personnel trained and 4. No information. 

assigned. 

5. 	 BHC supply system operating. 

6. 	 Two or more alternative 6. Village health worker program 
health delivery systems approved by Afghan cabinet, 
designed and xproved for April 1977; National dai 
testing. training program initiated 

in 	 fall of 1977. 

7. 	 Elements of one or more 
alternative health delivery 
system demonstrated effective 
and financially and 
administratively feasible.
 

The project was suspended in June of 1979, several months 
after the takeover of a Soviet-backed goverrment. Upon assuming 
power, tne pro-Smviet government radically changed the MOPH's 
philostT.hy and approach to primary health care. According to 
Management Sciences for Health's final report: 

The new pro-Soviet government that took power in Kabul 
in April, 1978 decided to eliminate the VPW program for 
political rather than technical reasons. New advisors 
urged the Ministry to stop training workers similar to 
the Chinese "Barefoot Doctors". They argued that health 
workers similar to the Soviet "feldshers" should be 
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trained instead. Despite the fact that "feldshers" 
were inarpropriate for providing health care to 
Aixh=_- villagers (since they came from the city, 
were not chosen by the villagers, and were based
 
in fixed health facilities located at a great 
distance from many villages), the MOPH decided to 
accept the Soviet advice.*
 

Although information is sketchy about the current status of 
other components of the Basic Health Services program, it appears 
that the Auxiliary Nurse Midwife Mraining School in Kabul
 
continues to function, and that dais are still being trained. 

Despite its premature termiiation, during its nearly three 
and one half years of operation, the project evidently had made 
considerable improvements in the BHC system and had established 
promising experiments with village health wrkers and dais. In
formation about the effectiveness and potential impact of the 
program is available from four sources: 1) the evaluation 
conducted in October 1977, after I year of operation; 2) the 
Health Sector Strategy and Assessment conducted in March 1978 
to help finalize the design of the project's planned second 
phase; 3) the studies conducted during the course of the project 
to judge the effectiveness of various interventions; and 4) the 
contractor's final report which was prepared in lieu of a final 
evaluation. his report focuses on the successes and failures of
 
the program, and provides a substantial body of recommendations 
regarding the provision of primary heatlh care in developing 
countries.
 

A great deal of effort was expended to improve the perform
ance of the BHC~s by focusing attention on the area of personnel, 
training, logistics, record 1aeping, information use, and super
vision. During the six-year** course of technical assistance the 
MOPH moved fram a state of unawareness about many of these 
management areas to a point of being able to carry out some of 
them in a rudimentary way. The shift in attention given to 
management within the ministry can be gauged from the increase of 
Basic Health Services management and training personnel from one 
in 1973 to fifty in 1979.
 

Nevertheless, wide-ranging weaknesses in management capabil
ity continued to hamper the development of the health delivery 
system throu ut the project. The final report prepared by 
Management Sciences for Health rotes that "in countries such as 
Afghanistan, where there is a critical shortage of trained 

*Inlementing a National Rural Health System: Management 
acperiences from Afghanistan. MSH. po49. 

**6 years including the management assistance to the predecessor 
Family Planning Project.
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administrators and managers, new support systems development, and
improvement of existing systems may be expected to require from
five to ten years from initial introduction of the concept until
the operational systen reaches a level of steady-state opera
tions."* This iL a time-consuming process, yet an essential oneif BECs are to .runction properly and if new village-level
program are to be -.14pported. Follooving, then, is review ofa
the impact of the major project activi'ties undertaken to improve
basic health services: 

Manper Planning/Traininq 

Despite project Pfforts in the area, the M{H's manpower
development program continued to be largely uncoordinated,
unrlanned, cnd accorded low priority. There was no focus or
rieft ; analysis for planning and impl.en entating manpower
development programs. Recruitment was i'noreu, and there were 
many vacant positions in the BHCs, especially for female workers.
The training itself was problematical, although technically
feasible. By the end of the project, effective training prograns
had been develope and successfully implemented for every clarsof trainer and worker. The project did encounter difficulty in
training higher level MOPH personnel outside Lge country Iecauseof their lack of proficiency in English. (They were to be sent
to the U.S.A.) Candidates were simply not available forin-country language training for long enough periods efore their
departure as they coud not b spared from their w:rk. As a
result, established laijuage proficiency stanrards usually had to
be waived. The evaluation reports that ber;.-se of this pr-cess,

the candidates undoLbtedly missed man- potential h.nefits of

their training. Th- evaluation report stressed the need 
 coexplore third and in-country trainin opportunities, since thetraining wild be more aaroriate, and English might not be 
required. 

To dea-L with the problems of staff turnover and absenteeism,
especially high in rural areas, the project attempted to develop
clear personnel policies and to institute a system of incentives.Free living quarters as an incentive for rural work were estab
lisheo, end higher pay was authorized for hardship posts. How
ever, an incentive system keyed to performance was never ac
cepted, as it was simply too removed from traditional operating
procedures where family and political connections are of for-sst
.importance, and seniority rather than performance theis basis 
for prortion.
 

* 	 Imlementinq a National Rural Health System: Management
Experiences fran Afghanistan. 1H.p.122. 
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Information Svstem 

Two years after the project began, the Health Sector Strategy
and Assessment reoort notes that the MPH was operating in a rela
tive vacuum of information. Health data collected from surveys or 
from heulth centers and hospitals were rarely used by Ministry
officials in making technical decisions. Political, personality,
and family factors proved far more important in determining what
decisions were made. The final report prepared by Management
Sciences for Health notes far .'nr-o data werealso th'.c collected 
than were ever used.
 

Information systEms wern a continued compnent .f the project
and were of interest to the Management Sciences for Health 
technical advisory ':eam. Hcwever, though considerable effort was
placed -n the develoment and simolification of routine health
services reporting systemns, and arnual workplanning procedures, 
none of them "took." According to the final report, Ministry 
managers were not ac-z.toed to relying on such information and
decisions were more often made on inmressionistic and 
interpersonal grounds. (p. 41) This report further notes that,"While information system have imortant roles to play in rural 
health services development, priority for their development ahould
be based on potential use, which well differ from wnatmay the 
outside view might expect." (p.41)
 

Loaistics
 

Although the technical assistance team worked for six years
in the area of logistics, it was not until the fourth year (1977)
that the MCPH began to take concrete steps toward establishing a 
coordinated loqistic]l system. Some parts of the supply manage
ment ar logisi:ics system were more quickly adopted and routinized
than others. The central warehouse systen, for example, was
operating we. by the time the project was terminated, and the 
systen developed for ordering and supplying drugs was substantial
ly i--oved. 

The EHCs had twice .early sh .pments, whereas in 1973 they
u:u-Ily had one shipment every to years. The time required to
distribute drugs and supplies to all BECs was reduced by 50%. 
Drug supply was improved _hrcugh standardizing and reducing the
drug list; establishing more effective procurement and storage;
and utilization competitive procurement, generic nomenclature, and
the procedures of tie new central warehouse. However, by 1974,
the MOPH had not develcoed the capacity to vary annual require
m-nts by health center, nor to handle requests for additional
supp)lies. Active health centrs still ran ut of drugs. The MSH
finai report concludes that, -Shortages and imbalances remain very
real, and logistics support more clearly emerged as the major
constraint on the current state of BEC performance." (p. 30)
Lack of adequate s-upplies not only decreases user confidence, but
also hurts staff morale by hindering the health workers' ability 
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to carry out the curative tasks for which they have been trained. 

The substantial budgetary savings realized through the use of 
generic drugs allowed the MPH to increase the amount of drugs 
given to the BHs. Another innovation which proved highly 
effective was the packaging of drugs in unit-of-treatent form. 
This resulted in less waste and more standardized drug therapy, 
and facilitated the dispersal of drugs to village-level health 
workers. 

The Alternative Health Delivery Systems 

Both trained dais and village health workers had been very
well accepted by Afghan villagers. For the first time, villagers 
had access to a person trained in "modern" medicine, with a supply 
of drugs, and within a 10-minute walk. The VH1s themselves 
responded enthusiastiLally to the new program as well. In the 
village, their new status gave them respect and prestige. 

The dais, nearly all of whom are over forty and illiterate, 
demonstrated an ability to ugrade their basic knowledge and 
skills related to maternal and dild health. Villages without 
trained dais were anxious to have them and exerted political 
pressure to have local dais included in training programs. 

VIVE, saw an average of 80-100 persons a month. They 
resupplied themselves with drugs, and demonstrated good ju3gement
in the use of drugs. The VF}s showed high levels of learning and 
retention on repeated testing. Unfortunately, the VHW program was 
suspended before it could confirm the hopes for sustained village 
loyal ty and support (including a ucial financial support). 

