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Foreword

Hean systems in Africa are undergoing considerable change, often in a context of ongoing health sec-
tor reforms. In most countries, decentralization of health services is very central to these changes, and
consequently there is a need to prepare and empower those working at the district level for their new
responsibilities and tasks. Many countries have requested WHO/AFRO to support them in the imple-
mentation of the change processes at the district level, and the Regional Office is giving special attention
to these requests. Apart from the technical support that WHO can provide to the countries concerned,
several support tools, modules and frameworks have been and are being developed to support the
strengthening of district health systems.

The training modules are intended for use by district health management teams (DHMTs) with the
objective of developing the capacity to address the problem areas identified from the assessment of dis-
trict health systems operationality. In addition, the modules could also be used during basic training of
health personnel. Tools for the assessment of district health systems operationality are already available
to the countries.

Countries should make use of these training modules so as to enhance the effectiveness of the prior-
ity programmes they are implementing in order to improve the performance of their health systems. It is
clear that the success of health systems largely depends on the performance of the health system at imple-
mentation levels, namely district and community. The training modules address practical issues critical
for the improvement of health systems at those levels.

I hope that countries and especially district health management teams in the Region will make opti-
mal use of the training modules in order to enhance their capacity to address the priority health prob-
lems that we are facing every day.

L

Dr Ebrahim Malick Samba
Regional Director

March 2003
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Overall Introduction To
The Modules

This is one of a set of four management training modules aimed at District Health Management Teams
in the countries of the African Region.

There have been considerable achievements in African countries as a result of implementation of the
Primary Health Care (PHC) strategy. However, health problems and ill-health continue to exist despite
these laudable initiatives; for example, inequity in health care delivery still exists. Health systems and
programmes are often blamed for inefficiency and ineffectiveness, putting them under pressure to be re-
orientated and re-organized.

The setbacks have been partly attributed to the continuing economic crisis and lack of resources.
However, much has to do with poor management, especially in the organization of district health sys-
tems and the difficulties faced in translating PHC principles and Health Sector Reform proposals into
practice.

These problems can be attributed to lack of appropriate knowledge, skills and capacities among those
who are responsible for managing district health systems and programmes. The gap which exists
between training of district health managers and what they are called upon to do, poses one of the major
issues to be addressed for the achievement of health sector reform objectives as well as the goal of Health-
for-AllL

Training of DHMTs in health management has been going on for some time. Different institutions
have developed training materials; however, these materials are usually not based on the current think-
ing of practical health management requirements in the recently or impending decentralized districts.

The ongoing health sector reforms in African countries focus on the district health system. New and
heavy responsibilities are placed on the shoulders of the District Health Management Teams who are the
main implementers of national health policies and strategies. The Division of Health Systems and
Services Development of the World Health Organization Regional Office for Africa therefore developed
this set of training modules that addresses the knowledge, skills and attitudes required of District Health
Management Teams to cope with their challenging new roles and tasks.

It is acknowledged that circumstances differ widely among countries in the African Region. The mod-
ules are therefore meant to be generic and should be adapted to country-specific circumstances as
required. It is further recognized that learner needs of different district health management teams in
countries can differ from one another; even learning needs among members within a particular team can
differ. The course that is offered is therefore explicitly modular: it is not necessary that everyone study
every unit in every module at the same level of detail. Although the modules were developed for DHMTs,
they are also potentially useful for district-based managers of health programmes and other “extended”
DHMT members. Furthermore, countries with regional or provincial health teams can benefit from the
modular course by acquiring a common understanding with the DHMTs. This would strengthen their
support function capacity.

2,
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With this understanding, the main developmental objective of the modular course is:

To have in place DHMT members with adequate managerial skills and capacities for the imple-
mentation of Health Sector Reforms.

The district health management training modules have been developed to cover four major areas.
Modules 1 though 3 should take a week each. At least two weeks should be set aside for module 4.

Module 1: Health Sector Reforms and District Health Systems

B Unit 1 Health Policy, Strategies and Reform
B Unit 2 District Health Systems

Module 2: Management, Leadership and Partnership for District Health

B Unit 1 Important Management and Leadership Concepts

Unit 2 Team Work

Unit 3 Multisectoral Collaboration: Partnership in Health Care

Unit 4 Partnership Between Organizations

Unit 5 Community Participation, Partnership Between Organizations and the
Community

Module 3: Management of Health Resources

B Unit 1 Management of Human Resources

%,
<

Unit 2 Management of Finances and Accounts
Unit 3 Management of Logistics

Unit 4 Management of Physical Infrastructure
Unit 5 Management of Drugs

Unit 6 Management of Time and Space

¥ TNAONW
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Unit 7 Management of Information

Module 4: Planning and Implementation of District Health Services

B Unit 1 Basic Concepts of District Health Planning
Unit 2 Preparation for Planning

Unit 3 Health Systems Research

Unit 4 Steps in the Planning Process

Unit 5 Essential Health Package

Unit 6 Disaster Preparedness




Introduction To
Module 4

The health sector reform policy recognizes that the district is the most important operational level for
implementing the primary health care (PHC) strategy. Financial and managerial responsibilities will
therefore be decentralized to the district level.

This new role poses a challenge to the district health managers, who are responsible for the planning and
management of district health services.

One important new task for the district health managers is decentralized planning which allows a closer
understanding of different needs and demands of communities. This in turn allows effective communi-
ty participation and equity in the provision of health services. However, effective district health planning
depends on a number of conditions such as planning skills; planning structure; planning processes; plan-
ning culture; and planning horizons at the district level.

Decentralization in planning should be integrated with decentralization of functions, resources and
authority to the district. District health planning also requires effective health management information

»
<

systems that are of fundamental importance in assessing district health needs; allocation of resources and
monitoring of their use; monitoring of the utilization of services, their quality and coverage; and policy
formulation and programme evaluation.

To develop such a system, the district must review its information base and develop skills and systems in
the collection, analysis, presentation and use of such information. This can be achieved through appro-

¥ ITNAOW

priate training and supervision.

Planning is an integral part of operational district health management. It involves a number of processes
such as situation analysis, programming, implementation, monitoring, evaluation and re-programming,.
This module aims at strengthening the capacities of DHMTs and other related bodies to plan, implement,
monitor and evaluate programmes in their districts.

Upon completion of this module, the district health planning team members will be able to participate
in district health planning and, as a team, produce a realistic district health plan.

The module is structured as follows:

1. Basic Concepts of District Health Planning
2. Preparation for Planning

3. Health Systems Research

4. Steps in the Planning Process

5. Essential Health Package

6. Disaster Preparedness



Unit 1: Basic Concepts of
District Health Planning

Introduction

This unit introduces the DHMT members to the important task of district health planning. It gives an
overview and introduces the basic concepts of planning.

Objectives
At the end of this unit, participants should be able to:

B Identify the main groups of determinants of the district health status.

Define planning and district health planning.

Relate district health planning to national policy and strategies.

Distinguish between short- medium- and long-term planning.

Outline the planning cycle.

Identify participants in the district health planning team.

Identify the main important issues to take into account during the planning process.

Basic premises of health planning

Health planning requires a background understanding of the functioning of the health system in a given
country. In any health system, there are three important elements that are highly interdependent, name-
ly: the community, the health service delivery system and the environment where the first two elements

v ITNAOW | =i

operate. Figure 1 illustrates the interdependence of these elements.

Determinants of health status

FIGURE 1: THREE MAIN
DETERMINANTS OF DISTRICT HEALTH STATUS

Environment

Health

Service
Delivery

System Community




DISTRICT HEALTH MANAGEMENT TEAM TRAINING MODULES

Environment

This, for example, could be the context in which the health service delivery system operates. The con-
textual environment could be the political system, health-care policies and development policies. It could
also include the socio-economic status or the physical environment, e.g. climatic conditions. All these
elements have a bearing on the health status of the individual and the community, as well as the func-
tioning of the health service delivery system.

Health service delivery system

This depicts how health facilities are distributed in the community, which could also have a bearing on
coverage. Similarly, health services could be viewed in terms of their affordability and responsiveness to
equity which contribute to the health status of the community (compare with Module 1, Unit 2, Section
2.6).

Community

The characteristics of the society, such as culture, gender, beliefs and health-seeking behaviour, together
with the environment and health service delivery system, determine the health status.

1.1 Health Planning

ACTIVITY 1

Define the terms:
B Planning

B District health planning

¥ ITNAON | N

B Planning is a systematic process of identifying and specifying desirable future goals and out-
lining appropriate courses of action and determining the resources required to achieve them.

B Health planning should aim at improving the health status of a given population while safe-
guarding equity and fairness of access as well as responsiveness of the health system to the
perceived needs of the community. The health plan should achieve this goal through the pro-
vision of efficient and effective health services, taking into account available resources and the
available means and methods of health care.

ACTIVITY 2

List reasons for planning. Are there any other reasons which necessitat-
ed planning at your district/work place? Discuss them in a group.




1.2 Reasons to Embark on District Health Planning

These include:

Translation of a “new” health policy statement into a plan of action.

Translation of a “master plan” such as a national plan into a district plan.

Re-planning on the basis of an already existing plan, for the purpose of reviewing existing
health problems and needs and rendering services which are more effective and efficient.
Emergence of a new health problem, e.g. AIDS and Ebola, or re- emergence/resurgence of a
known health problem, e.g. tuberculosis and malaria, which may require a special strategy or
programme.

Meeting the necessary standards and achieving the set objectives.

Economizing on available resources.

Ensuring coordinated effort and action.

ACTIVITY 3

Discuss, in groups, the difference and relationship between objective
(real) health needs and subjective (felt) health needs, with reference to
your district.

Planning horizons

Usually, district health plans are of one year duration. Such plans are called annual plans. Sometimes, the
district may have plans which go beyond one year and cover 2-3 years. These are rolling plans and for-
ward budgets, also known as medium-term plans. Another type of planning horizon is when a plan cov-
ers a period exceeding 3 years, say up to 5 years. This is called a long-term plan.

Who makes up a district health planning team?

Core members of the district health planning team might be:

District planning officer and/or his technical representative.
DHMT members.

Community representative and users.

Regional health management team (RHMT) representative.
Representative from the rural health centre.

ACTIVITY 4

Think of the planning team at your district.

B Is membership similar to the example given above? If not why?

B Will it make a difference to have additional members as
suggested above?

B Does your current district health planning take into consideration
all the levels listed above? Discuss these questions in a group.

¥ 3ITNAOW | @
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1.3 The Planning Cycle

The planning cycle is a sequence of steps which must be followed in deciding what is to be included in
the plan. The cycle seeks to answer the following questions:

Where are we now?

This requires a situational analysis to identify current health and health-related needs and problems.

