\N Health & Fragile States Network

Health Systems Strengthening

In Fragile Contexts:
A Report on Good Practices &
New Approaches

Commissioned by the Health and Fragile States Network

June 2009




AcknowledgementSiE D




Health Systems @ngthening in Fragile Contexts

Acknowlkedgements

The Health and Fragile States Network would like to thank the numerous contiisub this
report.

First and foremost, we would like to tharke many individuals and agenci@sted by name in

the table at the end of the reportyvho took the time to docurant their experiences and submit
them to the Network in response to the Call for Submissidghout you this report would not

have been possible, and we hope that the documentation and sharing of your experiences and
lessons learned will contribute to me and improved approaches and innovations in health
systems strengthening in fragile states

A large debt of gratitude is also owed to Annemarieter Veenwho managed the entirgorocess,

from the call for submissionsto the writing of the final report. She provided helpful
encouragement and editorial support to contributors and is largely responsible for the successful
completion of the report.

Special mention is merited for Olga Bornemisza for her overall support to the project and editorial
contribution.

Thanksare also due to the numerouspeople who reviewed the report and provided valuable
feedbackand suggestionsncluding Egbert Sondorp, Willem van de Put, Fidampbell, Nichola
Cadge, Steve Commins and Bayard Roberts.

Finally,we are grateful tahe! Y Q& 5SLI NI YSyd F2NJ Ly Gf& Mpvidigh 2 v I §
the funding for the preparation of this report



Table of ContentJcH

Table of Contents

ol g T0 111 =T o =T o 1= 2

I 101 (= o) @] o] (=T o KPP PP 3

F X od (0] )Y/ 0 1S PP UPP PPN 5

IO g1 o T [ [d 1o PP P PP PPPPPRPPPTN 8

1.1 Structure Of the REPOKL.......cco i 9
Hd | SIHEGK {8aGSY {NBYy3IGIKSYAYAY..9ELYLI.SH40 2F Y

2.1 Service delivery COMPONENLS.......ccooeiiiie it 10

2.1.1 Health SErviCeS PACKAGES. ... ..uuuuurrriiiiiiie it st e e s e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e 11

A Basic Package of Health Services (Afghanistan)..........ccccceevvvvvvviveivinnnnnnnnnnnn. 11

An Essential Package of Health Services (Somalia)...................ccccooeiiiinnnn. 13

2.1.2 Mother and Child Health SErviCeS...........ooouiiiiiiiiiiie e 15

Lessons learned in scaling up reproductive health services............cccccvvvvvvnnnnes 16

Increasing demand faeproductive health services..........ccccoeeeiie 16

A communitycentred approach to MCH for remote and unesarviced areas....... 17

A communitycentred approach to improving child health............cccccoovvvviinnnnne. 18

2.1.3 Control Of INfECLIOUS DISEASES.........cuuurirrriiriiiiiiiiiinierrs s ss s as s s e e s e e e e e e e aaaaaaaeeas 19

Taking advantage of a pesbnflict context to update scale upgreatment policies20

Community Case Management for infectious diSeases..............uuuvvvvevvvennnnnnnnnns 21

Harm reduction in @ muslim COMMUNIEY..........uuriiiiiiiiniiieee e 21

P2 I 10 ] 410 1 7= U1 o] o PP UPPPPPRRRRR 22

Using RED as a foundation for health services delivery in poorly accessible re2ffons

2.1.5 Mental Health and DisabiliLy............ccouiiiiiiii e 23

Prioritising Mental Health and Disability SErvices.............cccouvviiieeeiiiiiiiiee 24

Addressing disability through CommunBgased Rehabilitation........................... 25

Providing basic mental health care through public and community structures..25

Integrating psychosocial counselling services into national service delivery.....27

Integrating existing mental health services into government structures............ 27

P22 I G TN N1 1 1T o OO PP EPRPR 29

Integrating nutrition into routine SEervices ProViSiON..............ceeeveeevvvveerrvenennnnnnnnn. 29

Vitamin A supplementation during Child Health Days...........cccccccvvvvviiiviiiniinnnnns 29

2.1.7 CHIONIC AISEASES. ....ceeiiiiiiiiiiieeie ittt e ettt e e e e e e e e e s e e e e e e e e e s s eeeeeeeas 30

Peer educator Nnetworks for diabetes.........coovviiiiiiiiiiiiiiee e 30

2.1.8 HOSPILAl SEIVICES... ..o it e e e e e e e e e e e s 31

Organising services: An Essential Package of Hospital Services...................... 32