Although bW.th programs appeared to be successful, detailed 
evaluations were not cossible because of civil disorder in the 
country. Available data, however, have enabled a nunber of 
general cbservations (quoted from the MSH report) to be made 
about the two projects. 

Because of the high level of enthusiasn and support for 
trained health workers at the village level, recTuitment 
and selection of motivated villagers has not proven to be 
a difficult task. 

Sighly specific training curricula with behavioral objec
tives are necessary for the effective "training-of
r.rainers," and for p:tential outcomes for short, inten
sive training courses. 

Logistical supply and supervision of village workers are 
far more difficult to organize and manage than are 
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* recruitment and training. Incentives (financial and 
otherwise) need to be carefully built into the 
supervisory and supply process. 

By allowing the villagers and village comittees to have 
final say regarding who their VHW cr trained dai should 
be, it is possible to minimize village factional 
infighting from weakening the effectiveness of tne dosen 
workers in xhe village 

For tne village workers themselves, it is difficult to 
provide incentives so that they will concentrate 
primarily on health education ar' preventive activities 
rather than curative care. 

In addition, initial experience with the VHW and dai programs 
indicated that the Government of Afghanistan is capable of financ
ing the cost of initiating and maintaining the program. As the 
programs vre planned, neither of the village-level worker cate
gories was salaried. The yearly cost of the VHW program was 
estimated at $0.41 per patient visit: $0.19 borne by the patient 
(cost of drugs), plus $0.22 borne by the government (cost of 
training, start-up costs, supervision, program management costs, 
and overhead costs). The cost to the patient for receiving care 
from a VHW aompared venl favorably with that for receiving care 
from any other n-government health source. For example, seeking 
care from a pharmacist involved not only the cost of transporta
tion but also the purchase of drugs-non-generic and with a 
substantially higher mark-up than that authorized for the VHW. 
Such a visit to a pharmacist has been estimated to cost aproxi
mately $6.20, -iarly 30 times the cost of a VHW patient visit. 
Whether villagers E!rceived the two services as comparable in 
quality was not ar.'ered during the short duration of the 
programs. 

ProgramProblems with the VJHW 

The major problems with the VFW program were its emphasis on 
curative care and the lack of sufficient financial incentives. 
The evaluation report noted that although the program was designed 
to deliver both curative and preventive seivices, there was a 
stxrng possiblit- that the curative couponents would be provided 

at the expense of the preventive. This occurred, in fact, during 
the few years the program was in operation. The prevailing demand 
amxng the rural population is for curative health services. In 
addition the VHWs were financially rewarded (in the form of pro
fits from drug sales) only for curative services. Although 50% of 
training time was devoted to preventive services, the only incen
tive for providing them was the motivation of VHWs through train
ing and supervision. This situation continued to pose problems 
throughout the life of the project. 
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The question of financial incentives for the Va4 was another 
issue that was never resolved. The program was designed on the 
basis of unsalaried VHWs, yet most of them expected that the 
government would eventually make the position a paid one. The 
village health committees were encouraged to provide some form of 
small stipend to the VH by levying a fee on each family. Nbne of 
the comittees, however, took such action as they also felt that a 
government salary was necessary and probably forthcoming. The 
program was terminated before an appropriate financing mechanism 
was established. 

The use of generic drugs packaged in plain wrappers also was 
a =roble for VHWs, as these drugs were perceived P-s inferior to 
tle more elaborately and expensively packaged drugs dispensed by 
the pharmacies. The program did begin experimenting with diffe
rent packaging; however, the program was terminated before this 
issue was resolved. 

Problems With the Dai Program 

On the whole, the dai program appeared to encounter consider
ably fewer difficulties than the VHW program. The dai was already 
an established figure in the comunity, and one that was already 
financially supported by the community on a fee-for-service basis. 
The major problem with the dai program was the difficulty of su
pervising them in the field so that they did not slip back into 
traditional midwifery practices after their training courses. 
Another imortint problem was that of referrals of problem cases 
and high-risk pzegnant women to BH.s. For, although the dai was 
trained t identify these cases and refer them to the nearest 
center, the centers themselves were often ill-prepared tn take 
care of these referrals. This reduced the effectiveness of the 
village-level workers as well as the credibility of the dai. 

Conclusion 

Although recent political events have terminated important 
aspects of the Basic Health Services project, the project nonethe
less has h.-,d one of the longest lives of any national PHC cam
paign. It is hoped that experiences fromn this project, many of 
them well studied by MSH and others, may improve the planning and 
effectiveness of PHC programs in other countries. 
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Fall 1980 

IDNTFCATION
 

Project Name 	 Strengthening Rural Health
and Number: Delivery Systems, Number 263-0015 

Location: Governorates (provinces) of 
Fayoum, Dakahleia, Assiut and 
Beheira
 

Project Dates: 	 1978 - 1983
 

Funding Level 	 AIM Grant: $8.5 million
 
and Source: Government of
 

Egypt (GOE): $3.1 million
 

Respcnsible Offices: Office of Health and Population, 
USAID/Cairo 

Bureau for Near East; Office of 
Technical Support; Health, Popu
lation and Nutrition; 
AID/Washington 

Principal Contractor: 	 Westinghouse Health Systems 
(host country =ntract) 

Implementing Agency: 	 Ministry of Health (MOH), Rural 
Health Services Division 
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C STAMIICS 

Total Population: 42.1 million
 

Rural Population: 55% Infant Mortality Rate: 90 

Population Growth Rate: 2.7% Life Expectancy at Birth: 54
 

GNP Per Capita: $390 Adult Literacy Rate: 44% 

SYNPSIS 

Egypt's Ministry of Health, realizing the urgent need to make 
its rural health delivery system more effective, is making a major 
effort to eliminate the rmnstraint3 hampering the system's
operation. An effort is also being made to identify major health 
problems aid test ways to reduce them. Varied health interventions 
are being tested in four representative areas. The project is now 
nearly halfway through its five year life. In spite of numerous 
delays and constraints, the project appears to be making
substantial progress in revising administrative and service 
procedures aid instituting effective ammunity outreach. 

BACMND 

In spite of major governmental efforts to raise the standard 
of living, rural Egyptians continue to suffer from the problems 
common to developing countries: poverty, lack of education and poor
health. Rural Egypt, however, also has a unique problem: because 
its habitable land is limited to a narrow strip along the Nile id 
the Delta, Egypt has an extremely high rural population density 
(about 2,700/square ile in the inhabited 'ea). Villages of over 
10,000 inhabitants covering only 10 squat .ilameters ace common, 
and some villages reach a size of 20,000. Sanitary facilities, 
water supply, refuse disposal and housing in these villages are 
largely inadequate. 

The most prevalent health problems are infectious diseases,
and parasitic and gastrointestinal problems which often contribute 
to undernutrition among older babies and toddlers. Infant and 
child rtality rates are especially high in rural areas, around 
130 to 150/1000. Almost half of preschool child deaths are caused 
by diarrheal disease* (estimates made in the project area range 
b2 een 60 and 70%).
 

This situation persists despite an unusually extensive health 
system: at the end of 1977, thzre were 2,282 rural health 
facilitics (outpatient units, health centers with 10-20 beds and 

*Source - Wrkshop on Nutrition and Health in Egypt, Office of 
Nutrition, AID/Washington, 1979, p.118. 
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rural hospitals), with an average unit/population ration of 1/9,049
and a ,nit/village ratio of 1/1.77. All villages are within 3 km 
of a health facility.* 

Egypt is unusual among developing countries in that all 
facilities have at least one physician and nurse, plus auxiliary
and support personnel. Except for the doctor, personnel are 
usually from the a a served. Volunteer community health workers 
have not been commnly used in Egypt. 

All three levels of facilities (health units, health centers 
and rural hospitals) provide integrated basic health services, but 
differ in the complexity of ',re offered. Basic services include 
health education, MCH, school health, communicable and parasitic
disease control, environmental sanitation and emergency and cura
tive medical care. Each facility is responsible for reporting
births and deaths in its jurisdiction. Services are free of 
charge, except for a few nominal fees. 

Despite this substantial and accessible system, however, 
serious problems in health delivery are evident: low outreach; a 
general lack of preventive efforts (few if any preventive health 
checks for infants and toddlers, other than imnunizations); lack of 
knowledge and skills appropriate to rural practice by both doctors 
and nurses; poor and infrequent supervision (partly due to 
transportation and calmunication problems); and an excessively time
 
consuming record system. 

At least part of the reason for the relatively poor perform
ance of health personnel has been attributed to lack of incentives 
and motivation. The Egyptian system guarantees jobs to all 
university graduates. Education is free for all and enrollment has 
increased tremendously, far outstripping available facilities and 
faculty. This has resulted in low standards, lack of supervision
and discipline and lack of practical training. Another reason for 
poor performance is the extreme primacy of the physician. Nurses 
conmand little respect and are not allowed to function fully.
Nursing education also suffers from a lack of hands-on practice. 