Where do we want to go?

This requires the selection of priorities and identification of objectives and targets to be met in order to
improve the health situation and/or service delivery in a district.

How will we get there?

This details and organizes the tasks or interventions to be carried out, by whom, during what period, at
what costs and using what resources in order to achieve set objectives and targets.

How will we know when we get there?

This requires the development of measurable indicators for monitoring progress and evaluating results.

The above questions form a planning cycle as represented in Figure 2.

FIGURE 2: THE PLANNING CYCLE

How will we know when
we get there? (Monitoring and Where are we now?

evaluation, including choice and (Identify needs and problems)
setting of appropriate indicators)

How will we get there? _ Where do we want to go?
(Develop interventions What is the vision?

and identify resources) (Set priorities and targets)



1.4 Important Issues to Keep in Mind During the Planning Process

Use of local (district) data

Evidence-based planning emphasizes the importance of using local data or information available in the
district. The district health planning team is required to analyse and use existing data in the planning
process, for example, data from the Health Management Information System (HMIS). Existing data may
be limited and as such efforts should be made to seek additional data from:

Community information

Think of community-based information on health and health-related issues like deaths, maternal deaths,
prevalence of malnutrition in the under-fives, etc. Various epidemiological methods and tools could be
designed such as community surveys to gather more of such useful information for planning.

Local research information and data

Often there are studies conducted in the district, the results of which are rarely incorporated into a com-
prehensive district health plan. Research is carried out by different parties such as students, research
institutions, health training institutions, PHC programmes, etc. Such important and useful information
or data is available but lies idle and is not used. DHMTs have a duty to actively search for this kind of
information and use it for planning.

Data should be used to feed into the continual monitoring and evaluation process. It should be uti-
lized to address the issues of equity of service provision in the community in terms of:

B Geographical accessibility;
B Gender/social accessibility; Economic accessibility.

Essential services

Services that are likely to produce the greatest impact on the overall disease burden in the district should
be included in the plan.

Delegation of planning and implementation

Managers and/or those in charge of district health facilities (dispensary, health centre, and hospital)
should be key players in the planning process and will be responsible for implementing their health plans
and budgets.

Community partnership

The various health committees should link up with communities to enable the latter to have mechanisms
for participating in setting priorities. A variety of feedback mechanisms should be put in place to ensure
that the health system as a whole is responsive to community, patient and client needs.

Cost-effectiveness

If there is more than one feasible way of achieving results, the least costly but most effective health inter-
vention should be selected. Cost consideration should be part of the planning process.

¥ I TNAOW | @1
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It also means that health interventions should be implemented at the feasible lowest level of care sys-
tem. For example, normal deliveries or treatment of uncomplicated cases of malaria are best managed at
the health centre or dispensary than at the hospital where costs will be much higher.

Accountability

Accountability both in finances and performance should be emphasized. Each level of health care should
have its own plan with clearly defined activities which are costed and which have quantifiable or meas-
urable outcomes and output indicators. Such activities should try to address disease burden and epi-
demiological concerns.
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Unit 2: Preparation for Planning

Introduction

Preparation for planning is the first step towards the development of the plan. Planning itself requires
considerable time and resources. It should, therefore, be planned and budgeted for and funds made
available. The planning team is expected to set aside adequate time for preparation, which may take
two weeks as proven by some experiences.

Objectives
At the end of this unit, participants should be able to:

B Identify activities and responsibilities to be performed by the team members before the planning
process commences and resources sought.
B Update the district health profile.

2.1 Preparatory Activities

The important preparatory activities to be considered are:

B Determining when planning has to be carried out.

B [dentifying persons to perform this important work of planning.

B Determining the budgetary requirements for planning and comparing same with the available
funds in the current annual work plan.

B Establishing a time frame for planning.

B Assigning specific tasks and responsibilities to each member of the planning team.

B Developing a methodology for evaluating the planning process and output (these are

¥ I TNAOW |

commonly known as indicators).
B Securing funds for the planning activity and arranging for logistics, e.g.

— inform the team members of the planning session;

— request permission from their supervisors;

— arrange for transport; and

— arrange for stationery and equipment, (computer or typewriter, overhead projectors, etc.).
B Collecting documents for review (include an updated district health profile).

2.2 District Health Profile

The district health profile provides information about the district in an organized manner and in one doc-
ument and assists one to pick up and interpret important features of the district. Considering the impor-
tance of the district health profile in the planning and management of district health services, it should
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be updated regularly, preferably on an annual basis, and before the planning session commences. The dis-
trict health profile should include information and data on:

¥ ITNdONW | &
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Geographical features;

Economic activities, including food production;

Literacy rates;

Demographic data (total population, women of child bearing age, children under one and under
five, population growth rate, crude birth rate, crude death rate, infant mortality rate, under-five
mortality rate, maternal mortality rate, etc.);

Epidemiological data (top 10 causes of morbidity and mortality) for inpatients and outpatients;
Health services provision and use (patient bed ratio, bed occupancy, etc.) ;

Access to water and sanitation facilities;

Health resource data (human, material, financial) including distribution and gaps;

Physical health infrastructure, e.g. status of buildings;

Major health status and health service problems by priority;

Membership of district health board and facility committees;

Communication facilities (transport, telephone, radio, roads);

A district map with the necessary details, including divisions, wards, roads, health facilities, etc;
Major key partners in health in the district, e.g. NGOs, private (for profit and non-profit)
community;

Medical equipment;

Existing training institutions and training resources;

Available/functional health committees;

The DHMT can obtain information and data for the preparation of the district health profile from a
number of sources including:

Health Management Information System (HMIS) and Health Statistics Abstracts or Records from
the health facilities.

Survey and research reports.

Project and programme plans and reports.

Vital statistics records.

Census.

District annual reports and financial reports.

Community felt needs (these are either expressed by people or their leaders on their own
feelings, needs and priorities).

Your own experience as a health worker.

An assessment of the operationality of your district health system as discussed in Module 1.
Any other relevant and available source of information.

Note: The preparation of the planning process should take into consideration the planning cycle of the district
council or any other administrative body at such level.



Unit 3: Health Systems Research

Introduction
The purpose of this unit is to introduce the basic concepts and uses of health systems research (HSR).

Objectives
At the end of this unit, participants should be able to:

Define HSR, its objectives and characteristics.
B Define HSR, its objectives and characteristics.

B Describe the various uses of HSR at different situations.

B Identify, in their situation, where HSR is needed.

B Describe the general steps for undertaking HSR and how to promote the use of results.

3.1 Why did HSR Develop?

By adopting the philosophy of and strategies for Health for All, politicians and health staff at all levels are
committed to ensuring that all people will attain a level of health that enables them to participate active-
ly in the social and economic life of the community in which they live. Although research has made major
contributions to health by providing knowledge on the causes of diseases and by developing the tech-
nology to cure and prevent disease and promote health, Health for All is far from being achieved.

Some of the basic questions on which health policy-makers need information are:

B What are the health needs of (different groups of) people?
B To what extent do health interventions cover these needs?
B Can we cover more needs, more people, in a more cost-effective way?

These questions cannot be answered without collecting more information through research. That is
why, in the 1970s, Health Systems Research (HSR) was developed.

During the past two (or even three) decades, there has been a rapid evolution of concepts and
research approaches to support managerial aspects of health development. Many of these have been
described by specific terms such as operations/operational research, health services research, health man-
agement research, applied research and decision-linked research. Each of these has made crucial contri-
butions to the development of HSR (WHO 1990).

HEALTH SYSTEMS RESEARCH is ultimately concerned with improving the health of people and
communities, by enhancing the efficiency and effectiveness of the health system as an integral part
of the overall process of socio-economic development, with full involvement of all partners.
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Because HSR is problem-oriented, it should be selective and should concentrate on those factors that
will help to explain and solve the problem being examined. It is very seldom that all components of the
health system will be included in one study, although HSR studies rarely limit themselves to one com-
ponent only.

Even within the narrower field of health services, HSR focuses on specific topics, depending on who
experiences the problem and at what management level.

3.2 Examples of Possible Research Questions by Different Decision-makers

BOX 1: POSSIBLE RESEARCH QUESTIONS

Health policy-makers may, for example, want to know:

® How high (or low) should user fees be for specific health
services in order to prevent a drop in utilization by those who \
need the services most?

Managers at district/provincial level may raise questions such as:

B Why is neonatal mortality in certain districts much higher than
in other districts?

—
(—

Hospital directors may ask:

B Why do we observe such a high rate of complications in
deliveries? Are the first-line services sufficiently available and
adequate? Are our own services adequate? Are mothers coming
late for delivery and, if so, why?
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Managers at village level (village health committees and village health
workers) may want to know:

B Why are our village health posts under-utilized?
B How can we assist illiterate women so that they can effectively
prevent and treat diarrhoea?

Community leaders may want to know:

® What will be the effects of a cost-recovery programme on the
cost and availability of drugs?

® How much community labour will be required to manage the
new water system?




The major objective of HSR is therefore to provide health managers at all levels, as well as
community members, with the evidence- based information they need to make decisions on the
health-related problems they are facing.

We must be aware that problems at one level of the health system are usually connected with prob-
lems or deficiencies at other levels. HSR should address problems from the different perspectives of all
those who are, directly or indirectly, involved. Otherwise we run the risk of coming up with results which
only partly explain the problem, and which are therefore insufficient to solve it.

3.3 Who Should be Involved in HSR?

It is evident that many issues in health are interrelated and interact with issues in other sectors, such as
agriculture, education, water or roads, and broader environmental factors. Research in health systems
must recognize this. The research skills that are needed may have to come from a variety of disciplines,
e.g. public health/medicine, behavioural and social sciences, economics and agriculture. HSR is therefore
multi-disciplinary in nature.

Researchers who work in HSR must do so in a trans-disciplinary way, which means working togeth-
er as a team throughout all the phases of the research. In the process, they need to acquire a basic under-
standing of the concepts and approaches as well as the potential and limitations of research techniques
used in sister disciplines.

—
—

HSR, however, is not the concern of scientists alone

One of the major characteristics of health systems research is its participatory nature. To ensure
that the research is relevant and appropriate, everyone directly concerned with a particular health or
health-care problem should be involved in the research project(s) focused on that problem. This could
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include policy-makers, managers from the health and other public services involved, health-care
providers and the community itself. This involvement is critical if the research activities are to make a
difference:

® If decision-makers are only involved after completion of the study, the report may just be
shelved.

B If staff of health and other public services are only involved in data collection and not in the
development of the proposal or in data analysis, they may not be motivated to collect accurate
data or implement the recommendations.

B If the community is only requested to respond to a questionnaire, the recommendations from the
study may not be acceptable.