Ensuring qualitg sustainability of hospital services by forming a hospital netw&tk

2.2 Implement#ion and support strategies for health services..........ccccceeeviiiiiien. 33

2.2.1 Improving service utilisation in iNSECUre SEttNGS.........uveriiiiiiiiieeiieee e 33

Providing incentives for accessing and delivering services in insecure.areas...33

Independent Service Authorities for service delivery in fragile states................ 35

Approaches to service delivery in a context of armed conflict........................... 36

2.2.2 Transitional service delivery modelS.............coiiiiiiiiiiiii e 37

CoNtracting OUL Of SEIVICES.......uuuiiiiiiiee ittt 37

Privateto-public transition Model..............eiiiiiiiii e 38

NGOs working alongside the MoH towards HSS.............cccevvvieeeviveviviiiiiiiiiiiees 39

2.2.3 Strengthening service delivery and improving utilisation in more stable settings41

[T ot =T =1 EST= 1[0 o 41

Voucher schemetargeting populations at risk..............cevveveieiiiivieiieiiiiiiiiiinnennns 42



Health Systems @ngthening in Fragile Contexts

2.3 Leadership and governance: roles of the key stakeholders.............ccccoeeeeiiiiinnnnnnnnnn . 42
pZ B0t R N o= 0 0 Y=Y ] 1= o 43
Leadership ad the need for developing institutional capacity............ccccceeeeeeennn. 43
Effective management and leadership during a period of CrisiS.............cccuvue... 44

2.3.2 TNE NGO SECLOL....eeeeiiiieeie ittt e e e e e e e ettt et e e e e e e e s s s a bbbt r e e e e e e e e eanannnbabeeees 45
The role of NGOS iN tranSItioN.........ccveiiiiiiiiiiiii e 45
Sipporting the government in providing primary health care services............... 46
Coordinating the planning of activities through the MoH...............cccciinnnnn. 46
Partnerships between national and international NGOs for services provision.47

PR TG R I =N o1 )7z L (ST = o (o o 48
Provisia of family planning services through the private sector........................ 48

Social marketing of treatment and preventive Measures............ccccvvvvveennennnnnnn. 49

2.3.4 THE COMMIUNILY. ....ueeeeitiee s e s e e e s e e e e e e e e e e e e e e e e e e e e e e e e e aaeaeeeeeeeeeeeeeeeeeeeeseeesssenssnnnnnnnnnes 50
Community PartiCipation..............coooiiiiiiiiiie e 50
Strengtlening voice and accountability...........cccceveei i 51

2.4 Investing in HUMAN RESOUICES..........c.uuuiiiiiiiiieee et e s e e e e e e 53
2.4.1 CapacCitUIAING ..o e e e e e e e 53
Building on the momentum of local initiatives.............ccveiiiiiiiiiiiiieeeeee 53

NGOs providing supportive supervision in government facilities....................... 54

2.4.2 Meeting staffing requirements for optimal SE®S pProviSion..............cccccuvvveeeeeenennn. 55
Privateprivate partnerships.........c...eeeeiiioioiiiii e 55
Creating a new cadre of health professionals..............coooiiiiiiiii 55

2.4.3 IMProving PEIfOMMEBINCE .....cciii ittt e e e e e e e e s r e e e e e e e e e s aaanes 56
Improving service delivery through supervision, appraisal, planfipgrticipation.56

2.5 Managing FInancial RESOUICES...........c.uuuiiiiiiiiiee et 58
2.5.1 Managing multiple finanCiNg SIrEAMIS...........ooviiiiiiiiiiiieiee e 58
Using PerformancBased Financing to correct service imbalances.................... 58
Creating synergies in horizontal and vertical funditrgams.................cevvvvvvevvnnnns 59

2.5.2 Planning and DUAQETING .......cooiiiiiiiiiiii e e 59
Developing Planning and Budgeting SYStemsS..............vvvvvivievieeiiiiniiiiiiiiennnn. 60

2.6 Supply Chain ManagemeNL...........uuuuueiiicieise e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e eeees 61
2.6.1 Developing Sustainable Drug Supply Systems.............ccooeeeeveeeeiiiiieneeee 61
Drug reVOoIVING TUNG........oooeee s e e e e e e e e e e e e e e aaaeeeans) 62

Factors for scale up and sustainability of a Revolving Drug.Fund..................... 63

2.6.2 Innovative coSteduCtioN SCNEMES.........uuiiiiiei it 64
Publicprivate partnerships for the local production eésential drugs and supplie64