Factors in underutilization of existing services by the rural 
population include the wide cultural gap between doctor and client,
 
the still strong reliance on traditional medicine, and popular
skepticism about the effectiveness of government clinic services. 
It is estimated that only about 11% of the people see the MDH 

*.Egyptian Experience in Primary Health Care, Ministry of Health, 
Cairo, n.d., p.15. 
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doctor first--the majority first consult the pharmacist, family, 
traditional healers or private doctors. Most rural women (and a 
substantial number of urban women) still prefer traditional 
midwives (dayas).
 

As such problems we-'e identified, it became clear that almost 
all azspects of Egypt's rural health service delivery system 
required strengthening. The current project was conceived for this 
purpose- Priority areas for cooperation included conducting a 
health sector analysis. and carrying out a rural health pilot 
project. 

The project agreement w:,_s signed in September 1976. 
According to che November 1977 PF, implementation was delayod for 
a variety of reasons, including changes in AID procedures for "host 
country contracting," delays in aeeting the "conditions precedent," 
and insufficient mission staff. The MOH itself contracted
 
Westinghouse as the prime contractor for this project. A technical 
assistance contract was approved in January 1978, and 
implementation began in April 1978. 

PRJECT DESCRIICN 

The project's purpose is to assist the MOH in inproving rural 
health by identifying and testing methods to reduce or eliminate 
major constraints to effective health service delivery and by 
identifying health problems and means to solve th,1n. 

Major outputs are summarized as follows: 

Provision and testing of logistic support systems: 
transportation, communications and equipment. 

Disease control and preventive health services designed, 
tested, and operating. 

Analysis and training systems established for primary 
health care orientation and skillb; information gathering 
and processing; personnel management and motivation; 
evaluation. 

( munity participation sup )rtive of improved health 
services. 

The project is being carried out in four governorates tnat are 
representative of the entire country (Fayoum and Assiut in Upper 
Egypt; and Dakahleia and Beheira in Lower Egypt). These 
governorates encompass nine districts with over two million people 
(about 10% of Egypt's rural population) and contain 227 health 
facilities (about 10% of the rural health system). The project 
began in April 1978 and is scheduled to terminate in five years. 
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Project activities are divided into several distinct phases:
The preparatory phase (the first 3 months) was devoted carryingto 
out tAo pilot surveys to help identify problem areas and to prepar
ing the implementation plan. 

The next six months were used for conducting more extensive 
surveys of the health situation and delivery system. The project
is now in the first of three implementation phases of 18 months 
each which sequentially introduce service innovations, improve
and evaluate support facilities and carry out =plied cesearch on 
specific health probles.
 

During the first two years, transportation (vehicles ard their 
necessary support systems) are being provided to all districts, but 
health services are only being implemented in one district in each 
governorate. The other districts in these governorates serve as 
controls, to enable assessment of the effects on health status of 
improved transportation singly and in combination with improved 
health services.
 

According to the plan, during implementation phase I, major
efforts and activities are to be directed towards strengthening
basic service programs, namely maternal and child health, health 
education, family planning, school health, and environmental 
health. Strengthening these program is to be achieved through
1) reorganizing program activities; 2) establishing activean

outreach through regular home visiting by the nursing staff,
3) progressively delegating diagnostic and treatment responsibili
ties for common and simple conditions (such as uncomplicated
childhood diarrhea) to the nurse; and 4) establishing regular and 
buqportive supervision for all members of the health team. In 
addition, professional skill and motivation are to be raised by
instituting an inservice training program as well as an incentive 
system to foster team spirit and individual performance. 

During the second implementation phase, services will be 
started in the other four districts. The project will also look in 
greater detail into the potential for utilizing axmnunity 
resources, e.g., the feasibility of extending health services 
through the use of dayas (traditional midwives), community health 
workers and/or neighborhood mothers as a link between the formal 
health service and the community. Development and implementation
of a replicable communications system, expansion of the transport 
system, exploration of alternative systems for delivering
services, as well as build-up of peripheral and central expertise
through local and overseas training are also planned for this 
phase. 

During the third implementation phase, a "pruned" system,
incorporating experience from both earlier phases, will be tested
for eventual national replication. In- addition, training will 
start for staff from other districts and governorates.
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The project is a large scale pilot effort to improve health 
services. It is not a research project. Specific studies that 
need to be undertaken during project operation hence are designed 
to test alternate means of service delivery in such areas as 
health system evaluation and manpower training and motivation. A 
system for project evaluation has been prepared which examines 
health service outccmes, outputs, quality of care, and individual 
worker performance. 

The following chart lists major project outputs and their status as 
of mid-1980. 

ODT3TS 	 S TA 

1. 	Support systems. 
a. 	 Transportation. a. Vehicles provided to 

all health centers and 
M (140 vehicles); all 
but 1 center utilizing 
vehicles.
 

b. 	 Communications. b. Still in planning 
stage; to be 
implemented in phase 
II. 

c. 	 Supply, equipment and c. Facility maintenance 
maintenance. and drug supply system

designed but not yet 
implemented. 
Commodity ordering 
system implemented.
Most comoities
 

received. 

d. Administration and 	 d. Revised dmiristrative 
supervision, 	 system developed - in 

use in a minority of 
facilities. All 
supervisors trained 
and provided with 
checklLsts. Special
supervisory "flying
team" established. 

2. 	 Health services. 
a. Phase I. 	 a. Revised M(H services 

and home visiting
implemented in over 
half of facilities.
 

28
 



FP to be implemented 
soon. Second phase of 
health education in 
preparation
(designing kits). 
Trainers identified 
for environmental 
health; health and 
inpatient programs not 
yet begun. 

b. Phase II. b. 	 Not yet begun. 

c. Phase III. c. 	 Not yet begun. 

3. Analysis and training systems. 

a. 	 orientation and skills training, a. 13 training sessions 
held: 
pre-implementation (3
days) for 578 
physicians, nurses and 
sanitarians, lab techs.
 
170 supervisors trained. 
Data collectors trained. 
Overseas: long-term, I 
physician (of 6);
short-term, 3 district 
health officers. 
Workshops and visits 
for project directors. 

b. 	 Information system. b. New service records 
and logs developed and 
in use for MCH and FP 
supervision and 
administration. 
Others in preparation. 

u.Personnel management. c. Incentives studied and 
system developed (also 
see "supervisory 
systems"). 

d. 	 Evaluation system. d. Planned and partially 
implemented: Baseline 
survey, first facility 
survey and household
 
survey completed. 
Supervisory feedback 
system implemented. 

4. 	 Ccmmunity participation. 4. Activities identified; 
feasibility studies done. 
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Activities to begin in 
Phase II.
 

5. Studies of specific problems 5.Diarrheal disEase control
 
(applied research) (Eight pro- study completed. Study

posed, L.O.P.) of personnel incentive
 

system in progress.
 

Sources: 	 First and Second Annual Reports, SRHD Project, A.A.
 
Keilmann, Westinghouse Health Systems advisor, May 1979,
""
 and May 1980. 


The project oow covers 120 health facilitis in four
districts, and will cover 241 by January 1981. Acconling to the 
implementation plan, phase I should have been completed by
mid.-1980, so the project is somewhat behind schedule. However, 
considering the problems encountered (discussed later), the project
has been judged by the contractor and AID personnel to be progress
ing rather well. The 1979 AID Project Evaluation Summary (PES)
noted that to avoid delays in future projects a more realistic time 
frame should be allowed for contractor orientation and develcpment
of implementaticn plans, and that sufficient administrative and 
logistic support should be provided for contractors. 

The project operates through the existing administrative 
framework of the Rural Health Services Division of the MOH, with
K'U personnel carrying out project responsibilities directly
related to their ongoing post.:ions. The project's Director is an 
Undersecretary of State and Director of ndcdnic Disease Control;
the Deputy Director is Director of Rural Health Services; and the
full-time Executive Director is the former Director of }bural Health 
Units. The contractor's Chief of Party (COP) and Deputy COP serve 
as consultants to the project in close collaboration with the 
Executive Director. The projec: is represented in the governorates

by Deputy Field Directors who are also thi Directors General of
Health Services in the governorates. The District Executive 
Directors are usually the District Medical Officers, and are
resporsible for implementing project policy. As a means of 
providing a degree of independent expertise, judgement, and outside 
peer group suport for the project, a Technical Advisory Committee 
(TAC) of eminent U.S. and Egyptian physicians was created. This 
TAC has held two meetings, in August 1978 and September 1979. 