® [f professional researchers are not involved in the implementation of recommendations, they may
have little concern for the feasibility of the recommendations.
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The roles that various types of participants will play in the research project will depend on the level
and complexity of the particular study, as well as its area of focus. Some projects are very complex and
may need expertise from several levels, sectors and disciplines. Others may focus on simpler problems
and thus require a more modest set-up.

3.4 Guidelines for HSR

Because HSR is undertaken primarily to provide information to support decision-making that can
improve the functioning of the health system, we summarize here some essential guidelines for success:

B HSR should focus on priority problems in health care.

B [t should be action-oriented, that is aimed at developing solutions.

B HRS calls for an integrated multi-disciplinary approach, that is research approaches from many
disciplines are needed since health is affected by the broader context of socio-economic
development.

B The research should be participatory in nature, involving all parties concerned (from policy-
makers to community members) in all stages of the project.

B Studies should be scheduled in such a way that results will be available when needed for key
decisions; research must be timely. Otherwise, it loses its purpose.

B Emphasis should be placed on comparatively simple, short-term research designs, which are
likely to yield practical results relatively quickly.

B The principle of cost-effectiveness is important in the selection of research projects. Programme

—
N

management and operational research should focus, to a large extent, on low-cost studies that
can be undertaken by management and service personnel in the course of daily activities. (There
is a need for some extensive studies as well, which may require outside funding.)

B Results should be presented in formats that are most useful for managers, decision-makers
and the community. Each HRS report should include:
— A clear presentation of results with a summary of the major findings adapted to the interests
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of the party being targeted by the research.

— Honest discussion of practical or methodological problems that could have affected the
findings.

— Alternative courses of action that could follow from the results and the advantages and
drawbacks of each, formulated with inputs from all parties concerned.

Evaluation of the research undertaken should in the first place concentrate on its ability to influence
policy, improve services and ultimately lead to better health, and not on the number of papers published.

Thus, HSR should not stop at finding answers to the questions posed, but it should also assess the
decisions and activities undertaken based on the research findings.




BOX 2: MAIN COMPONENTS OF HSR PROPOSAL AND HSR REPORT

MAIN COMPONENTS OF
AN HSR PROPOSAL

MAIN COMPONENTS OF
AN HSR REPORT

Title/cover page
Executive summary

1. Introduction
1.1 Background information
1.2 Statement of the problem
1.3 Literature review

2. Objectives

3. Methodology
3.1 Study type, variables, data collection
techniques
3.2 Sampling
3.3 Plan for data collection
3.4 Plan for data processing and

Title/ cover page

Summary of findings and
recommendations
Acknowledgements (optional)
Table of contents
List of tables and figures
List of abbreviations (if applicable)

1. Introduction
2. Objectives

3. Methodology
3.1 Study type, variables, data collection
techniques
3.2 Sampling

=
w

analysis 3.3 Plan for data collection

3.5 Ethical considerations 3.4 Plan for data processing and analysis

3.6 Pre-test 3.5 Ethical considerations %
4. Work plan 3.6 Pre-test »)
5. Budget 4. Findings and conclusions E
6. Plan for administration, monitoring, and 5. Discussion N

utilization of results 6. Recommendations
7. Annexes 7. Plan for use of results and

References recommendations

List of abbreviations (if applicable) 8. References

Data collection instruments

9. Annexes
Data collection tools
Tables

Figures 3 and 4 illustrate the steps to be carried out in the development of a proposal for HSR and
for data analysis and report writing, respectively. More detailed information can be obtained from the
HSR Training Module, Volume 2.
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3.5 Health Systems Research Process: Designing and Conducting HSR Projects

FIGURE 3: STEPS IN THE DEVELOPMENT
OF A HEALTH SYSTEMS RESEARCH PROPOSAL

QUESTIONS YOU MUST ASK

STEPS YOU WILL TAKE

IMPORTANT ELEMENTS OF EACH STEP

What is the problem and
why should it be studied?

What information is
available?

Why do we want to carry out
the research? What do we
hope to achieve?

What additional data do we ___|
need to meet our research
objectives? How are we going
to collect this information?

=N
=

Who will do what,
and when?
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What resources do we need
to carry out the study
What resources do we have?

How will the project be
administered? How will
utilization of results be
ensured?

How will we present our

Selection, analysis and
statement of the
research problem

Literature review

Formulation of
objectives

Research methodology

Work plan

Budget

Plan for project
administration and
utilization of results

proposal to relevant
authorities, community and
the funding agencies?

Proposal summary

— Problem identification
— Prioritising problem
— Analysis

— Justification

— Literature and other
available information

— General and specific objectives
— Hypotheses

— Variables

— Types of study

— Data collection techniques

— Sampling

— Plan for data collection

— Plan for data processing and analysis
— Ethical considerations

— Pre-test or pilot study

— Human resources
— Timetable

— Material support and equipment
— Money

— Administration
— Monitoring
— ldentification of potential users

— Briefing sessions and lobbying

Source: Designing and Conducting Health Systems Research Projects: Proposal Development and Field
Work. Health Systems Research Training Series, Volume 2, Part I (IDRC_287 e.1), 1993.



FIGURE 4: STEPS IN DATA ANALYSIS AND REPORT WRITING

QUESTIONS YOU MUST ASK

STEPS YOU WILL TAKE

IMPORTANT ELEMENTS OF EACH STEP

What data have been collected
for each research objective?

Are data complete, accurate?

What do the data look like?
How can the data be
summarized for easy analysis?

How can the associations
between variables be
determined?

Do we measure differences or
associations between variables?

How can differences between
groups be determined?

How can the associations
between numeric variables
be determined?

How should the report be
written?

How could the findings and
recommendations be
communicated, disseminated
and used?

Prepare data for
analysis

Summarize data and
describe variables/
identify new variables

Analyze associations

Preparation for
statistical analysis

Determine the types of
statistical analysis

Analyze unpaired and
paired observations

Implement measures
of association

Write the report
and formulate
recommendations

!

Present summaries and
draft a plan for
implementatin of
recommendations

— Review field experience
— Inventorize data for each
objective/study population

— Sort data and check quality
— Check computer outputs

— Frequency tables, figures, means,
proportions, descriptive cross-
tabulations

— Coding, listing, summarizing data
in compilation sheets, matrices,
flow charts, diagrams and
narratives (qualitative data)

— Analytic cross-tables
— Measures of association based on
risk. Dealing with confounders

— Choosing appropriate statistical
tests.

— Measures of dispersion

— Normal distribution and sampling
variation

=
%)

— Choosing significance tests
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— t-test, chi-square test
** paired t-test
** McNemar’s chi-square test

** Scatter diagram
** Regression line and
** Correlation coefficient

— Prepare outline for report

— Present and interpret data

— Draft and redraft

— Discuss and summarize
conclusions

— Formulate recommendations

— Discuss summaries and plan for
implementation with all
stakeholders

Source: Adapted from Designing and Conducting Health Systems Research Projects: Data Analysis and
Report Writing. Health Systems Research Training Series, Volume 2, Part Il (IDRC_287 e.2), 1993.
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It should be stressed that designing a research proposal is not a linear but a cyclical process.
Throughout the course there will therefore be opportunities to review and, when the need arises, to revise
parts of the proposal that have already been drafted. When developing the research methodology, for
example, the teams may find that the objectives and even the statement of the problem need to be revised
in order to make them more specific. When finalizing the work plan and budget, the teams may deter-
mine that the research design, for financial reasons, needs to be revised to render the project more mod-
est and thus less costly.

3.6 Use of Research Findings for Decision-making

Research findings mean very little unless they are effectively disseminated, communicated and used. The
purpose of HSR is to provide useful information to managers at all levels that will facilitate problem solv-
ing. There is a need to promote and increase the utilization of research results among all potential users.

3.6.1 Strategy for dissemination and communication of research results

The use of results will increase if the following steps are taken:

(@) Develop and use a systematic dissemination and communication strategy for reaching differ-
ent potential users.

(b) Identify and present research results to all stakeholders and obtain feedback on findings and
recommendations.

(¢) Develop a plan of action to promote the implementation of recommendations resulting from
your study.

(d) Actively lobby and mobilize action for and support the use of results.

—
=)

3.6.2 Communication channels

The report of the findings and recommendations and also action needed from the particular group and
individuals need to be disseminated and shared. The following are some of the channels for communi-
cating results and recommendations:
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(a) Media: radio, newspapers, posters, TV.

(b) Meetings: with technical and management groups, DMHT, VDC, NGOs.

() Community meetings: village members.

(d) Reports: reports written for different audiences - main report, summary report, media report,
public meeting report.

(e) Workshops: with different target groups.

(D Individual/personal briefings: DMO, Chief, Member of Parliament.

3.6.3 Target groups

You have to distinguish who forms the target group, whose participation is required for action, who
would be the responsible institution for implementation, who are the possible technical supporters, who
should give their political blessing, who can support with finances and who will carry out the day-to-day
activities. All of these groups and individuals will have to be informed of the results of the study. They
should be able to react to your findings and recommendations and commit themselves to supporting
and/or implementing the recommendations.



BOX 3: EXAMPLE OF KABWE DISTRICT RESEARCH TEAM

Kabwe District Research Team: Factors leading
to poor sanitation in Kabwe District.

The team consisted of some DHMT members such as the DMO and the
district public health nurse and public health inspector or environmen-
tal health officer. They distinguished the following institutions/groups

for feedback:

Responsible institution: DHMT

Target group: Village leaders, Village health
committee and heads of households

Technical support: MoH, Water and Sanitation
Programme, NGOs

Political support: District Medical Officer (to support
the implementation)

Financial support: DHMT (resource mobilization) and

NGOs, donors

Day-to-day implementation: Health assistants (to provide assistance
in the technical implementation)

—
N

Media: Wider distribution of results and
recommendations

Researchers:
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Source: Summaries of Health Systems Research Studies 1987-1993: Joint
HSR Project, Harare, Zimbabwe (completed 1994)

3.6.4 Barriers to the use of results and recommendations

There is a need to identify possible barriers to the proposed action of implementing recommendations.
Sometimes there are groups and individuals who are less interested or opposed to an identified activity.

These groups and individuals need special attention in the feedback process.




DISTRICT HEALTH MANAGEMENT TEAM TRAINING MODULES

BOX 4: EXAMPLE OF USE OF RESEARCH RESULTS

Objective of the study: To identify factors leading to high incidence of
gonorrhoea in order to determine appropriate methods of control.

Brief findings: The most important risk factor for contracting gonor-
rhoea was having more than one sex partner over the previous 12
months. Single males run a higher risk of contracting gonorrhoea than
married men, as having multiple partners was most common among sin-
gle men.