2.7 Health information SYSIEMIS...........vuiiiiiiiiiiiiire s e e e e e e e e e e e e e e e e e e e e e eaaaeees 65
2.7.1 Translating research and M&E findings to services improvement....................... 65
Inter-agency health and nutrition evaluations as a tool to improve accountabili6
Decision Inked Research: Building capacity at the local level to impRie.......... 67

Linking incentives to monitoring for the improvementsarvice provision............. 67

2.7.2 Establishing a common research agenda...............cooovvviiiiiiciiecciiiee e 68
3. CONCIUSIONS ...t 70
3.1 KBY MESSAGES . .eetieiieiiiiiieeeeteiettat bttt s s s e e e e e e e e e e e e e e e e e e e e e e e e e eaaaeeaeeeeteeeeeeeeneees 70
3.2 ChallENQES....cciiiieii et ne e e e e e e e e s d O
4. Contributing Athors and Organisations (sorted by COUNtLY)..........cccceeriiiiiiiiiiiiiiieeneeeen, 71

Tl 2 G (=] (=) (oS- T TP 74



Acronyms

AC
ACT
ADC
AHDS
AIDS
ANDS
AQ
ART
BHC
BOG
BPHS
BSC
CAF
CBPHC
CBR
CCM
CCT
CDC
CDF
CHAN
CHC
CHD
CHDs
CHP
CHW
CMAM
CMW
CSD
DFID
DHS
DOTS
DPO
DPT
DRC
DRF
EC
ECWA
EJH
EJHN
EmOC
EmONC

EPHS (Afghanistan)
EPHS (Somalia)

EPI
EU

EU
FBO
FMOF
FSAU
GAVI
GBV
GCMU
GFATM
GOSS

Acronyms TN

' 3Sy 0SS RQl OKI @

Artemisinin Combination Therapy

Accelerated Disease Control

Afghan Health & Development Services
Acquired Immune Deficiency Syondre

Afghan National Development Strategy
Amodiaquine

Anti-retroviral Therapy

Basic Health Center

Basic Operating Guidelines

Basic Package of Health Services

Balanced Score Card

Care of Afghan Families

Community Based Primary Health Care
Community Based Rehabilitation

Community Case Management

Conditional Cash Transfer

Centers of Disease Control (Atlanta)

Centres du Développement Familiales
Christian Healthssociation of Nigeria
Community (or Comprehensive) Health Centre
County Health Department

Child Health Days

Community Health Promoter

Community Health Worker

Communitybased Management of Acute Malnutrition
Canmunity Midwife

Compact for Service Delivery

'YQA S5SLINIYSYd F2NILYGSNYIlFGA2Y L €
Demographic and Health Survey

Directly Observed TreatmetShort course for tuberculosis
Disabled People Organisation

Diptheria, Pertussis, Tetanus (vaccine)
Democratic Republic of the Congo

Drug Revolving Funds

European Commission

Evangelical Churches of West Africa

East Jerusalem Hospitals

East Jerusalem Hospital Network
Emergencybstetric Care

Emergency Obstetric and Neonatal Care
Essential Package of Hospital Services
Essential Package of Health Services
Expanded Programme on Immunisation
European Union

European Union

FaithBased Organisation

Federal Ministry of Finance

Food Security Analysis Unit

Global Alliance for Vaccines and Immunisation
Gender Based Violence

Grants and Contracts Management Unit
Global Fund foHIV/AIDS, Tuberculosis and Malaria
Government of Southern Sudan

550St



m Health Systems @ngthening in Fragile Contexts

GTZ
HAI
HDI
HEFD
HFSN
HHF
HI
HIV
HKI
HMIS
HR
HSS
IAM
IASC
ICAS
IDP
IDU
IFMIS
IHE
IMCI
IMPACT

IMR
IRC
ISA
ISS
JSI
KCCCP
Kfw
KSMOH
LGA
M&E
MAP
MCH
MDGs
MDTF
MHPSS
MICS
MMR
MOC
MoF
MoH
MoHP
MOHSW
MoPH
MSF
MSI
MSPP
MUAC
NCD
NGO
NIBR
NMCP
NMEAB
NPHCDA

German Technical Cooperation

Health Alliance International

Human Development Index

Health Economics and Financing Department
Health and Fragile States Merk
Haitian Health Foundation

Handicap International

Human Immunodeficiency Virus

Helen Keller International

Health Management Information System

Human Resources

Health System Strengthening

International Assistance Mission

Inter-agency Standing Committee

Central American Health Institute

Internally Displaced Person

Injecting Drug User

Integrated Financial Management Systems

Inter- agency Health and Nutrition Evalit
Integrated Management of Childhood lliness
Improved Management through Participatory Appraisal
Transformation