The principal contractor is Westinghouse Health Systems (WHS),

contracted by the GOE and char ad with providing technical 
assistance, which includes assistaince with surveys, methodology,
planning, implemention, testing and evalvation of all facets of the 
project. This assistance has been provided by too long-term
resident advisors, the COP, and an adviser for management and 
trai.ing (who has now completed his 19-month assignment and left 
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Egypt), plus short-term consultants as eeded t e mlemc-tation 
plan projected use of a:out 12 _ort-tern for a totalconsultants 
of about 66 weeks; as of '.tIv 1980, there had been 18 consultancies, 
for a total of aoout 53 personiweeks). 

The 1979 Project Evaluation Summary (PES) stated that the 
professional caliber of the C-OP was outstanding; and that he and 
the management and training planner had established good rapport 
with MDH officials. Accordin9 to another source, the YIDH has been 
reluctant to accept furthier long-term. U.S. consultants but has had 
difficulty in identifying appropriate Egyptian staff and 
consultants.
 

Considering the structural constraints of Egypt's rural health 
delivery system, the pro~ect appears to be making good progres., 
according to all sources consulted. The current project status 
chart 3etails output acccmlishment. 

According to the project's first annual report, major 
constraints during the project's first year were time, delays in 
obtaining equipment, poor quality of equipment received, and 
difficulty in recruiting suitable man~ower. As the 1979 PES &_so 
noted, insufficient time was allowed for problem diagnosis and 
elaooration of training plans and haterials, which had to be 
developed "from scratch." Equipment was delayed or unsuitable, 
oecause of insufficiently detailed specifications and poor planning 
-- for exaasle, 150 hand calculators were received for which 
batteries are not locally available; the slide projector otained 
.s not suitable for field conditions; ehicles are of two different 
makes, complicati j repair and spare parts inventories. 

During the ond and third years, substantial progress has 
been made, and -o ised administrative and service procedures have 
been implemented.* Implementation has been slow, however, because 
of continued deficiencies in health workers' knowledge and skills 
and the clinical orientation of physicians. But health teams in 
scami facilities are starting to accept broader community health 
responsibilities, skills have increased, and team members are 
taking on new roles. An indicator of improved outreach is that 
before project implementation began, only 1 in 60 mothers was aware 
of oral rehydration therapy; after five months of implementation, 1 
in 5 was aware of ORT (according to the Second Annual Report). 

Nevertheless, the most inportant implementation constraint 
continues to be the performance of health workers, as well as a 
lack of qualified personnel for higher levels (which became evident 
when the project was trying to recruit trainers and an assistant to 
the Executive Director). 

Commodities continue to cause problems-those ordered fram 
abroad have frequently been delayed or lost, and even local 
procurement has been slow and difficult. 

*Source: Second Annual Report, May 1980; interview with oontract)r 

COP, October 1980.
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Overseas traininq of Egyptian personnel has also experienced 
problems: there are few applicarts, and even fewer who are fully 
qualified. A major problam has been lack of sufficient ability in 
English. Because of delays in the selection and approval process, 
attrition has been a problem even among qualified potential
 
trainees.
 

The project has instituted an incentive system to help

increase output and dedication and compensate for low salaries. 
Monetary incentives are provided ': the entire health team if all 
team members have achieved a zafled percentaqe of expected 
output. Individual incentives canIbe earned by members of unsuc
cessful teams vho perform individually at high levels. There are 
also non-monetary incentives, such as public recognition and the 
opportunity for additional training. Award of incentives is based 
on quarterly supervisory evaluations. The personnel incentive 
sustem has resulted in some increase in staff output, but has been 
beset by pressures for routinization which would make it meaning
less. The contractor advisor emphasized the need for a good, tight 
supervisory system to make incentives work. 

There have been two AID evaluations of the project (PESs of 
1977 and 1979). Some of the major recommendations have already 
been noted. In brief, the 1977 PES, conducted prior to implement
ation, noted delays encountered and exterded the project completion
date; requested clarification of local currency accounting and of 
the relationships of MOH, USAID and the Technical Advisory Commit
tee (TAC); and noted the benefits of host country contractinq in 
increasing GOE involvement and commitment, even thouqh it caused a 
delay in implementation. 

The 1979 PES again extended the project completion date; 
recommended revisions in the project paper log frame and budget to 
fit the implementation plan (to be done after the technical 
evaluation now tentatively scheduled for January-February 1981).
And, as noted Previously, the PES recommended a more realistic time 
fcame for implementation planning, and increased local staff sup
port if necessary. The PES also recormended that a decision had to 
be taken on whether to continue the TAC, as the project seemed to 
be progressing smoothly despite the lack of significant TAC contri
butions. It was later determined that the TAC would continue, 
according to the AIDAashington project officer. In general, the 
PES corroborated the constraints and problems noted by the con
tractor's COP, and concurred in revising the project purpose to 
emphasize improving the health status of beneficiaries as well as 
improving services, noting that the design process should permit 
such flexibility. The PE.P also noted the need to determine whether 
local personnel are capable of maintaining and repairing the 
commodities ordered, and the need to provide accurate, detailed 
commodity specifications. 
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The "applied research" study on diarrheal disease control has 
bec e an important focus of the project. It is beiK3 carried out 
in 29 villages in 3 distrtcts of the Dakahleia -)overnorate, over
ing 23,800 children below age 5. Its o'o]ective is to find cost
effective 7eans to reduce preschool child mortality by testing 
different types ad methods of distributing oral rehydration salts, 
as well as investigating all child deaths in the area to determine 
causes and circimstances. Preliminary results indicate that in 
villages where Uralyte was made available through home distribu
tion, mortality was less than half that in control villages. 
Hcome-prepared sugar-salt solutions and use of prepacked sucrose/ 
salt mixture reduced i-7ortality ty over a third of that of control 
levels. However, Oralyte distributed through commercial outlets 
(shops and pharmacies) did little to reduce nortality, due to the 
outlets' failure to properly instruct mothers in its use.* 

'Source: "Second Progress Review Meeting on the Diarrheal Disease 
Control Study," S.R.H.D. Project, Mansoura, October 14, 1980. 
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IrIFICATIM 

Project Name Urban Health Delivery Systems,
and Number: Number 263-0065 

Location: 3 health zones in Greater Cairo: 
West and South Cairo, Helwan 

Project Dates: 
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Pw'iing Level AID Grant: $25,272,000
wW Source: Government of 

Egypt (GOE): $19,388,000
 

Responsible Offices: Health and Population Office, 
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Technical Support; Health, Popu
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COtNMY STATISTICS 

Total Population: 42.1 million 

Rural Population: 55% Infant Mrtality Rate: 90 

Population Growth Rate: 2.7% Life Expectancy at Birth: 54 

Ge Per Capita: $390 Adult Literacy Rate: 44% 

SYCSIS 

Rapid population growth and high density have aggravated urban 
health problems in Egypt. In spite of extensive health infrastruc
ture and personnel, urban health care needs are ML being adequately 
met. The GOE has undertaken this project in three areas of Cairo as 
a demonstration, to be replicated if feasible. The purpose is to 
mat the health delivery system more accessible and effective, 
through improvement in management, personnel performance, community 
education and outreach, logistical support, and facilities. 
Implementation has just begun. 

BAE DM 

The Egyptian population suffers from health problems common to 
many developing countries: endemic diseases, parasitic and gastro
intestional problems, and malnutrition, particularly among older 
babies and toddlers. Infant and child mortality rates are very high 
(about 6 times higher than rates for developed countries), though 
they are declining. Problems are complicated further by a high 
population growth rate and increasing migration to the cities, 
particularly Greater Cairo, which now is home to over 9 million 
people (about 21% of Egypt's population). Thus, urban density is 
extremely high (136,000/square kilometer in some parts of Cairo). 

Unlike most developing countries, Egypt has developed an 
extensive network of government health facilities staffed by at 
least one physician and nurse, plus auxiliary and support 
personnel. (Community health workers have not been used; this project 
will introduce some volunteer workers and trained traditional 
midwives on an experimental basis). 

There ars some 75 hospital beds available for every 1,000 
Egyptians and one doctor for every 2,000, both very high figures for 
developing countries. But in spite of the apparent availability of 
human and physical resources, substantial GOE investment in health 
activities (around 2%of GNP), and a policy of providing free health 
care for all, the system has not functioned to its full potential. 
Rapidly increasing demand for services has revealed constraints 
within the urban health delivery system. The result has been an 
inability to meet urban health needs. 
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Recent U.S. assistance to Egyptian health programs was begun
in 1974 with the establishment of a U.S.-agyptian Joint Wbrking
Grouo (JWG). In 1976 the G;AKendorsed the concept of initiating a
project to improve urban health services. On the basis of a
preliminary survey of the health situation in Cairo, the current

project was designed by the MOH with assistance from Egyptian and

U.S. contractors and USAID personnel. The approach taken isconsistent with the strategy of the Bgyptian Five Year Health Plan
which stresses prevention, planning, making services readilymore 

available, and ommunity participation in health care.
 