Major recommendations: MoH should organize health education for
adolescents, young adults, school children and general public, empha-
sizing the following messages: regular use of condoms, limit the number
of sex partners and importance of treating contacts.

Review of status of gonorrhoea in Seychelles, 8 years after the imple-
mentation of the recommendations. As the graph below shows, the
incidence has dropped from a peak of 935 cases in 1988 to 56 cases in
1995.

—
Es)

3.7 HSR Training: HSR Proposal Development and Data Analysis Course
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There is a standard course on HSR methodology. The HSR methodology is supported by a series of HSR
training modules (see Box 5), which were developed and tested as part of the WHO/Government of The
Netherlands/HSR Project, which was implemented in the Region since 1987, initially involving five
Southern African countries. WHO/HQ, the Dutch Ministry of Cooperation and the Royal Tropical
Institute, Amsterdam, supported this project. The project was managed by WHO/AFRO since 1996 and
became a regional programme since 1998, covering all countries of the Region. Countries in the Region
have established a Health Systems Research Unit and designated a focal point. These units are responsi-
ble for organizing training on HSR methodology in countries.




Gonorrhoea Cases
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HSR Can Make A Difference - From Research To Action
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Implementation of
recommendation begins

1984 1985 1986 1987 1988 1989 1990 1991 1992 1993
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Year
(Gonorrhoea Cases)
BOX 5: HSR TRAINING SERIES
Volume 1: Promoting Health Systems Research as a Management
Tool
Volume 2: Designing and Conducting Health Systems Research
Projects

Part 1: Proposal Development and Fieldwork
Part 2: Data Analysis and Report Writing

Volume 3: Strategies for Involving Universities and Research
Institutions in Health Systems Research

Volume 4: Managing Health Systems Research

Volume 5: Training of Trainers for Health Systems Research.

1994
(152)

1995
(56)

—
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ACTIVITY 5

B [dentify HSR studies that have been carried out in your district,
including those where you have been involved.

B Were recommendations implemented? IF NOT, what were the
reasons for non-implementation? What concrete steps would
you propose to improve the application of research results?

B Identify possible areas where research is needed in your district.
For two of these areas, what relevant data is already available in
your district?

B [F you have been involved in carrying out HSR, what steps in the
HSR protocol development and data analysis did you actively
participate in?

B What additional skills in HSR would you require?

N
(—)
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Unit 4: Steps in the
Planning Process

Introduction

There are several steps in the planning process, which form a continuous cycle. This unit will guide you
through each of the steps in this cycle.

Objectives
At the end of this unit, participants should be able to:

B Perform a situation analysis based on the district health profile, policies and review of previous
plans.

Identify and analyse district health and health service problems.

Apply a systematic approach toward prioritization of identified problems.

Develop plan objectives and service targets.

Determine resource requirements.

Prepare action plans and budgets.

Devise monitoring and evaluation tools.

N
—

FIGURE 5: THE PLANNING STEPS
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Monitoring and Setting objectives
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plan and budget interventions

\ Determining resource /
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ACTIVITY 6

Now reflect on the way planning is carried out in your district.

B Are all these steps being observed? If yes, do you think they
are sufficient?

B If you do not follow these steps, how else do you go about
planning?

B Do you think you may improve your planning process by
applying these steps?

Then ask yourself. Are these steps necessary? What if I skip any of them?
Will T still be able to achieve my objectives?

4.1 Situation Analysis and Problem Identification

Situation analysis

This step involves assessment of the current situation from various perspectives to establish the actual

health situation in terms of needs and priorities. Generally, situation analysis may answer the key ques-
tion ‘where are we now?’ (Identification of needs and problems), and leads to the next key question
‘where do we want to go? (Setting priorities and targets). Refer to the planning cycle in Figure 2.

Review of previous plan(s)

A critical analysis of the previous plan (or plans) is an essential early step in the planning process:

B Has government policy over the period changed and what is its impact on the plan?

B Review the previous plan to see whether there are any changes in such information as
population, health delivery, community participation and other social, economic and cultural
factors.

B Recognize change in resource availability, e.g. human labour, money and materials and their
allocation at the national and community levels.

B Analyse management support as a requirement for the new demands.

B Review the performance of the previous plan.

Review and interpretation of policy documents

It is essential to review the existing policy guidelines in order to familiarize yourself with the existing
directives and regulations to be followed in the course of preparing a district health plan. The purpose
of review is to ensure that national policy guidelines are being adhered to and that community decisions

are being interpreted and translated into appropriate actions.

Steps to be followed:

B Review national health policy guidelines that govern the development and implementation of the
plan in terms of health packages to be provided, means of implementing these packages and
what problems and constraints, rules and regulations have to be followed.



ACTIVITY 7

Now go through your previous annual plan and answer the following

questions:

B Review resources available for implementing the plan in terms of human and financial resources,

Is it still relevant as a basis for this year’s annual work plan
(AWP)?

Is the situation analysis sufficient to be brought forward to this
new plan? If no, note down the changes you would like to make.
Is the health system appropriate to deliver the health services? If
not what adjustments are required?

Is there any change in resources? Is there a possibility of
realizing more resources for the district? Consider the
community resource base, government revenue, donor agencies,
cost-sharing, etc.

Is there any significant policy change that will affect your AWP?
Will the policy revolving fund for hospitals affect your activities
this year?

What did you achieve last year that is significant?

What percentage (%) of the planned activities were achieved in
your previous plan?

What did you not achieve that is of importance and priority to
this year's AWP?

equipment, infrastructure and supportive services in the district.

B Review health sector reform, human resources for health development policy, PHC strategy,
guidelines for the preparation of the rolling plan and forward budget and programme guidelines.
B Find out about the additional resources required within the community that may be

incorporated.

B Determine both constraints and advantages that may be inherent in the overall socio-cultural

environment in which the plan is being developed.

Problem identification

During problem identification consideration should be given to health and health-related problems based
on available data from: HMIS, community surveys, census, reports and your own experience. (Refer to

the district health profile). Health problems can either be primary or secondary.

Primary problems

These include illnesses identified in the community such as malaria, tuberculosis, AIDS, and leprosy, as

well as existing inequity, unfairness and client dissatisfaction.

N
w
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Secondary problems (also called contributory problems)

These can be inadequate health resources, inefficient health delivery services or poor management skills,
which cause or contribute to the primary problems.

4.2 Problem Analysis and Prioritization

4.2.1 Problem analysis (problem and needs tree)

It is important for the DHMT to analyse identified problems in the context of prevailing conditions in
their respective districts, using both problem and needs trees.

Problem analysis is the art of critical examination of problems against prevailing conditions of your
respective districts. The analysis is done by constructing a problem tree.

A problem tree is a set of assumptions on causes associated with the problem and its consequences
(see an example in Figure 6).

ACTIVITY 8

Steps in problem tree construction:

B Start by writing the problem statement on a large single sheet of
paper that is pinned to the wall. Each member of the group will
be given cards and pens.

B The facilitators will ask you to write down what you think are
the main causes of the stated priority health problem. Write only
one cause on each card and in as few words as possible.

B For each cause, continue to ask yourself the question “BUT
WHY?” and write down one answer per card.

B The facilitators will then arrange the cards under the problem
statement on the wall, thus creating a problem tree.

B As you analyse problems and look at their causes you may
realize that you wish to formulate the problem in a different way.
For example, what appeared as a problem of lack of supplies for
your immunization programme may, when you analyse it, turn
out to be a problem of health planning or communication.

B After describing the immediate and associated causes of a
problem you then describe the possible consequences of not
addressing the problem. These are put above the problem and
this completes the problem tree. You will realize that all the
causes and consequences are described negatively.

B The last step is to review the problem tree you have just
constructed. Going through each of the causes you have
identified, ask yourself “ Is this something we can change in the
district?” We would like to focus on what is within the power of
the district to improve, even if only in a small way.



FIGURE 6: EXAMPLE OF A PROBLEM TREE

Poor
attendance
at clinics

No drugs

Limited
supplies

Leakage of
drugs

Inadequate
funds at DMO’s
office

—

Inadequate
stocks at
central stores

Poor
remuneration

Poor drug
management
system

E—

E—

Poor budgeting

Poor district
resource base

Lack of drugs
needs
assessment

Limited budget

Lack of training Drug
in drug management
management tools not in
place

4.2.2 Problem prioritisation

In planning, one has to make choices among needs so that scarce resources can be used efficiently. As a
district, one practical approach is to rank the problems in order of importance. When doing this exer-
cise, it should be remembered to take into consideration the national priorities as reflected in the nation-
al health policy guidelines. (For instance, HIV/AIDS and malaria control and polio eradication).

Once the major problems have been identified, their causes should be analysed by asking and find-
ing out why they exist. This is sometimes obvious, but in some cases it is necessary to carry out wide

consultation or even research.

N
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Prioritization is making decisions on how limited resources could be best allocated to priority health
problems or needs. It uses a combination of different approaches and criteria.

Health priorities, whether national or district, are arrived at by using explicit criteria such as outlined
below.

Criteria for ranking health problems:

B Magnitude: In terms of the proportion of the population affected such as women, pre-school
children, school children, the elderly, etc. This basically describes how big is the problem.

B Severity/danger: To the individual and the community. How serious is the condition. Does it
threaten life, cause major suffering, decrease the ability to lead a normal life, reduce
productivity?

B Vulnerability to intervention (feasibility): If a problem is not vulnerable to intervention, it
makes little sense to include it in the list of those targeted for action.

B Cost-effectiveness of the intervention: expressed in terms of cost-effectiveness. These criteria
should answer the question whether the problem, if addressed, is worth the financial cost
involved.

B Political expediency: Even if a problem fulfils all of the above criteria, if it is not recognized
as politically expedient by the central authority (See above: “Review and interpretation of
policy documents”), it is very difficult to include it among the high priority list. This is why it
is important to have an evidence base for such prioritization in order to convince the local
politicians.

It is essential to include needs expressed by the community in plans as they ensure community own-
ership of the interventions which leads to sustainability of activities.

4.3 Setting Objectives and Targets

This stage in the planning cycle involves the determination of the goal, objectives and targets. This stage
answers the key question ‘where do we want to go? Or ‘what do we want to achieve? It is expected that
the district health management teams will now have a clear picture of the district health situation (from
the situational analysis), from which the priorities and objectives will be derived.

An objective is the intended result of a successful activity or programme within given inputs and
process. Objectives will be formulated to address the identified priority problems and their immediate
causes. Objectives should be specific, measurable (or at least observable), attainable (given resources,
environment and management capacity), realistic and time-bound (SMART).