Infant Mortality Rate

International Rescue Committee

Independent Service Authority

Integrated Supportive Supervision

John Snow, Inc

Khartoum State Comprehensive Child Care Programme
Kreditanstalt fir Wiederaufba(German Development Bank)
Khartoum State Ministry of Health

Local Government Area

Monitoring and Evaluation

Measuring Access and Performance

Mother (or Maternal) and Child Health

Millennium Development Goals
Multi-Donor Trust Fund

Mental Health and Psychosocial Services

Multiple Indicator ClusteBurvey

Maternal Mortality Ratio

Mazar Opthalmic Center

Ministry of Finance

Ministry of Health

Ministry of Health and Population

Ministry of Health and Social Welfare

Ministry of Public Health

Médecins Sas Frontieres

Marie Stopes International

Ministere de la Santé Publique et de la Population
Mid-Upper Arm Circumference

Non Communicable Diseases

Non-Governmental Organisation

Norwegian Institute of Urban and Regidfesearch
National Malaria Control Programme

National Midwifery Education and Accreditation Board
National Primary Health Care Development Agency

& Continuous



NSEP
NT
OPD
oPt
PATHS
PBF
PHC
PHC/ORC
PLWHA
PMTCT
PNG
PPA
PPRHAA
PRRINN
PSI
QAR
RBM
RDF
REACH
RED
REV
RH
RHG
RUTF
SEDC
SEEDS
SIAs
SMOH
STI
SVAs
TB
TBA
TISA
UK

UN
UNDP
UNFPA
UNICEF
USAID
V&A
VAS
VCCT
VPD
WB
WFH
WHO

Acronyms [N

Needle and Syringe Exchange Programme

Neonatal Tetanus

Out Patient Department

occupied Palestinian territories

Partnerships for Transforming Health Systems (Nigeria)
Performance Based Financing

Primary Health Care

Primary Health Care Outreach Clinics

People LivingVith HIV/AIDS

Prevention of Motheito-Child Transmission

Papua New Guinea

Performancebased Partnership Agreement

Peer and Participatory Rapid Health Appraisal for Action
Partnership for Reviving Routine ImmunisatinriNorthern Nigeria
Population Services International

Quality Assessment and Recognition

Roll Back Malaria

Revolving Drug Fund

wdzNJF £ 9ELI yaAzy 27T -bhsedHdlthearst i y Q& / 2 YYdzy
Reach Every District

Reah Every Village

Reproductive Health

Reproductive Health Group

Readyto-Use Therapeutic Food

Safe and Effective Development in Conflict

State Economic Empowerment and Development Strategies
Supplemental ImmunizatioActivities

State Ministry of Health

Sexually Transmitted Infections

Supplementary Vaccination Activities

Tuberculosis

Traditional Birth Attendant

Transitional Islamic State of Afghanistan

United Kingdom

United Nations

United Nations Development Programme

United Nations Population Fund

'YAGSR bridAz2zya / KAf RNByQa CdzyR
United States Agency for International Development
Voice and Accountability

Vitamin A Supplementain

Voluntary Confidential Counselling and Testing

Vaccine Preventable Disease

World Bank

Weightfor-Height

World Health Organisation



Health Systems &ngthening in Fragile Contexts

1. Introduction

Strengthening health systems in fragile states is often challenging gineeimited resources
available, problems of governance, and the difficulties of organizing and delivering health care in
these often conflicaffected settings. Despite these challenges, there has been increasing focus on
strengthening health systems asile states (see box) have a high burden of ill health, and are
currently ofttrack to meet the health millennium development goals (MD@#dridBark 2007)

Definition of fragile states

Different terms have been used to describe those states that face particularly difficult pol
social and economic conditions. They have variously been referred to as fragile states
states, difficult environments, difficult partnerships, amaviincome countries under stress.
common definition is that they are states that are unwilling and/or incapable of delive
basic services to their populatiofBFID 2005)They have weak institutions and governan
systems and lack effective political processes to influence the state to meet s
expectations. Most experience civil conflict, and once mmsiflict, suffer from high rates of
relapse to conflict. Most fragile states have growing levels of extreme poverty, contra
most low income countries. Four typologies are commonly referred to: (1) prolonged cri
impasse; (2) postonflict or politcal transition; (3) gradual improvement; or (4) deteriorati
governance.