The project should benefit from the experience gained inrelated projects, such as the AID-supported Family Planning and
Rural Health projects (see the previous project suimmary), and a
similar World Bank project in Cairo dealing with MCH and family
planning. The MO will make comparisons and transfer experiences 
aorg projects. 

PRJECT DECR=CN 

The purpose of the Urban Health Delivery System Project
(UHOSP) is to assist the GOE in making the existing urban health 
care delivery system ,ore accessible and effective so that it
better contributes to health bnmrovenent and serve as acan basis 
for replication in other urban areas. The major outputs are: 

A healti sectrr assessment of the project area and Greater 
Cairo.
 

*Upgraded/renovated MCH clinics (10). 

( nstruction/renovation of general urban health centers 
(GUHCs) (14). 

Es tablishment of a Center for Social and Preventive Medicine 
(CSPM) as the central coordinating point for health and
social aspects of MCH services, education, training, and 
research. 

Innovative neighborhood services in health education, basic 
sanitation, nutrition, family planning, and other preventive
measures; community participation mechanisms identified and 
tested. 

Referral system of primary, intermediate, and terti.ry
services developed and tested. 

Training program for the personnel required for the project
'1,500 trained). 

A system for procurement, supplies, and maintenance of 
facilities and equipment. 
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This project was planned as a demonstration effort, to bereplicated if feasible. It covers three zones within Cairo govern
orat--Helwan, South and West Cairo--with a total estimated population of 1.7 million people, 66% of whom are low-inoame, withhealth problems represent:ative of urban areas. The major targetgroups are women of child.earing age and children under 5 years. It
is estimated that approximately 625,000 people in the project area 
fall in these categories. 

The project will attempt tfi correct major pyroblems identifiedin the current deliver" system, which include fragn-ntation of services; poor distribution of personnel; poor maintenance of facili
ties; low public acceptance and utilization of services; poorcontrol and management; lack of motivation, skills and practicalexperience on the part of health personnel; and inadequate outreach.In order to achieve these aims, the project will fund technical
assistance, architectural and engineering services, renovation andconstruction of facilities, procurement of commodities, training,
and other necessary costs such as feasibility studies and
information, education, and communication activities. 

The MOH has overall responsibility for the project. There is an Egyptian central project staff, assisted by four GOE-contracted
firms: in technical assistance (Westinghouse Health Systems, U.S.),health sector assessment (ECTCR, Egyptian) and architecture
engineering (Alemara, Egyptian; and D.M.J.M./Kidde, U.S.) 

and 

The project paper implementation plan outlines how the major
project elements will be carried out: 

1. Planning, evaluation, and health sector assessment. The

project will attempt to institutionalize the capacity 
 for
assessment and plannir- by providing technical assistance indeveloping techniques mAi conducting a health inassessment thedemonstration area (and later in Greater Cairo). A procedural
manual will be developed to guide future assessments. Such 
assessments will provide the information base which is now lackingand which is necessary for rational health services planning and
 
evaluation.
 

2. Pyramidal service delivery. The system iscurrent totally

inadequate for the rapidly growing population. The project will
establish and test a pyramidal delivery and referral system consisting of local Maternal Child Health Clinics (MCHCs), General
Urban Health Centers (GUHCs), and a specialty pediatrics hospital.
Services will be improved and com-unity interaction stimu- iced to encourage people to seek initial care at the local level. Theproject will also expand preventive measures such as nutrition,
family planning, irmtnizations, and sanitation through health 
education and outreach program.
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The fourteen existing MCHCs will be renovated and upgraded co 
enable them to provide primary services, with an emphasis on 
prevention and health maintenance: pre- and postnatal car. of 
mothers and infants; well-baby and "under five" clinics; childhood 
inrnunizations; nutritional advice and intervention, including Dral 
rehydration; dental care and simole dentistry; family planning 
serv ices excluding surgical interventions; simple labor cory
services; general health education and conmunity outreach. Project
experience will also contribute to resolving the current. MOH 
uncertainty as to whether to continue peripheral MCH clinics or to 
absorb their functions into the GUHCs. 

The GUHCs will provide secondary or intermediate care. 
Besides absorbing the functions of Health Bureaus (vital statistics 
registration, immunizations and food sanitation), they provide MCH 
services; school health services; curative care at the general
practitioner level; all outpatient family planning services ; 

people. 

clinical diagnostic laboratory services; diagnostic x-rays; 
pharmacy; and health education. 

These urban health centers are designed to serve 150,000 
Fburteen centers will be required for the demonstration 

area. Six already exist but need additional equipment and 
vehicles; eight additional GUHCs will be constructed and equipped. 
Three maintenance centers wil also be provided, to be attached to 
a GUHC in each 2one. They will repair GUHC and MCHC equipment in 
the zone. 

Tertiary level services 'ill be provided by referral from 
lower level institutions to the Cairo University Pediatric Hbspital
and the Al-Galaa General Maternity Hospital. A unit to house 
additional facilities at the pediatric hospital will be 
constructed.
 

3. Center for Social and Preventive Medicine (CSPM). The CSPM 
will serve an entirely new function, bringing together Cairo 
University's medical education function with the MOH's health 
delivery responsibility. It will provide practical "nands-on" 
experience to redical, nursing, and social service students and 
continuing education and refresher training for inservice doctors, 
nurses, midwives, auxiliaries, and other personnel, while providing
MCH and nutrition services to the community. The CSPM will also 
conduct investigations of social aspects of health care and the 
problems of applying public health measures. 

The CSPM will be staffed by Cairo University faculty and MOH 
personnel. It will be housed on one floor of the above-mentioned 
pediatric hospital addition. 

4. Training and education of service personnel. Major attention 
will be given to upgrading the managerial and technical skills of 
all levels of health workers and developing training capabilities 
within the system. A research, developnent and training unit 

39
 



within the Director's office will :!stablish a detailed training 
plan during the first 6 months of the project and will coordinate 
training courses. Central level courses will be given by the MOH 
and Cairo University. When the CSPM begins operation, it will also 
train trainers for courses at peripheral facilities and hold 
inservice training for personnel, as well as provide practical
experience for students. YCHCs will utilize existing staff for 
inservice staff trainin as well as information, motivation, and 
technical training for local leaders, home visitors and dayas (tra
ditional midwives). Two participants p-r year will be seiccted for 
long-term U.S. training in fields such as health planning, 
statistics, preventive medicine, and health service management.
 
Four others will be selected annually for ..hort-term training in 
similar areas. In addition, observation trips for up to six 
persons per year will be sponsored. 

5. Community participation, consumer motivation, aid health 
outreach. Health services decisions in Egypt traditionally have 
been dominated by the providers, but there is now increasing 
awareness of the need for community participation in 
decision-making and sharing of health-related responsib il ities. 
Community involvement will be sought in three ways: 1) Zonal 
steering committees will be established which will include two 
local leaders in each zone. Cne of these leaders for each zone 
will also serve on the overall project Executive Board; in 
addition, the six community representatives will select one of 
their number to represent consumers on the CSPM board. 2) A home 
visitors program will be tested in one zone. The MCHCs in that 
zonie will use traditional health workers such as dayas and health 
barbers, natural community leaders and community personnel such as 
teachers and social workers as part-time home visitors. They will 
be trained and supervised by ?CHC staff. T1hese part-time personnel 
work in pre- and post-parturn care, hygiene and sanitation,
motivation, registration drives for the N1CH clinics, nutrition and 
family planning information and instruction. 3) An information, 
education, and communications program will be established to 
motivate the practice of family planning. 

IMPLEMENTATION EXPERIENCE
 

The following chart summarizes the project status as of mid-1980. 

CURRENT PRJECT STAIXS 

OUPTS STATIJS* 

1.Health sector assessment. 1. Began October 1980, in 
progress.
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2. 	Panovation of MCMCs (10). 2. Planning stage; plan 
approved for several 
MCHCs October 1980.
 

3. 	Construction/renovation of 14 GUHCs. 3. Planning stage. 

4. 	 Establishment of CSPM. 4. 	 Planning stage (con
struction). 

5. 	 Systen for procurent, supplies and 5. Assessnent made and

maintenance, 
 information gathered for 

implementation plan. 

6. 	 Irtrvative neighborhood hendth 6. Implementation not yet
services; community participation. begun; ongoing planning. 

7. Pyramidal delivery and referral 7. 	 Planning stage. 
system. 

8. 	 Training program for 1,500 personnel. 8. Inservice training on 
philosophy of PEC in all
3 districts began June 
1979 (approx. 1,300
 
trained). Other 
training in planning 
stage.
 