Objectives tree

Converting the problems of a problem tree into positive statements facilitates the development of objec-
tives. For instance, if one of the problems in a problem tree is stated as:

B “Delayed referral of obstetric emergencies”, an objective could read:

B “To have, within the next planning period, the number of delayed referral of obstetric
emergencies reduced by 40%” (it will be necessary to define clearly what to consider a delay
and what to consider an obstetric emergency).

B All the converted problem statements will now form an objectives tree as depicted in Figure 7.



FIGURE 7: EXAMPLE OF A OBJECTIVES TREE

Improve
attendance at
clinics

Ensure
availability
of drugs

Increase drug Reduce leakage
supplies of drugs
]
I I I |
Avail adequate Improve stocks Improve Improve
funds to at central renumeration the drug
DMO’s office stores management

system
Strengthen Identify Carry out a Increase budget || Train personnel Provide drug
budgeting at additional drugs needs for central in drug management

DMO’s office funding sources assessment stores management tools

Types of objectives

Objectives can be stated in terms of what can be achieved within a relatively short period of time, that
is short-term objectives which ultimately lead to the achievement of long-term objectives.

Examples of short-term objectives:

B To advise and refer to antenatal care 70% of pregnant women in 10 villages in one year.

B To train TBAs in 10 villages in one year.

N
N
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Example of long-term objective:

B To reduce maternal mortality from the current 300/100,000 to 250/100,000 live births in a
three year period.

Setting targets

After setting objectives, you have to determine the number and quality of specific activities that have to
be carried out before objectives can be realized, that is setting the targets.

Setting targets helps to determine whether the set objectives are realistic. If planned targets are high-
er than the potential numbers of services that can be delivered, given available or potential resources and
under prevailing constraints, objectives should be modified to allow consistency between planned serv-
ice targets and potential performance level.

Example:

In a given district there are 2000 pregnant women. If our service objective is to reach 40% of the
women with an average of three antenatal visits each, then we need a minimum 2,400 service contacts to
be provided in one health facility (40% of 2,000 = 800, then 800 x 3 = 2,400 contacts).

If there are four antenatal sessions per week, (in a year there are 52 weeks), and if the staff can attend
20 contacts per session, then 4,160 contacts per year can be accommodated (i.e. 4x52x20 = 4,160, which
is more than the planned service targets of 2,400). This implies that if the objective could be set at 60%
of the women, that is 3,600 contacts, the available staff could still handle them without additional
resources.

Table 1 provides an illustrative example of an intervention matrix showing targets and objectives.

ACTIVITY 9

Formulate short- and long-term objectives from the problem/need trees
you have developed. Determine realistic objectives and targets from the
problem tree.

4.4 Formulating (developing) Interventions

Developing interventions is the process of identifying, short-listing and deciding between alternative
approaches and measures to address identified and prioritized health problems and needs. At this stage
the key question to be addressed is “how will we get there?”

Formulation of interventions is carried out in conjunction with the next stage in the planning circle,

which is determining resource requirements and subsequently preparing the plan of action. Interventions
are alternative measures to address priority health needs.




TABLE 1: EXAMPLE OF AN INTERVENTION

MATRIX WITH OBJECTIVES AND TARGETS

Aim

Programme
intervention

Short-term
objectives

Planned targets

Activities

Improved
obstetric
care in all
villages

Community-based
obstetric care and
referral to health
facilities

All pregnant women
in the villages to be
advised and referred

Have at least one
nurse per facility
with TBA training

Send one nurse for 2
weeks course in TBA
training and supervision

to the clinic skills upgraded
80% of women to Increase No. of Hold 14 TBAs-training
deliver in the villages | trained TBAs to days (provide
assisted by trained 50. Each TBA to equipment & practice
TBAs have a delivery kit | on how to use them)
by end of year
1600 pregnant Carry out 75 TBA-

women to be
delivered by
trained TBAs

supervision visits (3 per
village per year)

Increased
compliance

Health education
& Community
mobilization

60% of pregnant
mothers to attend
Antenatal Care
Clinic, at least 3
times during the same
pregnancy in the
dispensaries

At least 1200
women attend 3 or
more antenatal
visits

4000 antenatal services
to be offered in the
clinics or at home

Have 8 religious
leaders co-opted to
advocate use of
Antenatal Care
Clinic

3 contacts with each of
the 8 religious leaders,
i.e. 24 contacts made

Have pre-tested
education materials
in Antenatal Care
Clinic in 30% of

‘villages

2 health education
campaigns per village
(10 villages) including
providing/posting
education materials

The following steps are needed in developing interventions:

B Identifying and short-listing gaps and weaknesses in existing service components by looking

into:

— appropriate service inputs such as service delivery infrastructure, resources and support

systems;

— management and organization focusing on resource control, activity monitoring, quality

control, health service distribution, community involvement and participation.

N
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B [dentifying additional components and activities that are required to bring about the desired
changes in the existing service components.

B Identifying potential constraints and limitations to planned interventions.

B Modifying proposed interventions in line with geographical, political, climatic and socio-
cultural conditions, including existing infrastructure, management and organization. Consider
the following criteria for modifying the interventions:

— any intervention or option which has very strong political support, should be included;
— any intervention that has a binding constraint that would make it unfeasible should be
dropped;

B Addressing constraints by using community resources, modifying job responsibilities and tasks,
shifting available resources from one activity to another and obtaining additional resources;

B Improving management and administration in line with identified interventions.

ACTIVITY 10

B Shortlist identified and prioritized health problems and needs in
your working area.

B Prepare appropriate interventions to the priority problems and
needs.

B What are the limitations/deficiencies/constraints to some of the
interventions?

Note: Present your answers in a table form.

4.5 Determining Resource Requirements

Determining resource requirements involves translation of interventions and all activities required to
support the interventions into resources such as human labour, materials, money, space, time and
information.

How to determine resource needs

Establish a resource inventory table. The table should specify existing resources, additional resources
required and total resources needed. To do this, list all programme activities, and the type and quantities
of resources required by each programme activity.

Example:

Determine resources required to immunize 10,000 women between 15 and 45 years of age with two
injections each of tetanus toxoid within one year.



The interventions will include:

B (raining;
B immunization;
B health education;
B supervision.
The activities carried out in each intervention are stipulated in Table 2.

The required inputs are:

B personnel;
B physical infrastructure;

B equipment and materials;

B drugs and supplies;

B (ravel/transport costs/funds.

The resource requirements for an immunization programme are shown in Table 2 below.

TABLE 2: EXAMPLE RESOURCE REQUIREMENTS FOR A PROGRAMME
FOR IMMUNIZATION OF WOMEN AGAINST NEONATAL TETANUS

Intervention Personnel | Physical Equipment/ | Drugsand | Travel/ Funds
infrastructure materials supplies transport
Training 6 PHNS, Training centre x 5 | White board, Vaccine: 5 | 5 days of $ 350 (for
2 Doctors days 10 disposable | vials minibus meals) $ 20
accommodation syringes, for diesel &
needles maintenance
Immunization 48 None 1 refrigerator, | 20000 doses | 260 days of | $ 1500 for
vaccinators 4 cold boxes triple vacc. minibus diesel
27000 & main.
syringes and expenses
needles
Supervision 12 PHN Office for record 1 flip board None 200 days of | $150 for
keeping in HC motorbike petrol &
maintenance,
$260 per
diem

w
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ACTIVITY 11

Work in groups to develop resource requirements for your interventions

4.6 Preparing the Plan of Action

A plan of action is usually prepared in a matrix format and will normally contain the following items: the
problem, objective(s)/interventions, activities, inputs, key responsible actor/implementer, important
assumptions and risks, activity monitoring indicator, planned output, activity cost and implementation
time frame. An example of a plan of action is shown in Table 3.

4.7 Preparing the Budget

Definition

Budgeting is a process of costing inputs and activities into monetary terms.

Description of budget

B Budgeting is made of estimated costs of inputs and activities that will be required to implement
the plan.
B There are two kinds of costs: recurrent costs and capital costs.

— Recurrent costs refers to the costs which you are incurring annually to keep the system
running, e.g. salaries, drugs, kerosene and any other consumables.

— Capital/developmental costs refers to costs that are incurred on a fixed asset. An asset with a
life span of more than one year, e.g. x-rays, machines, thermos, and weighing scales, has two
types of costs, namely: initial costs (purchasing price) and recurrent costs (amortization or
depreciation).

B Amortization costs are useful for planning since they tell us when the capital inputs are going
to be replaced. This can be accommodated in the long-term budget if the budget duration is
more than one year, e.g. the three year rolling plan and forward budget.

Costing of activity inputs

Costs of inputs have to be estimated before and thereafter transferred to the budget. This process is

referred to as cost analysis. An example of cost analysis is shown in Table 4.
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TABLE 4: EXAMPLE OF A COST ANALYSIS TABLE

Intervention Activities Inputs Unit cost Total cost
Training Refresher - Allowances - Allowances 3,068,000/=
courses for 20 - Stationery (i) Shs 15,000 x 20p x 8 days

TBAs at district =2,400,000
headquarters for
7 days - Vehicle, fuel & (ii) Shs 5,000 x 5 Facilitators x
maintenance 6 days =150,000/=
- Hall charges
- Refreshments - Stationery 70,000/=

- Fuel & maintenance
70lts x Shs 400/=
=28,000/=

- Hall charges
6 days x Shs 20,000 =
120,000/=

- Refreshments
25p x Shs. 2,000 x 6 days
=300,000/=

W
I

Types of budgeting
B Line item budgeting: provides estimated costs of each item in the programme (see example in
Table 5.1)

B Programme budgeting: is a sum of estimated line item costs in one programme (see example in
Tables 5.2 and 5.3)

B Performance budgeting: actual costs of activities budgeted for in details. (see example in Table 6)

¥ TNAONW

Summary

Preparing a budget implies conversion of inputs, activities, targets and support services into money. The
budget is made up of recurrent (ongoing/routine) and developmental (capital - fixed asset) costs within
a period of time.

ACTIVITY 12

® List all the activities and inputs required to solve the priority
problem that you have identified in your district.

B Mention all the support services needed, such as transport,
personnel, drugs, time, communications, HMIS and training to
enable you to solve the problem.

B [ndicate which activities, inputs and support services are
recurrent and capital investment.

B Cost the activities, inputs and support services mentioned.
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4.8 Implementation

Once the planning and budgeting has been accomplished and approved by the appropriate authority, the
success of the plans will depend on how well they have been implemented. There are three aspects that
should be kept in mind while implementing the plan of action. These are:

B Effectiveness
B Efficiency
B Timeliness.

Effectiveness

When an activity is implemented, the result is called the output. For example if you carry out a study,
the result is a study report. The study report therefore would be an output from this activity. Efficiency
refers to what extent the particular activity outputs have been achieved as compared to the targets set. In
order to achieve the objectives set in the plan of action, all activities should be fully implemented, reach-
ing the set targets and covering all the activity components.