Poor health systems are considered to be a major constraint to improving health outcomes,
resulting in increased effts by the global health community to strengthen health systems. Health
aeaidsSy adNBy3IldKSyAy3a 61 {{0 KFra 06SSy RSTAYSR
and managing their interactions in ways that achieve more equitable and sustained impntge
across health services and health outcomes. It requires both technical and political knowledge
YR I QNHO200®) Ohe six building blockeferred to are outlinedoelow. HSS includes
capacity building and other initiatives to prove theleadership management and financing of
health systems, as well as strengthening of human resources, health information and medical and
drug supply systems.

THE SIX BUILDING BLOCKS OF A HEALTH SYSTEM

¢ Good health services are those which deliver effective, safe, quality e A well-functioning health system ensures equitable access to essential
personal and non-personal health interventions to those that need medical products, vaccines and technologies of assured quality,
them, when and where needed, with minimum waste of resources. safety, efficacy and cost-effectiveness, and their scientifically sound and

. . . cost-effective use.
e A well-performing health workforce is one that works in ways that

are responsive, fair and efficient to achieve the best health outcomes  ® A good health financing system raises adequate funds for health, in

possible, given available resources and circumstances (i.e. there are ways that ensure people can use needed services, and are protected
sufficient staff, fairly distributed; they are competent, responsive and from financial catastrophe or impoverishment associated with having
productive). to pay for them. It provides incentives for providers and users to be

. . . . efficient.
e A wellfunctioning health information system is one that ensures

the production, analysis, dissemination and use of reliable and timely e Leadership and governance involves ensuring strategic policy
information on health determinants, health system performance and frameworks exist and are combined with effective oversight, coalition-
health status. building, requlation, attention to system-design and accountability.




1. Introduction [ENEGEG

Health actors in fragile states are increasingly taking a HSS approach, despitecsm®mns that

it is not feasible or appropriate in these types of settings due to the challenges outlined above.
This report is one of the first attempts to broadly outline some of these experiences to date, based
on activities of the Health and Fragileats Networkk HFSNinembers. Thenformation presented

in this report is based on submissions contributed to the Network after two calls for submissions
that were circulated in December 2008 and February 2009. It is by no metmsled to bea
comprehensive analysiRather, he aim of the report is to document and assess innovative ways

to work on HSS in difficult contexts. It describes practical,-bakkd activities that reinforce one

or more components of the health system in a sustalaalay, assessing how these activities
improve health care delivery systems, build institutional capacity and contribute to better
governance. Most were designed to achieve at least some public health goals, including coverage,
equity, efficiency, respongeness, accessibility and sustainability. The report includes examples of
service delivery models (government provision, witgmvernment contracting, contractingut,
communitybased health initiatives, work with the private sector), innovations in tetattancing,
including performancédased incentives, as well as ways to strengthen human resources and
supply chain management. It also includes some analysis of the impact of poor governance and
institutional capacity building on HSS, and theerface béween international agencies and weak
national structures. @missions illustrate various aspects of how to organize, deliver and fund
services, and provide a snapshot of how health providers currently address key challenges in
providing health care in thee difficult contexts.

h@SNIff> GKS NBLERNI FAYa (2 aKSR fA3IKIG 2y 6K
health system strengthening in various types of fragile states, where governance and institutions
are weak, and resources limited. $t directed at policynakers, donors, and field staff working to
deliver health and strengthen nascent or weak health systefifiough the initial aim of the

report was to include only submissions referring to externally evaluated projects or programmes,

it was decided to also include submissions that describe ideas or cortbaptsave not yet been

(fully) implemented,evaluated or tested This was donen order to inspire new ideas and
innovationsfor health services delivery in fragile stateshich infuture versions of this report
O2dzZ R 0SS S@lItdzZaZ SR FyR AyOf die Sdalthladd Fragie Sares LINI
bSGé2N] Q& | A Ydebdte? docariehtatidaf and 3esearch on health issues (see
www.healthandfragilestates.orfpr more information). As such, the Network welcomes further
submissions or updates to this report as well as feedback regarding experience with these or other
strategies and the results obtained.