The grant agreement was signed in November 1978. The originalproject assistance completion date was November 15, 1983, but has

since been changed to April 1984. Implementation began in June 1979
with inservice training of health system personnel in the project
area in the general philosophy and approaches of primary health 
care.
 

Technical assistance activities began in May 1980, and to date
have concentrated on developing necessary background information, 
a workplan, and initial plans for project systems and organization.
Technical assistance is being provided by Westinghouse Health
Systems (WES) under a host country contract. MS has two resident
professional advisors in Cairo and one administrative officer. 

The workplan was completed on schedule by the technical assist
ance contractor (WES) in Septeter 1980. The workplan established
the parameters for all project activities except the health sector 
assessment, construction and renovation activities, and the Center 

*Source: Monthly reports by contractors (WHS and ECTVR); interview 
with USAI/Cairo project officer. 
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for Social and Preventive Medicine, which are dealt with in separate 
documents. The plan details the activities and the steps necessary 
to accoplish them. It is meant to be flexible, and is to be updated 
every six months. Activities are grouped under 10 headings, with 
objectives and steps necessary to accomplish them detailed for each 
of the various sub-projects.* 

Work has begun on most of these sub-projects. According to 
the latest S monthly report (October 16, 1980), plans have been 
approved and early implementation activities are beginning in 
information, education, and communications, training; and committees 
on functions-seven have been established to review MMHC needs to 
guide renovation activities. Plans for several MCiCs have been 
approved. Preparatory organization and planning is proceeding for 
other activity groups. The aly areas in which no activity has 
started are community-based care, categorical interventions, and 
pilot centers, which must await implementation of renovation, 
reorganization, and training activities. 

The implementation plan, which was due for completion November 
20, 1980, details priorities among the activities for the first 24 
months and establishes tine frames, personnel, and resource 
assignments for the plan's various segments. It also details 
training., short-term consultant needs and schedules, and evaluation 
procedures. (This document was rot yet available in Washington at 
the time of writing.) Completion of this plan marks the beginning of 
the project's implementation phase. 

The health sector assessment is being carried out by =R, an 
Egyptian firm. The study, which began in Octuber 1980 with an 
epidemiological survey in the Helwan zone, will. be followed by the 
collection of socioeconomic and other data. Cases identified 
during the survey are to be referred to the WCH system for 
treatment. 

The two architecture and enaineering contractors have begun
initial planning for renovation and construction work. Renovation 
of the MCHCs should begin soon (November-December 1980). 

The project is progressing more or less on schedule, according 
to the USAID/Cairo project officer, except for delays incurred in 
negotiations with the four contractors. The original project paper 
plan was felt to be unrealistic in not allowing sufficient tine for 

* The major groups are: 1) organization and management; 2) 
personnel; 3) information, education and communications; 4)
community-based care; 5) categorical interventions (introduction of 
innovative/experimental techniques); 6) procurement, supplies, and 
maintenance; 7) training; 8) evaluation; 9) committee on functions; 
and 10) pilot center(s).
 

42
 



the complex process of negotiating iLltiple host country contracts. 
Steps have since 'een taken to resolve these problems. 

Problems encountered to iate in the project center on dc'velop
ing a workable implementation plan--it has -:en difficult to deal 
with multiple claims and pressures and arrive at a focus on 
specific problems amenable to action. More specifically, monthly 
reports indicate problems with customs duties. The October report 
also notes a need to clarify delegation of authority to persons 
responsible for project activities. Steps have since been taken to 
resolve these problems. 

No evaluations have been conducted to date. Regular AID/MOH 
evaluations are scheduled for approxiirately the 24th, 48th and 
final months of the project. The project's evaluation plan was 
originally scheduled to -iave been campleted during the first six 
months, but due to rescheduling of the implementation plan and 
related activities, ca' pletion of the plan has been postponed until 
February or March 1981. Three kinds of evaluation's are planned: 
on-going process evaluations; periodic impact evaluations; and 
evaluations of specific experimental interventions.* 

* Source: Memorandum on "Suggested Approach to Developing the 
UHDSP Evaluation Plan," Veronica Elliott, October 2, 1980.
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Fall 1980 

'UNISIA 

IDENTIFICATION 

Project Name Rural Community Health, Number 
and Number: 664-0296 

Location: 	 Four rural provinces in central 

western Tunisia
 

Project Dates: 	 FY 1978 - 1984 

Funding Level AID: $5.4 million (loan)
and Source: $2.2 million (grant) 

Government of 
Tunisia (GOT): $2.7 million
 

Responsible Offices: 	 Health Officer, USAID/Tunisia
 

Bureau for Near East; Office of 
Technical Support; Health, 
Population and Nutrition;
 
AID/Washington 

Contractors: 	 Only short-term consultants have 
been on-site thus far (particu
larly for the desit 'n and renova
tion of health centers). Negoti
ations for a long-term team (two
M.D.s, one nurse-practitioner and 
one management specialist) were 
completed in 1981 with the Family 
Health Care Division of
 
University Research Corporation. 

Implementing Agency: 	 Ministry of Public Health (4OPH) 
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COUNT1Y STATISTICS 

Total Population: 6.0 million
 

Rural Population: 48% Infant Mortality Rate: 123
 

Population Growth Rate: 2.0% Life Expectancy at Birth: 56 

GNP Per Capita: $950 Adult Literacy Rate: 70%
 

SYNOPSIS 

The Rural Community Health Project intends to reform and 
expand the government's health delivery system in four provinces to 
become less physician-dependent and to offer all basic primary 
health services. It is possible that the new system will serve as 
a national model. Although soe construction of new facilities has 
been completed, the retraining and reassigning of personnel--the 
heart of the project-has been delayed for over two years due to 
probiems of deploying a long-term technical assistance team 
satisfactory to the GOT. Recently, the technical assistance 
question seems to have been resolved, and the project has been 
expanded to encompass four rather than the original two provinces. 

BACKGROUND 

Over the past 20 years, the Government of Tunisia (GT) has 
established a nationwide network of clinics and hospitals that
 
provides some access to minimal basic curative services '.n all 
provinces. During this period, malaria and typhus have been 
eliminated, infant m:rtality has dropped from more than 200 per 
thousand live births to a little more than 100, and general life 
expectancy has increased by 10 years. The system's continued 
contribution to improved health, however, is limited by its 
strongly physician-dependent, curative crientation; by continued 
geographic inaccessibility; and by cultural inaccessibility due to 
the staffing of many facilities by foreign professionals who lack 
fluency in Arabic and French. As a result, much of Tunisia's rural
 
population remains excluded from the basic level of primary health 
care it requires.
 

This pro3ect is only in some aspects a new effort, since it 
builds on prior ork with paramedics by the Dutch, the Belgians, 
and Project Hope, carried cut in collaboration with the Preventive 
Medicine Department of the Ministry of Public Health (M()PH). The 
present Rural Community Health project is attempting to establish, 
in a sizable field setting, a restructured rural health system that 
will progressively train the non-physician staff and expand their 
responsibilities. The project will also furnish support facilities 
required to give credibility and confidence to both providers and 
consumers. It is hoped that through this project the MDPH will 
gain experience in implementing a rural program that is consider
ably less physician-dependent; and that the Ministry staff .aill 
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gain the capacity to analyze, train, and monitor the performance of 
non-physicians as they undertake wider responsibilities. 

The pro]ect location is Siliania, Sidi Bou Zid, Kasserine, and 
North Gafsa, adjacent provinces in central western Tunisia. Over 
80% of their populations live on dirt roads, tracks, and paths in 
household units of 10-18 people. These provinces have 
scocioeconanic and health status indicators among the lowest in the 
nation.
 

The roject will involve: 

Job restructuring 
workers; 

and retraining of front-line health 

design of both a management systen and a patient record 
rwly-integratedsystem to support preventive and curative 

services for rural areas; 

training and orientation of rural delivery system supervi
sors and managers, as ;ell as the orientation of community 
leaders; 

* support to improve clinical experience in medicine and 
vublic health for interns assigned to the four provinces. 

The capital assistance activities include the design, renova
tion, construction and equipping of 60-70 facilities which will 
provide integrated primary health services at the delegation, re
qroupnent, and village levels. 

The U.S. inputs for the project will provide $5.39 million as 
reimbursement to the GOT for construction, renovation, and equip
ment costs, and $2.24 million for technical assistance. Technical 
assistance funds will support a three-person team of technical ad
visors and some training. 

The planned outputs of this project are: 

a curriculum for training non-physician health workers in 
new duties; 

500 retrained worker,. supervisors, and local officials; 

renovation and construction of 60-70 new primary care 
facilities; 

an operating field training program in rural health for 
interns; and 
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improved patient record and management systems. 