Efficiency
Implementation of any activity involves utilization of resources. This could be human resources, finan-
cial resources, time, and other material and logistical resources. As described earlier, implementation of

an activity results in an output. Efficiency relates the output to the resource inputs and refers to the meas-
ure of output per unit resource input.

B
(=)

Example:

Two teams of laboratory technicians, with the same equipment, are given 100 blood samples each to
test for malaria parasites. Team A completes the tests in 5 hours and Team B in 4 hours. This means that
Team A carries out 20 tests per hour while Team B carries out 25 tests per hour. Team B therefore pro-

¥ TNAONW

duces more output than Team A, given the same resources. One can then conclude that Team B is more
efficient than Team A because it produces more output per unit resource input.

Timeliness

While drawing up the plan of action, activities are planned to be implemented at given times and with-
in a given period of time, and in a number of cases future activities depend on the completion of some
activities. In the latter case it is clear that partial or lack of implementation of activities at the scheduled
time would lead to delayed or no implementation of future activities. It is therefore important to endeav-
our to undertake and complete activities as scheduled in the plan of action. However, a number of times
this is not possible due to factors unanticipated. These factors include, among other things, political
activities, availability of funds, unplanned activities, e.g. the District Health Team is promptly called to
attend a one-week workshop organized by the Ministry of Health, transfer of personnel, and unavail-
ability of logistics. Harmonization of plans, early requisition of funds and other logistics and supplies,
and use of coordination meetings could help in reducing some of these problems.

Proper implementation of activities requires prior preparation in identification of resources needed,
allocation of tasks and setting deadlines. The team leader or the person responsible for the activity has to
supervise the preparation and the implementation of the activity to ensure that the various tasks are



accomplished within the set deadlines. These deadlines and allocated tasks should be made known to all
members of the team involved in the activity. This will ensure timely completion of activities.

4.9 Monitoring and Evaluation

The key question to be addressed at this stage of the planning cycle is “how will we
know when we get there and what have we achieved ?”
It is expected that DHMT members will be able to:

B develop indicators;
B identify means of verification; and
B plan for monitoring and evaluation of the district health plan.

Monitoring

What is monitoring?

Monitoring is a systematic and continuous assessment of the progress of an activity over time. Monitoring
can be done through the process of collecting, coordinating, processing, measuring and communicating
information to assist management in decision-making.

Monitoring encompasses follow up of Inputs (vaccines, funds, personnel, etc.), the Process (activi-
ties/tasks being done according to accepted norms and standards), Outputs (products meet specifica-
tions, services are delivered as planned, training results in new skills, etc.) and finally the Outcome (the

=
—

short-term effect of the programme or campaign).
Monitoring ensures that:

B work progresses according to schedule;

standards such as storage and administration of vaccines are maintained;

resources are used rationally and as planned;

the required information is available and used, etc.;

problems are detected during implementation period so as to undertake corrective measures; and
plans are verified to ascertain that they are being implemented in the way and manner

¥ ITNAOW

planned.

Monitoring is carried out internally by the district health management
team in the course of implementation of the district health plan.
Implementation of the district health plan should be the main focus of
deliberations during the DHMT meetings.

Tools for monitoring

These are:
B Health Management Information System and periodical reports.
B Supervision reports.

B Programme progress reports.
B Project plan of action.
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Evaluation
Definition
Evaluation is the systematic assessment of actions in order to improve planning or implementation of cur-
rent and future activities. Evaluation includes areas of context, input, process and impact to assess

whether the set objectives have been achieved. It can be internal, that is carried out by the implementers,
or external.

Why evaluation?

The essence of evaluation is to determine programme performance, effectiveness and efficiency. In other
words, an evaluation can be carried out to:

B Decide whether an activity was worth doing.

B Determine whether the objectives set were achieved.

B Determine (formative evaluation) whether activities should be continued or not.
B Determine whether the project should be extended elsewhere, etc.

When to evaluate

Before implementation:

B (o assess development needs and potentials;
B (0 determine feasibility of the plan.

During implementation (formative evaluation):

B (o identify areas for changes or modifications;
B (o detect deficiencies and ensure immediate redesign of intervention strategies.

At the end of programme (summative evaluation):

B (0 assess programme or project effect and outcomes with a view to obtaining information on:
— effectiveness of the programme in achieving its stated objectives;
— its contribution to developmental goals;
— efficiency of the programme or project in utilization of resources;
— sustainability of the project results; and
— whether to continue, modify or terminate the project.

Comprehensive evaluation addresses context, inputs, process, and outcome. However, compre-
hensive evaluation may be too demanding in terms of resources and, hence, is extremely expensive.

Before carrying out an evaluation, proper plans must be made to include correct logistics and
methodologies to be followed in advance.

Indicators
Definition
Indicators are variables with which we can measure changes either directly or indirectly. For example, if

the objective is to train a number of health personnel annually, a direct indicator is the number of per-
sonnel trained in a year.



To judge progress in achieving the objective of improving the health of children in a given popula-
tion, it may be necessary to assess such improvement by using several indicators that could indirectly

measure changes in the health of children such as: nutritional status, immunization coverage, age-spe-
cific mortality, etc.

When selecting indicators, full account has to be taken as to whether they are valid, reliable, sensi-
tive and specific.

B Validity: implies that the indicator actually measures what it is supposed to measure.

B Reliability: implies that even if different people use the indicator at different times and under
different circumstances the results will be the same.

B Sensitivity: means that the indicator should pick changes in the situation or phenomenon
concerned.

B Specificity: means that the indicator reflects changes only in the situation or phenomenon
concerned. For example, IMR is a sensitive although very crude indicator of the level of health
of a child population. It is a direct measure of death, and only an indirect measure of health,
but within this limitation it is both a valid and a reliable indicator.

IMR is not specific, however, in relation to any particular health action, since its reduction can result
from a large number of factors related to social and economic development, which includes health devel-
opment. It can rarely be attributed to any single health action.

Types of indicators

SN
w

Indicators can be grouped as follows:

Progress indicators
These are associated with the provision and coverage of health services, which may include:

B Utilization of services.
Quality of care.
Availability of safe water in the home or within a walking distance.

¥ ITNAOW

Adequate sanitary facilities.
Availability of drugs throughout the year.
Ratio of population to different kinds of health workers in PHC and referral levels.

Input indicators
These measure resources received (available), e.g. personnel, equipment and money.

Output indicators
These measure the result following the activity. For instance; the number of users covered with
immunization, contraception acceptance rate, etc.

Developing indicators

Specific evaluation indicators have to be developed. These will form a basis for judging the worthiness
of a project or activity.
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ACTIVITY 13

From your action plans, develop appropriate progress indicators for each
activity. Specify means of verification for each indicator.

4.10 District Health Plan Write-up

The following outline shows the essential elements of a DHP:

Executive Summary:

B Maximum of 2 pages.
B Summarizes major objectives, interventions and resources required.
B Specifies how the plan is to be implemented, monitored and evaluated.

Introduction:

B Statement of broad overall objectives of the DHP.

Situation analysis (from the district health profile):

Description of the district.
Primary health problems.

=N
=
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Morbidity and mortality statistics.

Health problem/need priorities.

Major secondary (or contributory) problems.

Status of health services.

Health service achievements.

Health service shortcomings.

Influences and problems imposed (if any).

Review of available resources, e.g. human, material and financial resources and sources.

Planned intervention measures:

B Objectives and targets. B Inputs.
B Planned activities. B Main actors and partners.

Plan of operation and budget.
Monitoring and evaluation.

Assumptions and risks.

The completed district health plan should be endorsed by the district
health board, and then approved by the district council and incorporat-
ed into the overall district plan.



Unit 5: Essential Health Package

Introduction

One of the pillars of health sector reform is the concept of cost-effective and quality essential health care
packages. Research and analysis are required to determine the content of these packages. The DHMTs
must have at least a basic understanding of the rationale behind the development of these packages since
this will motivate them to assure their implementation.

Objectives
At the end of this unit, participants should be able to:

B Participate effectively in a discussion concerning the determination of an essential health care
package.

B Participate in a cost-effectiveness analysis.

B Interpret a paper that uses disability adjusted life years (DALYs) methodologies to determine
essential health care packages.

5.1 Definition

An essential health care package will comprise health interventions (promotive, preventive, curative and
rehabilitative), including the required inputs, selected on the basis of their ability to have the greatest
impact on disease burden reduction at various levels in the country. The interventions are selected after
taking into consideration issues such as cost-effectiveness and equity of access. The package will differ
from country to country, depending on the country’s health priority problems and economic situation.

5.2 What Should be Included in the Package

The district will be guided by policy from the Ministry of Health. The package will consist of cost-effec-
tive interventions, together with the required inputs and management support. It will contain non-nego-
tiable interventions on the basis of compliance with regional or global disease control strategies, e.g. erad-
ication of polio and immunization against tetanus.

5.3 Determining the Content of the Package

There are two methodologies being used in the African Region to determine the content of the health
package, namely:

B the cost-analysis methodology; and
B the DALY methodology.

SN
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5.3.1 Determining the cost-effectiveness of interventions
using the cost-analysis methodology

The first step involves using health services data supplemented by community-based data on morbidity
and mortality rates to determine major causes of mortality and morbidity at various levels in the district.
Health information and data from countries in the African Region indicate that the major causes of
morbidity and mortality in Africans are malaria, HIV/AIDS/STD, tuberculosis, ARI, malnutrition, diar-
rhoeal diseases, and poor reproductive health.
Countries need to address these problems in the health packages they deliver.

Determining the cost of each activity

First, classify and quantify the inputs required for each activity into capital and recurrent expenditures
as shown in Table 7.

TABLE 7: EXAMPLE OF CLASSIFICATION OF COSTS BY INPUTS

Inputs Quantity Unit costs Total cost

Capital

e Vehicles: bicycles, motorcycles, four-wheel
drive vehicles, trucks

* Equipment: manufacturing machinery, scales,
other equipment with unit price of $ 100 or more,

e Buildings: space, health centres, hospitals,
training schools, administrative offices, storage
facilities

e Training: no recurrent training activities for
personnel; training occurs only once or rarely

e Social mobilization: non-recurrent activities, e.g.
promotion and publicity campaigns that occur
only once or rarely.