1.1 Structure of the Report

The sibmissionsreceived for this report have beegrouped under seven key headingsich
roughly correspondto the six building blocksf a health systemservice delivery components,
implementation and support strategies, leadership and govereamuman resources, financial
resources, supply chain managemeatd health information systemsA short introductionis
includedfor each heading. Each of the seven topics is then further subdivided into numerous sub
topics, again with short introductionsSubmissions were included under the most relevant
heading, but many could have been included under other headings as theyaiéustore than
one aspect (for example,a single submission can describeth service delivery and human
resource$. All submissions have bedisted by topic area, not countryipr those interested in
examples from a specific countrgn ndex at the baclof the report identifiesthe submissiondy
country (with hyperlinks to these sections within the repqrit) addition to listing theauthors and
agencieghat contributed them
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2. Health System Strengthening: Good Practices & New Approaches

HSS initiaves in fragile statesim not only to support the achievement of the health MDGs and,
where existing, specific national health targets, but they primarily seek to ensure that the delivery
of national health services takes place in an equitable, accolmtabd sustainable manner
despite the very difficult, often confliéffected contextsNumerous projects and initiatives have
focused on HSS and health services delivery in fragile states, but descriptions of such projects are
rarely available in the puld domain. The foundations of a health system are crucial to
RSGSNX¥AYAYy3I | O2dzy i NBE Qa K S larid (iefdeciadlydiil Qastodliat Ay
countries, where both health services and health systems often need to bggtablished, it

would be nvaluable to haveavailable a toolkit of evidenceébased, effective strategies and
interventions that can help support decisionaking. This document, although neither a toolkit

nor an academic essay, seeks to infomma broad range of subject areas relevant to HSS and
service delivery in fragile states. Examples are documented of how successful systems and services
were implemented in contextsvhere choices had to be made on implementation strategies
despitelittle data on priority needsand where the roles of the government, donors, NGOs, the
private sector and communities in providing and monitoring health services needed to be defined
These experiences also illuminat®w challengesof access, financial and humamsources
constraints were overcome through innovatiand hard work. This document highlights the
successes of these programmes, in the hope that the lessons learned can also be applied to other,
similarly challenging environments.

The majority of theexanples described here come from Afghanistgmpbably reflecting the
amount of international attentionthat has been directedo this countrysince the fall of the
Taliban in 2001 There are also numerous contributions fromore recent efforts inSomalia,
Nigeria and Souttrn Sudan as well as fronBurundi,Cambodia, Chindadhe Democratic Republic
of the Congo (DRC), Guinea, Haiti, Libeviazambique,Nepal, Nicaraguadccupied Palestinian
Territories (OPT)Papua New Guinea (PN@&wanda,Sierra LeoneTima Leste,Yemen and
Zimbabwe The experiences described here are, wherever possible, briefly evaluated in terms of
coverage, equity, efficiency, responsiveness, accessibility and sustainafihte of the new
approachesncluded here have not yet bedfully) implemented and their impact cannot (yet) be
determined,but it is hoped that their inclusion can contribute to the development of new ideas
and innovationsn the field of health systems strengthening

Finally, in order to keep theeport brief and easy to read, this document does not seek to give a
detailed description of each of the projects. For those readers who would like more information
on the individual examples given here, supporting documentatioth as programme descriptions
and evaluation reports havdéeen posted on the Health and Fragile States Network website
www.healthandfragilestates.org along with the contact details of the individuals and/or
organisations who have subttad the information used to compile this report.

2.1 Service delivery components

A health system consists of the interplay between vertical and horizontal approaches to services
provision Services arsupportedand implementedoby actors as diverse asdlgovernment, the

private sector and the communities it seeks to serve. The horizontal appréachhich HSS
normally refers generally consists of policies, strategies, systemsthednfrastructure used to

deliver a variety of serviced\s Gozalez deONA 6 SR A G & SIFENIe&é& Fa wmdoc
overall health problems on a wide front and on a lgegn basis through the creation of a system

2F LISNXIFYySyld AyadAddziazya O2YY2@daalez|1963MillE | &
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wholly or to a great extent, by aspecft A 8 SR a4 SNIIAOS dzia A y MIIRDIBPAO I G SR
number of theindividual services provided through the health system are frequently associated
with vertical support and policy streamsuch as maternal health, dth health, family planning,

and control of specific infectious diseasasch as HIV/AIDS andberculosis TB. A number of
specialised agencies, programmes, and even donors exist that target these vertical streams.

This section of the report describeow the governments of two countries have worked on
putting together a number of priority interventions into a (horizontal) package of basic or essential
health services, and also describes in more detail a numbesoohétimesvertical) components

and appobacheghat could be included such a package.