If successful, the project will establish a field opportunity
for medical students to learn the principles and practices of rural 
cammunity medicine. The project should also contribute 
significantly to establishing replicable national standarfts for the 
broad use of non-physicians. 

,Health facilities in this projt,.'t are of three types, de.'I 
nated A, B, and C. These levels constitute a hierarchy in .>-'L.s
tication and amount of equipment, personnel, and services offered. 
Type A centers are located in towns of 2-5,000 people, type B 
centers in towns of 5-10,000 people, and type C centers in towns of 
10,000 or more people. Type A centers may be staffed by as few as 
one paraprofessional but are to offer preventive and simple cura
tive services in homes, schools, public areas, and the center. 
Type B centers have up to 10 maternal beds and a minimal labora
tory. Type C centers are staffed by at least one physician and one 
midwife and have up to 15 beds. 

Services offered at all the facilities will include: 

Adult routine basic clinical care for minor illnesses,
chronic illnesses, minor trauma ard emergency first aid, 
stabilization of major trauma.; 

Prenatal care, labor and delivery, postnatal care, 
gynecology; 

* Routine pediatric clinical care; 

* Family planning; 

* Nutrition and hygiene education; 

* Immization/vaccinat ions; 

* Envircnmental education; 

* Malaria screening; 

* Water supply testing; 

* Inspection of public and ommercial places; and 

• Dog control 

D q NExpEnIENCE 

Although som construction of facilities has been ~mpleted,
the retraining and reassigning of personnel has been delayed for 
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over two years due to problems of deploying a long-tarm technical 
assistance team satisfactory to the GOT. These prolems began in 
1977. After AID awarded a contract to one firm, the firm's pro
posed consultant team was not available, and then a second team was 
not accepted by the cGTy. A new RFP was issued, and a second insti
tution was awarded the contract. Soon thereafter, the proposed 
team leader was incapacitated by illness, so that neither he nor 
his wife (also a team member) could serve in Tunisia. Negotiations 
were then broken off and begun with a third contractor, the 
University Research iorporation, with which an original bidder, 
Family Health Care, had since merged. In May 1981, these 
discussions concluded in the signature of a contract for three 
years of service The team is expected to arrive in September 
1981. 

The best explanations of the problems in fielding a technical 
assistance team seem to be that 

the WJH already has many capable staff and thus expected a 
U.S. technical assistance team to be of exceptional caliber, 
and 

U.S. firms and institutions have had difficulty finding 
highly qualified individuals willing to accept a long- term 
assignment in central Tunisia.
 

Whatever the explanations of the problems to date, +he technical 
assistance issue has now seemingly been resolved. It is even 
possible that the delay has been fortuitous since, in the interim, 
the MOPH has embraced the primary health care concept and is nrving 
forward with changes to better support primary health care. The 
fact that over the course of the project the CrOT increased its 
contribution to the capital component reflects this trend. 

Despite delays in some essential project activities, the 
Rural Ccmnunity Health pro3ect has in fact been instrumental in 
encouraging the concept of primary health care in Tunisia. The 
World Bank recently signed an agreement with the GOT for the 
construction of a large number of rural health facilities in the 
northwestern part of the country. These will be staffed along 
lines similar to those outlined in the Rural Community Health 
project plans. Furthermore, an amendment ,as recently approved to 
extend the tne of AID's project and to expand activities to other 
central Tunisian provinces. Finally, two Tunisian physicians who 
participated in an AID-sponsored tour of U.S. and Canadian PHC 
programs returned to Tunisia and established a PHC project along 
the lines of the Rural Community Health project. A recent review 
of the project's first several years in operation yielded the 
following problem areas: 

Psychological and administrative resistance to chi.ge. 

Problems with the financial management of the project 
funds.
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Lack of public health training for medical and paramedical
 

staff.
 

Absence of precise evaluation criteria.
 

Lack of cxr~jminity participation.
 

Once the AID project activities are underway, many questions 
will be of interest; for example, how the physicians are accepting 
the expanded roles of paraprofessionals; if personnel incentives, 
quality of retraining, and on-the-job support are sufficient to 
make the non-physician personnel satisfied in their new role; if 
preventive services are holding their own against curative; if 
service delivery research is being conducted; if the costs are 
affordable; if efforts are being made to incorporate indiqenous 
practitioners; how well the new facilities are being utilized; and, 
of course, how effective _te services are in improving health. 
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Fall 1980 

YEMN ARAB REPUBLIC 

IDEIFICATICN 

Project Name Tihama Primary Fealth Care,

and Number: Number 279-0065
 

rEcation: 	 Tihama region (HFdeidah
 
Governorate)
 

Project Dates: 	 FY 1980-FY 1985
 

Funding revel 	 USAID Grant: $11,420,000 
and Sources:
 

Yemen Arab Republic Government 
(YRRG): $10,600,000
 

Catholic Relief Services:
 

$1,080,000
 

Peace Cbrps: $540,000 

Others (including German 
volunteers; drugs, equipment,
 
supplies, and transportation
 
from UNICEF): $1,800,000
 

Responsible Offices: 	 Health Officer, USAM/Yemen
 

Bureau for Near East; Office of
 
Technical Support; Health,
 
Population and Nutrition,
 
AM/Washington 

Graxt Recipient: 	 Catholic Relief Seirvices (CRS) 
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CO N= STATISCS 

Total Population: 5.6 million 

Rural Population: 61% Infant Mortality Rate: 160 

Population Growth Rate: 2.3% Life Expectancy at Birth: 39 

GNP Per Capita $520 Adult Literacy Rate: 13% 

SYNOPSIS 

This project, which began in the sumier of 1980, continues 
Catholic Relief Services work in the poor Tihama region of Yemen. 
The project seeks to assist the Ministry of Health develop a primar
health care (PEC) system that will reach at least 75% of the 
population and will serve as a model for the remainder of the country.
Small PHC outlets in 250 village clusters will be staffed by locall 
recruited health workers. These village units will be supported b 
three regional health centers and ancillary subcenters operating with 
the support of the regional referral hospital in Hodoidah. CPS stafA"
will teach health trainers (who in turn will teach village health care 
workers) and mid-level administrators and managers. The project will 
also provide some initial equipment and supplies. 

Because of Yemen's long period of isolation from the rest of 
the world, and because of the government's minimal budgetary resour
ces, the development of medical facilities throughout the country has 
been extremely slow. Those which Jo exist are mainly curative in 
function. In the Tihama region, curative care clinics with minimal 
services exist in only four towns. 

As part of the WO country programming process, the YARG 
developed a Basic Health Service/Primary Health Care Plan in 1976 and 
invited international assistance to implement it. The plan was 
designed to improve health training, develop information systems, and 
increase technical assistance so that PHC could be implemented 
throughout Yemen. The Tihama PHC project, a plan to establish a PHC 
system in the poorest region of the country, will be a major step in 
this direction. 

Catholic Relief Services (CPS) enters this ambitious undertaking
with the experience of already having run two recent health projects
in the Yemen Arab Republic: (1) a health/nutrition education project 
that has trained paramedical workers (including some women) at 
Hodeidah and Sana'a; and (2) a second project that has supported
training and staff development at Al Olofi Hospital in Hodeidah. 
Through these programs, CRS as an irstitution and CPS staff as indi
viduals have gain.d essential experience for the comprehensive, 
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Tihama-wide health project that began in 1980. 

The target population of this project is the rurl population ofthe Tihama, a strip of sandy coast bordering the Red Sea, about 40kilometers wide and running vertically up the coast almost to Saudi
Arabia. Unlike the majority of Yemen, which is mountainous with a
temperate, dry climate, Tihama is flat, sandy, and humid w.th tempera
tures in the 100's most of the year. 

Almost 90% of the 800,000 inhabitants live in rural areas. Asidefrom migratory worker remittances (less significant ,chan in other
parts of Yemen), the main sources of livelihood in rural Tihana are
fishing, farming (often sharecrpping), weaving, and goat herding. 

Because of its sandy soil and inhospitable climate for agriculture, Tihama is Yemen's [oorest region. Indications are that possibly as many as 40% of female deaths are related to child-bearing.
Diseases such as malaria, bilharziasis, tuberculosis, and such
problems as gastroenteritis and infant dehydration-all of which canbe alleviated, if not prevented, with proper attention-are rampant.
Life expectancy is estimated at only 37 years. 

A significant aspect -f this project will be its reliance onlocal development associations (LAs) for financial and managerial
contributions. WAs (called cooperatives in Arabic) consist of ageneral committee, averaging 40-50 members, elected by the people.This ommittee meets at least once a year. Members of hamlets andvillages gather elect 3-year termsand for one representative for 
every 300-800 persons. Each general comittee elects an
administrative committee 5-7of members, which in turn electsofficers. The LDA heads fran each governorate form an LDAcocrdinating council. As part of the LEAsproject, will receive
assistance to develop their capacities to plan, finance and manage

primary health care units.
 