Recurrent

e Personnel (all types): supervisors, health
workers, administrators, technicians, consultants,
casual workers

» Supplies: drugs, vaccines, syringes, small
equipment (unit cost less than US$ 100)*

* Vehicle operation and maintenance: petrol,
diesel, lubricants, tyres, spare parts, registration,
insurance

e Buildings operation and maintenance: electricity,
water, heating fuel, telephone, telex, insurance,
cleaning, painting, repairs to electric
supply/appliances, plumbing, roofing and heating

* Training: recurrent (e.g. short in-service courses)

* Social mobilization: e.g. community meetings

e Other operating costs.
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*Countries will determine the threshold value.



Secondly, determine the unit cost of each input so as to determine the cost of the different options
available. Cost is the value of resources used to produce a health service or set of health services.

Thirdly, determine the annual cost of each category of inputs as shown in Table 7. This will enable
the DHMT to know the share of each input in the total budget and assist it in identifying where to cut
costs and improve efficiency in the implementation of health packages.

By determining the annual cost of each category of inputs, the DHMT can determine the share of
each input in the total cost as shown in Table 8.

TABLE 8: SHARE OF COST BY INPUT CATEGORY

Input category Annual cost (currency) Share o(fo/t())tal cost
0

Capital

Vehicles 5000 10

Equipment 5000 10

Building space 5000 10

Training, non-recurrent 0

Social mobilization, non-recurrent 0

Subtotal capital 15000 30

Recurrent

Personnel 20000 40

Supplies 5000 10

Vehicles, operation and maintenance 5000 10

Buildings, operation and maintenance 1000 2

Training, recurrent 0

Social mobilization, recurrent 0

Other operating inputs 4000 8

Subtotal recurrent 35000 70
Total 50000 100

When calculating the cost of each activity you need to find a reasonable and accurate way of divid-
ing the cost of shared resources among user programmes (cost allocation). Various parameters are used
to determine cost. The information provided below can assist you to determine such costs.

Table 9 provides an example of how to determine shared costs.

Measuring effectiveness

Cost information can be used to determine the efficiency of each activity or intervention in the essential
package chosen in terms of outcomes, outputs, results and impact obtained as a result of introducing the
activity or intervention.
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TABLE 9: DETERMINING SHARED COSTS

Input Parameters that can determine cost
Vehicles Distance travelled and time used
Equipment Time used
Building Time used, space used
Personnel Time worked
Supplies Weight, volume
Vehicle operation Distance travelled/time used
Building operation and maintenance Time used /space used
Other inputs Miscellaneous

Effectiveness is measured by assessing to what extent objectives have been realized or achieved. Most
PHC programmes aim at improving the health status of the population they serve, for example reduction
in cases of immunizable diseases or reduction in maternal mortality.

Efficiency of each intervention is = Cost
48 Effectiveness
ie. = Cost

Number of lives saved

A health programme or service delivery unit is more efficient if it gives more benefits from the use of
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a given set of resources.

Choosing an indicator of effectiveness

You need to choose an indicator that compares fairly to the activities you are trying to compare. You want
an indicator whose numerical value will reflect differences between the alternatives that are comparable.

For example, you cannot compare doctors in the hospital setting with TBAs in a village using the out-
come of a number of births. Doctors should be compared with other doctors under similar operational
settings and criteria. Likewise, TBAs should be compared with TBAs. You could also assess health out-
comes for similar health problems in two different health centres. Indicators of effectiveness should
reflect the outcome which you are most interested in. The intervention with the greatest effectiveness is
what you are looking for (although sometimes it may be the most expensive).

Locating data on effectiveness

It is advisable that you identify suitable measures of effectiveness that can be obtained from existing
health information system records. If the current information system you are using is not able to assist
you in this process because available records are not good enough, then investigate the possibility of
improving the data system and conducting research within the limits of your time and resources.



Source and type of data

B Qutpatient records at health centres or hospital.

B [npatient records at the hospital.

B Data from laboratory data on diagnosis of some disease conditions, e.g. malaria information
from survey results.

B Community records.

B Surveys.

B Records from other sectors.

Expressing measures of effectiveness

The measures should be quantifiable. For example:

B 800 visits made.
B 1200 children vaccinated.

It is possible to express effectiveness as a proportion, for example, percentage of children vaccinated.
It is important to bear in mind that using percentages may create problems when you are dealing with
costs.

Determining cost-effectiveness

Cost-effectiveness analysis is a technique that DHMTs can use to assist them in decision- making. The
technique will assist DHMTs to identify which areas of the programme are effective and which are not.
The technique will help the DHMTs to design a better health package that takes into account cost-effec-
tiveness.

Cost-effectiveness analysis involves assessing the gains (effectiveness) and resource input require-
ments (costs) of alternative ways of achieving a specified objective.

Cost-effectiveness analysis: steps to follow

Identify objectives for each intervention in the package.
Identify possible ways of achieving the objectives.
Identify and measure the cost of each option.

Identify and measure the effectiveness of each option.

Calculate the cost-effectiveness of each option and compare the results.

Identify objectives of the interventions

The justification for doing the analysis may be the result of identification of a problem in the implemen-
tation process such as low immunization coverage. The objective of the programme in such a situation
would be to increase immunization coverage.

It is important to remember that better objectives are obtained from well-defined problem state-
ments. The more precise your statement of objectives is, the easier it will be to use cost- effectiveness
analysis because both the costs and effects are likely to be more clearly defined and easier to measure.
For example, if the objective is to reduce mortality from tetanus by 25%, you need to translate this into
absolute figures; if there are 200 cases of fatal tetanus, the intended reduction is by 50 deaths.
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Identify possible ways of achieving the objectives

To undertake a cost-effectiveness analysis, you need to identify a minimum of two options of achieving
the objectives and compare the cost of each option. For example, you could compare the cost of using
two drugs to treat a similar condition.

Identify and measure the cost of each option

The resources you are going to cost should be those that are responsible for producing the effect you will
be measuring. In measuring costs you need to be comprehensive. Include in your costs all the inputs
that are put to work in that input. Donations and paid for resources should be included. Ensure also
that you measure cost and effectiveness over approximately the same period of time.

Identify and measure the effectiveness of each option

You should use the methodology we described earlier on to carry out the measurement.

Calculate and interpret the cost-effectiveness of each option

You calculate the cost-effectiveness ratio of each option by dividing its cost by the numerical value of the
effect. It is important to ensure that the effects you are measuring result from the resource inputs whose
costs you are determining.

Cost-effectiveness: Cost

U1
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Numerical Value of Effect

The ratios are then compared to determine the most cost-effective option which is the one costing
the least per unit of achievement. After establishing which option is more cost-effective, include it in the
package. You may wish to do a follow-up and find out what is responsible for the difference between the
two. This will assist you in improving your programme design or in the implementation of the activities.
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For example, if you find that certain health centres are more efficient than others are, you may wish
to find out the reasons and take action. It could be that health staff require some training or that they
are just wasteful.

5.4 Steps to Follow in Selecting Cost-effective Interventions

In determining the cost-effectiveness of a package, the following should be taken into consideration:

B The fact that resources are limited means that they should be used efficiently.

B Maximize the use of resources to attack leading causes of death and hence save more
productive years of life.

B The bulk of health conditions should be treated at the lowest level possible in order to reduce
costs.

B Higher levels of health care should only handle cost-effective interventions which cannot be
handled at a lower level (referred cases) and complicated disease conditions.



B An intervention is selected to be included in an essential health package after ascertaining that

the intervention will contribute to addressing selected burdening diseases to be tackled by the
country.
B The intervention in question is cost-effective.

5.5 Determining Cost-effective Interventions

B Determine the average cost of treating a particular disease condition (average cost/per
person/year). This includes such costs as personnel, pharmaceutical supplies, per diem,
equipment operation and maintenance, promotion, water and electricity.

B Determine the demand cost (average cost x total number of people receiving care using that
same intervention).

B Determine the efficacy of the intervention (extent to which the intervention works under ideal
conditions).

B Determine the quality of the intervention being applied (take into consideration factors like
patient compliance, diagnostic accuracy, and health provider compliance).

B Determine the effectiveness of the intervention (efficacy x quality).

B Determine the potential DALYs saved by the intervention. (Effectiveness of intervention x total
DALYs lost as a result of that disease problem) (see Annex 1).

B Determine the cost per disability adjusted life year saved = cost per year

potential DALYs saved.

The cost of the intervention (cost per year to population of district or country) depends on individ-
ual countries, that is whether the package will be determined by using national figures or districts will
come up with own packages using district data.

For example:

To compare cost-effectiveness of treating a case of TB, two alternative interventions could be assessed
to find out the more cost-effective intervention as shown in Table 10.
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TABLE 10: EXAMPLE OF DETERMINATION OF COST-EFFECTIVE INTERVENTION

Parameters

Intervention A

Intervention B

DALYSs lost per year for TB

105,232.00

105,232.00

Treatment regimen

(A) 2 month admitted +4
months treated as out- patient

(B) 3 weeks admitted
+ 5.25 months as out-

patient
Average cost to treat one case US $ 381.575 US $ 287.825
Demand/year (number in need of treatment
in a year) 25,000 25,000
Cost of treatment per year for 25,000
people $ 9,539,375 $ 7,195,625
Efficacy of intervention (inherent) 80% 80%
Quality (defined by system) 60% 52%
Effectiveness of intervention (efficacy x
quality) 48% 42%
Potential DALYSs saved (effectiveness x
DALYs lost) 50,511 43,777
Cost per disability adjusted life year saved
(cost per year/potential DALYSs saved) US $ 188.856 US $164.372

As can be seen from this example, intervention (B) is more cost-effective than intervention (A).

ACTIVITY 14

The participants can practise the methodologies by using their own local
data and comparing various interventions.




Unit 6: Disaster Preparedness

Introduction

Disasters are terrifying destructive events. Natural disasters are caused, for instance, by earthquakes,
floods, hurricanes, droughts, epidemics and the like. Man-made disasters are caused by war, terrorism,
and air traffic accidents. Confronting a disaster’s force can be one of the most frightening experiences of
a lifetime. Thinking about disasters and their resulting deaths and destruction is difficult. Nevertheless,
we have to think about disaster in advance and we need to be prepared for it. When a society is well
prepared for disasters, the great majority of the deaths and long-term effects can be avoided or at least
minimized.

Disaster preparedness and management involves a coordinated effort of many sectors and disciplines.
However, the DHMT needs to be aware of its role and prepare for its contribution.

Are you prepared in your district?

U1
w

Objectives
At the end of this unit, participants should be able to:

B Describe essential facts about disasters.
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B Explain the need for a district to be better prepared in facing disasters.
B Take appropriate actions in its district in managing disasters.
B Manage and control an epidemic.

6.1 Some Facts about Disasters

B Some people and communities that are already most vulnerable in daily life are also most
severely affected by sudden disasters such as floods and slow-onset disasters such as famine.