2.1.1 Health services packages

It is becoming increasingly popular to create and cost a basic or essential package of health
services in part because itends to facilitate the flow of donor funds and the rapid seafe of
essential health services. In pesinflict countries such as Afghanista®outhern Sudanand
Liberia, these often detailed plans have outlined how primary health services are to be
implemented at a national level. Somalia and RCare currently in the process of developing
such packages. These packages do not necessarily always target national dertheebligerian

state ofEKkiti a project was piloted that usetie delivery ofan essential healthcare packags an

entry point for aservicedriven model(Enyimaye and Mckenzie 2008)

Delivery mechanisms for these service packages are described in more detail in other sections of
this report. Here we focus on the development of two packages: AfghanistarBanthlia The

Basic Package of Health Services for Afghan (BPHS)was developed in 2002 through a
collaborative process involving the Ministry of Public He@loPH)and key stakeholders, while

the Essential Package of Health Services (ERiHSomalia is currently being developed, using
lessons learnedgpecially from the Afghan and Soetin Sudan experiences.

A Basic Package of Health Servi¢g@éghanistan)

At the end of 2001, after the fall of the Taliban, the Afghan public health sector was characterised
by a comparatively large but dysfunctional hdapisubsector biased towards cities, scattered
remnants of vertical programmes suchraalaria and TB control, and little to no presence in rural
areas. The few functional health facilities were primarily supported by -Glovernmental
Organisations (NGQs)hile most of the population sought care in the unregulated, pgaality
private sector.
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In March 2002, the Afghan Ministry of Health began a process to determine its major priorities for rebuilding the nadiltima
system, and which health services were so important for addressing the greatest health problems that they should betav
all Afghans, even those living in remote and underserved areas. It was decided to call these crucial services a Bagi€ |
Health Services (BPHS). The key elements to include in the BPHS were (1) those services which would have the greate
the major health problems, (2) services that were -@gtctive in addressing the problems faced by many people and (3) se
which could be delivered to give equal access to both rural and urban populations.

The concept of the Basic Package & til of the services in the package should be available as an integrated whole, rathe
being available piecemeal or as individual services or only through vertiiggmmes A collaborative process was establishe
so that all stakeholders wouldakie an opportunity to contribute their ideas and experience. The result of this final version
Basic Package of Health Services is one that represents a consensus among Afghan Ministry of Health officia
international[United NationsUN ageries, donors, and other partners in the health sector.

The Ministry of Health expects that all NGOs and others delivering health services in Afghanistan will use this dochme
basis for implementing their healthrogrammes The BPHS represents thiicial policy of the Transitional Islamic State

Afghanistan (TISA), and those delivering health services to Afghans must provide the Basic Package first before ad
services. In this way, stakeholders can be assured that the core serviceg npakie Basic Package will be widely available, ¢
that additional services that are not part of the Basic Package can be added as appropriate, but will not be substantedffq
the Basic Package services.

From the Introduction section of thérst Afghanistan BPHS documefifransitional Islamic Government o
Afghanistan 2003)

The Basic Package of Health Services (BPHS) for Afghanistan established a strategy for services
delivery by defining four levels bkalth facilities (including the standardization of nomenclature),

along with specifying the coverage area, staffing levels and the exact set of interventions and
services, and the equipment and essential drug requirements for each type of facility.

Box 1- ! F3AKlIyAaldlyQa .Faxo t1I O
Interventions and Services Provided
(Transitional Islamic Government of Afghanistan 2003)

MATERNAL AND NEWBORN HEALTH

Y Antenatal Care

1 Delivery Care

1 Postpartum Care

1 Family Planning

1 Care of the Newborn
CHILD HEALTH ANDMUNIZATION

I EPI services (routine and outreach)

1 Integrated Management of Childhood lliness
PUBLIC NUTRITION

I  Micronutrient supplementation

 Treatment of clinical malnutrition
COMMUNICABLE DISEASES

1 Control of Tuberculosis

f Control of Malaria
MENTAL HEALTH

1 Community management of mental problems

1 Health facility based treatment of outpatients and inpatients
DISABILITY

1 Physiotherapy integrated intBublic Health Card®H( services

I Orthopaedic services expanded to hospital level
SUPPLY OF ESSENTIAL DRUGS
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There was a clear distinction made between core interventions and services and those that were
thought to be important but not to be implemented immediately:

LY FRRAGAZY (2 GKS A&aadzs 27F | @lMinistrycof HealthSha12@2NDISUR b KIS
technical and operational capacities to implement all elements of the BPHS. The MOH has closely examined these
issues, and while mental healémd disabilities deserve the attention of the health sector because they are significant
causes of morbidity, they do make a smaller contribution to reduction of preventable mortality in comparison with
other elements of trvle BPH§. Hgnce, it hasv bgen lfmvrrd:lthat these two elemgnts gf thg BRH8ental heqlth apd 3
disabilityy g2 dz2f R 0SS O2yaARSNBR | aaSO2yR GASNE 2F (GKS LI Ol
(Transitional Islamic Government of Afghanistan 2003)

The core service package was costed in 2002, usingneifures reported by some of the largest

NGOs in AfghanistaDisability and mental health services were niotluded in the costing at that

time as they were secontler servicesThe resulting figure of $4.50 per capita was used by donors

as a guidelinéor funding the implementation of these services. Tigsire included the salaries of

all health staff, for Wich a national salary scale was devedopwith salaries graded by gender

and remoteness in order to encourage the recruitment of female staffvall as increase staff
recruitment and retention in remote areas.