According to the YARG 5-year plan (1976-1981), each LDA wasrequired to develop its own 5-year plan tied to the national one infour sectors: water, roads, education, and health. Most WAs havecompleted these plans. Each year the MDAs draw up plans for their
projects. LDAs receive portions of national taxes on agriculture and
uiports and may also require local contrib'tions from families. 

PRJECT DESCRIPfICN
 

The major purpose of the Tihama Pr'mary Health Care Project is toprovide access to a cost-effective PHC _ystem to the majority of the
rural population of Hodeidah Governorate (this division includes mostof the land areas of the Tihama). The entire PHC system will be built 
up virtually from scratch: facilities, personnel, logistics and 
managerent capabilities must all be developed. 
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The network of PHC units is to include 3 existing health centers, 
12 new health subcenters, and as many as 250 new camunity service 
areas supported by the major referral center at Al Olofi Hospital in 
Hodeidah. Every level has priority functions in preventive and 
praotive activities. Even when curative care is provided, every 
effort will be made to integrate the activity with some educational 
advice and to encourage the person or family to participate in 
appropriate commiunity health education activities. 

The project staff will coordinate a training program, train 
trainers, and train (with some assistance fram the National Health 
Manpower Institute) the following categories of health providers: 

up 	 to 750 local birth attendants and primary health care 

workers (PHCWsl selected by the LDA or the cc=munity 

up to 40 community health nurses 

* 	 up to 12 medical assistants 

* 	 up to 30 supervisor/trainers 

All levels of PEC units will carry cut nore or less the sane 
services with varying degrees of proficiency. These functions are: 

MCH 

* 	 communicable disease control 

• 	 medical care 

* 	 environmental health 

* 	 functions related to information, logistics, collaboration, 
and administration 

The 	 major responsibilities of the local birth attendants, for 
example, are to:
 

* 	 give prenatal care: obtain a coaprehensive history, examine 
the pregnant woman, check weight, test urine, check edema, 
examine the abdomen; 

* 	 give advice on nutrition, personal hygiene, breastfeeding, 
baby care; 

* 	 t-ach mothercraft; 

djetect abnormalities of pregnancy and labor, and disease 
associated with pregnancy-refer if feasible to next higher 
level;
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* conduct home visits for sick prenatal women; prepare for home 
delivery; provide mother and child care during postnatal
period; 

* render safe midwifery at normal childbirth; 

• resuscitate the newborn, care for the r.ewborn; 

* detect and refer abnormalities; 

• refer sick or premature infants; 

* advise on and supervise breastfeeding and weaning; 

* advise the mother on immnization; 

* advise cn family health activites. 

CRS technical assistants will work in two separate teams: a 
field team corposed of a physician, a community health nurse, a
midwife, and a mechanic; and a central team (in Hodeidah at Al Olofi 
Hospital) composed of a nidwife, a MCH practitioner, and a pediatric
practitioner. Both teams will be coordinated by an administrator who 
.:ill assist the team with their Yeni conterparts and support staff 
to develop and stabilize a primary health care infrastructure. An
educator will develop and coordinate the entire training program which 
occurs in three rural field sites. 

The project emphasizes the importance of human resources rather 
than costly buildings. Where possible, the PHC providers will be 
chosen from individuals c'ready providing traditional types of care,
and they will be trained, as a supplement to their present skills, in 
more modern techniques. 

In addition, a cre of 16 specialists will. be trained abroad to
the master's degree level in various aspects of piblic/primary health 
care, and 40 technicians will be trained abroad in short-term 
specialized programs. These people will serve as a a cadre to assume 
responsibility for replication of the Tihama pilot project elsewhere 
in Yemen. 

Training materials will be developed in all phases of primary
health care and workshops and seminars will be organized on a regular
basis. One strategy is to demonstrate the efficacy of prima.y health 
care, in order to facilitate continued and national gcvernorate
priority support of PHC and to allow interdisciplinary sharing between 
curative and preventive sectors. 

The project addresses the need for mid-level supervisors by
providing sufficient support staff (U.S. and German volunteers and CRS
staff) until sufficient medical assistants and cmunity health nurses 
are trained as supervisors/trainers. Supervision should occur quart
erly. 
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The system will develop a functional referral system for high-risk
patients and 75% of the referrals will be traced. Outreach for high
risk patients is emphasized at all levels of care. 

A cost accounting system will contribute to replicability of the 
system elsewhere. Community surveys, before and after service is
provided, will provide evaluative data regarding the impact of the 
system. Standard operations manuals for all cz1pnents of the system
will facilitate the system's replication. 

Additional purposes of the project are: 

1. 	 To develop the local development association's capacities to 
plan, finance, and manage the PHC units. 

2. 	 1o develop the PHC training capacity in the Basic Health
Services Office of the Ministry of Health in the Hodeidah 
GCvernorate in accordance with the Health Manpower Institute 
guidelines. 

3. 	 To develop the capacity at 12 centers, 3 subcenters, and the
Al Olofy outpatient department to deliver a stapdard package
of services to patients referred by the PHC system. 

4. 	 To develop a Basic Health Services logistic system that
adequately supports centers, subcenters, and the PHC system. 

CRS 	 feels that this project is unique because it: 

* 	 is the first project to attempt to implement the Basic Health 
Services plan in Yemen; 

pioneers the role of women in the health profession by
training a cadre of cmmunity health nurses and local birth
attendants; communities will be encouraged to select local
traditional healers as PHCWs. (As the social analysis for the 
project states, "Village people use traditional healers a great
deal, not only because they lack access to the formal system,
but because they trust their own people and their own 
cures."); 

will explore systems of local financing to complement the 
Ministry of Health's central financing-the project's
professionals will plan and develop each aommunity's health 
program with the local development association of the area; 

enables LDAs to tap into a $300,000 revolving fund to pay for
local health expenditures of their choosing (for drugs, con
struction, salary supplements, etc.). LflAs mtst repay the
loans (with no interest) fran monies they collect t-! _ugh reve
nue sharing and local taxation. 
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Another unique intention of the project is to involve the LDAs in 
co-opting the unofficial drug sellers found in most ommunities. The 
project plans state that the sellers' direct involvement in an offici
al, legalized system may not be an acceptable answer, but locally the 
LDAs may be able to devise an acceptable compraiise. 

IMLME= N EXPERINCE
 

This large-scale project (over 20 million dollars over a six-year
period) is being undertaken in an atmsphere replete with constraints. 
Much caieful planning has taken plce, however, and it is hoed that 
through this clear recTcg.iti-= :W problems and the culturally-sensi
tive and experienced management of CPS, these cbstacles may be over
come. Among the problem areas are the following: 

Financial: In part because of minimal taxation, the YARG's financial 
resources are extremely limited. Despite a trend toward more govern
ment funding of health projects, the amount of money available is 
quite small. Local development authorities (LDAs), increasingly
active in development efforts, are being relied on for important
financial and organizational contributions. Rampant inflation adds to 
these financial difficulties. Furthermore, the YARG's insistence on 
providing free services (as a political decision) limits the options
for local financing of recurrent ,?roject costs, which is an important
goal of the project planners. 

Manower: There is an acute shortage of trained manpower in the Yemen 
Arab Republic. Managers and health service providers of most catego
ries are almost nonexistent. Ccpunding the problem is the fact that
only 2%of the country's women are literate, making the rec-uitment of 
women a major problem. This is particularly ihrp anL in a Muslim 
culture where women can generally receive medical attention only from 
wcmen. This cultural stigma against male/female interaction outside 
the family can also be expected to pose a special challenge to 
training female candidates. 

Incentives for governmnt service are low. Current goverrmnt
health personnel receive low salaries and have little motivation to 
serve the public well. They sometimes demand bribes to provide cura
tive services. Such behavior, together with overcrowed facilities,
has led to a popular avoidance of government health facilities in 
favor of traditional healers. 

Infrastructure: Transportation, comunications, nd logistics infra
structures are extremely rudimentary in the Tihama. Adequate super
vision, a key to the success of isolated auxiliary health personnel,
will be especially diffictlt under thepz- circumstances. 

As of July 1980, a YARG-CF0 agreement had been signed, and
recruitment was beginning for 10 nvdical professionals on the proj
ect's field staff. The Ministry of Health had supplied offices for 
CRS staff, and other preliminary awtivities vr-.re comencing. The
update of this report should contain a description of the actual 
implementation.
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Project Paper, Tihama PHC Project. including a "social soundness 
analysis" by Diane Ponasik and a "financial analysis" by 
Catherine Fort, November 21, 1979. 

Office of Health files. 

Comments on rough draft by Barbara Turner, Bureau for Near East.
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