B Communities affected by disasters are far from apathetic and helpless. The people in these
communities are usually the first to respond and have a lot of strength that needs to be supported.

B [ocal health services are more able to cope with disasters than foreign teams who have to be
housed and fed and do not know the local language and situation.

B Careful rationing should ensure that everyone is fed. Regular food supply is especially needed
for people involved in salvage work and reconstruction.

B Teamwork is the most efficient way of dealing with disasters, especially if the teams have been
trained in disaster preparedness.
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B There is no clear distinction between natural and man-made disasters. Strict adherence to
building codes in earthquake-prone areas significantly reduces loss of life when an earthquake
occurs. Soil erosion and creation of deserts is to a large extent due to human mismanagement
of the environment.

B Despite the usual urgency of the situation, an evaluation of most urgent needs should be made
before overloading the system with a lot of unnecessary “assistance” and items such as out-dated
medicines.

B The impact of big disasters is often felt for years.

6.2 National and International Preparedness for Disasters

To a large extent disasters can be foreseen and predicted. However, some of the “early warning systems”
require expensive high technology and international collaboration. There is a need for the international
community and national governments to be prepared. Drought, tropical storms and volcanic eruptions
can often be predicted by the use of high technology. An earth observing system based on a number of
satellites is monitoring the earth in detail.

WHO in collaboration with the United Nations High Commissioner for Refugees and a number
of other organizations have developed an emergency kit with drugs and medical supplies calculated to
meet the needs of 10,000 people.

International preparedness makes little sense if the national level is not prepared. There should be:

B A national health policy implemented regarding preparedness and relief.
B A person within the Ministry of Health in charge of promoting, developing and coordinating
disaster preparedness.

Emergency preparedness activities coordinated with the health sector, civil defence authorities
and key ministries, health sectors and international agencies in the country.

National operational plans for health responses to natural and man-made emergencies.

Mass casualty management plans at national and hospital level.

Identified disaster-prone areas, groups and high-risk seasons.

Early warning and surveillance systems and a national reference laboratory.

Environmental health services prepared to respond to emergencies and disasters.

Facilities and safe areas designed as temporary settlement sites in case of disaster.

Provision made for health services, staffing, supplies, water and sanitation for disaster situations.
Training activities devoted to disaster preparedness.

An organized communication centre in the Ministry of Health, an emergency budget and an
emergency transport arrangement.

Updated inventories on human resources, drugs, four-wheel drive vehicles and other
potentially needed resources.
B Opportunities to test the effectiveness of emergency plans through exercises and drills.

6.3 What Should be Done at District and Health Facility in Case of Disasters

The national and international community may help, but the greatest reduction of disaster impact is
expected from your local preparedness. The best preparedness consists of existing working relations,
partnership, and communication network.



Special preparedness measures:

B [dentify a contact person and contact network: establish in advance and regularly communicate
on paper who is to contact who in case of emergencies. Such a contact chain should extend
from community to district level and beyond. For preparedness to handle many casualties at
hospital level, the anesthesiologists or anesthetic officers are usually the people who have
received special training in handling multiple casualties.

B Identify communication channels in the district: Is there any institution with short- wave radio
connections, etc.?

B [dentify in advance vulnerable communities and areas.

B Make disaster preparedness plans.

B Know the transport situation in the district. Where are the vehicles, who owns them, and
what procedure has been agreed on in case of emergencies.

B Have a stock of emergency drugs.

B Train health staff in monitoring and early reporting of suspected epidemics, including
meningococcal meningitis, cholera, plague, etc.

B Train community members in first aid procedures.

ACTIVITY 15

Identify vulnerable groups and risky areas for a particular disaster in
your district. Establish a contact chain and emergency preparedness plan
for your health facility and district.
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ACTIVITY 16

Drill

Organize a disaster drill or simulation with local community members,
for instance a local school, to test if your emergency plan works. Use
your imagination to invent a disaster, for instance a bus accident 20 km
from the district hospital, with many people dead and more wounded.

6.4 Principles of Epidemic Control

Definitions

An epidemic is an unusual occurrence of a disease in a given place and time. An epidemic often evolves
rapidly such that a quick response is required (e.g. cholera, meningococcal meningitis, rabies, etc).
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A threatened or potential epidemic is said to exist when circumstances are such that the epidemic
occurrence of a specific disease may reasonably be anticipated. This requires:

B susceptible human population;

B presence or impending introduction of a disease agent; and
the presence of a mechanism such that large-scale transmission is possible (e.g. contaminated
water supply, vector population, etc).

General principle of action

When an epidemic occurs, the resulting panic among the population and pressures of various kinds leave
no time for reflecting on the soundness of the actions necessary to control the situation. Success in deal-
ing with an epidemic, therefore, depends largely on the state of preparedness achieved in advance of any
action.

Basic steps and principles in dealing with epidemics

B [nstitutionalize an emergency health service in the district headed by a coordinator responsible
for preparing contingency plans.

B Organize your team.

B Establish an early warning system to detect any unusual incidence of a communicable disease
that could cause an emergency situation.

B Use appropriate techniques in collecting, handling and transporting samples/specimens.

Confirm that an epidemic or threatened/potential epidemic does exist.

Ensure availability of minimum stock of drugs and supplies, e.g. i.v. fluids, antibiotics, gloves,

disinfectants, etc.

Eliminate or reduce the source of infection.

Interrupt transmission.

Protect persons at risk.

Carry out active epidemiological surveillance (monitor disease trends using HMIS).
Mobilize resources.

B Notify the relevant authorities about the epidemic.

Adequate structures must be established and maintained so that a quick response can be made to an
epidemic or the threat of an epidemic. The district health managers should consider emergency health
services as an integral part of communicable disease prevention and control. Training and refresher
courses for the personnel responsible for disaster management should be one of the priorities in the
district.

ACTIVITY 17

Recall and assemble all available information concerning the latest epi-
demic that occurred in your district. In view of what you have learned in
this unit, review the actions that were taken during the last epidemic.
Was the DHMT prepared? Then assess the present state of preparedness
for the re-occurrence of such an event. Suggest improvements and incor-
porate them in your annual district health plan.
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Annex 1: Determining the Essential
Package Using DALYs

DALY is an abbreviation of Disability Adjusted Life Year. DALY is a methodology used to measure the bur-
den of each disease or condition in terms of lifetime lost due to death and disability.
Guiding process to take into account when using DALYs:

B One DALY is one lost year of healthy life.

B The DALYs lost due to a single cause will be the sum of DALYs lost due to death and DALYs
lost due to disability.

B To calculate total DALYs for a given condition in the population, years of life lost and years lived
with disability of known severity and duration for that condition must each be estimated, and
then summed up.

B DALYs take into account that healthy years of life lost today have a higher value than healthy life
in future. It also values years of healthy life worth more in young adults compared to early life
and late life.

Determining the burden of a disease
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Information on morbidity and mortality for each disease condition can be obtained from health facility
data, supplemented by community-based data. Based on that information, DALYs lost for each disease
condition are worked out on the principles that:

B The DALYs lost due to a single disease will be the sum of that lost due to death and that lost
due to disability.

B To work out DALYs lost as a result of death, you need to know the number of people who die
from a particular disease, for example malaria, in your district by age group and sex. Next, for
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each age group and sex, check (see Table 11) what the DALY loss for that particular disease is
and multiply by the total number of deaths in that particular age group to get DALYs lost from
death by that age group. You do similar calculations for other ages for the same disease and
add the sum of all these to get total DALYs lost as a result of death from that disease.

B The next step is to work out DALYs lost from the same disease condition as a result of
disability. For you to get that information you need to know the following information: degree
of disability as a result of that disease condition, duration of disability, age when disability
started and sex of affected person. Get DALY loss value for that age group and sex, multiply
by degree of severity (see Table 12), multiply by number of morbidity cases for that affected
age group, multiply by duration of disability. Similarly calculate morbidity for different age
groups for the same disease and the sum will be total DALYs lost for the disease as a result of
morbidity from that disease.

DALYs lost from that particular disease is a sum of DALYs lost for that disease condition as a result
of death plus DALYs lost as a result of disability.
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TABLE 11: STANDARD LIFE EXPECTANCY AND
DALYs LOST DUE TO PREMATURE DEATH AT EACH AGE

Age (years) | Life Expectancy Life Expectancy Death DALYs Death DALYs
Females Males (Females) (Males)
0 82.50 80.00 32.45 32.34
1 81.84 79.36 33.37 33.26
5 77.95 75.38 35.85 35.72
10 72.99 70.40 36.86 36.71
15 68.02 65.41 36.23 36.06
20 63.08 62.44 34.52 34.31
25 58.17 55.47 32.12 31.87
30 53.27 50.51 29.31 29.02
35 48.38 46.66 26.31 25.97
40 43.53 40.54 23.26 22.85
45 38.72 35.77 20.24 19.76
50 33.99 30.99 17.33 16.77
55 29.37 26.32 14.57 13.92
60 24.83 21.81 11.97 11.24
65 20.44 17.60 9.55 8.76
70 16.20 13.58 7.33 6.55
75 12.28 10.17 5.35 4.68
62 80 8.90 7.45 3.68 3.20
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TABLE 12: GAUGING THE SEVERITY OF DISABILITY

CLASSES AND WEIGHTS SET BY GBD PROTOCOL
FOR 22 INDICATOR CONDITIONS (REPRODUCED FROM
THE GLOBAL BURDEN OF DISEASE BY MURRAY, C. J. L AND LOPEZ, A.D.).

Disability Class | Severity Weights Indicator Conditions

1 0.00-0.02 Vitiligo on face. Weight for height less than two
standard deviations

2 0.02-0.12 Watery diarrhea, severe sore throat, severe anemia

3 0.12-0.24 Radius fracture in a stiff cast, infertility, erectile
dysfunction, rheumatoid arthritis, angina

4 0.24 -0.36 Below knee amputation, deafness

5 0.36 - 0.50 Recto vaginal fistula, mild mental retardation, Down
syndrome

6 0.50-0.70 Unipolar major depression. Blindness, Down
syndrome

7 0.70 - 1.00 Active psychosis, dementia, severe migraine
quadriplegia

Note: The Global Burden of Disease project (GBD) was a worldwide collaboration of over
100 researchers, sponsored by WHO and the World Bank and based at the Harvard
School of Public Health — revolutionized health priority-setting when it first published

its findings in 1993. The widely publicized GBD presented a bold, new analysis,
providing the first plausible description of the world’s health.

While it examines minutely causes of death, the GBD is most striking in its inclusion of disability.
The authors here explore the technical bases and moral implications of incorporating disability in health
assessments, explicating the widely publicized indicator that they have developed, the disability-adjust-
ed life-year (DALY).
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