In 2005, two years after implementation started, the newly established MoPH of the Islamic
Republic of Afghanistareported in the updated BPHS documefislamic Republic of Afghanistan
2005)that the introduction of the BPHS had resulted in:

1 Bringingcoherence in and unification of the priorities of the Afghan health system

1 Facilitating unambiguous decisions about the direction of the health system

1 Standardising the classification of health facilities

1 Increasing the proportion of the population wittabic access to BPHS services to nearly 77%

The new health ministry also moved mental health and disability services to the first tier and
added blood transfusion services, Voluntary ConfidenGalunsellingand Testing (VCCT) for
HIV/AIDS, and additionataternal health and family planning activities. These additional services
were not costed, and the $4.50 per capita cost was still being used by MoPH and donors in 2009 to
calculate budget needs for primary services. Although the agalef services wasmarkable for

such a short period of time, it must also be noted that the 77% coverage rate reported by the
MoPH does not represent physical access to facilities, but was calculated based on the number of
districts covered by services.

An Essential Paclge of Health ServiceSomalia)

Unlike Afghanistan in 2002/2003, the political situation in Somalia continues to be unstable. The
country consists of three distinct political zones (Somaliland, Puntland and the Central Southern
Zone), each of which havedir own form of governance, and there is no real capacity to make a
centralised decision to rbuild. This has had its repercussions on the development and
implementation of what in Somalia is called the Essential Package of Health Services (EPHS).
Develpment of the EPHS was a first core step in a broader HSS programme supported by the
European Commission (EC). This initiative sought to build on local initiatives and do what was
possible and useful, and not necessarily what was technically prescribedleBoping a
standardised EPHS, the HSS programme was then able to move forward by addressing a range of
other HSS building blocks includjregnong othersthe development of costing tools and Human
Resources strategies. It also contributed to a procesdoofor harmonisation which addressed
issues of strategic focus and predictability of funding.

TheEPH®ackagewasdeveloped as a very practical tool for strategic health system delivery, and
is based on extensive input from MoH officials, health profesdx the UN and NGOs working
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across all three zones. It is designed to be used by Regional Medical Teams, NGO and UN health
programme managers and implemented wherever access permits as a tool to rapidly improve the
quality of service provision and perfoance management. is also designed tbe used both in

conflict affected and more stable aredsy combinng a humanitarian and health system
strengthening approach.

Where the focus of the Afghan BPHS was on achieongrageof scaled up services, iiBalia

the decision has been made to focus on ensugnglity and improved management in targeted
health facilities. The Priority 1 focus of the EPHS is on maternal health, based on the rationale
that maternal health cannot be adequately addressed without a health system, and if these
services can be adequatelygwided, then all other necessary services can also be provided in the
given health facility.

The EPHSs implemented acros$our levels of service provisio(primary health unis, health
centres, referral health centrs, and lospitak), each with a standadised service profile that is
encompassed in 10 specific health programn@=e Box 2, belowNutritional interventions are
integrated across the programmes, and water and sanitation initiatives are encouraged at
community level in the Communicable DiseaControcomponent Of the 10 health programmes,
there aresix core programmes which are found at &ur levels of service provision, arfdur
additional programmes that are ontg be providedat the referral levels.

BOX 2 SOMALI ESSENTIAL PAGEK OF HEALTH SERVICES
Core programmes implemented at all levels

Maternal, reproductive and neonatal health

Child health

Communicable disease surveillance and control, including watsan promotion
First aid and care of critically ill and injured

Treatmentof common illness

HIV, STls and TB

oohs0NE

Additional programmes implemented only at referral level

Management of chronic disease and other diseases, care of the elderly and palliative care
Mental health and mental disability

Dental health

Eye health

© © o

Maternal health gets the biggest focus in the package as levels are near catastiplipping

the current Maternal and Child Health Outpatient Departments (M@ZPDs) to become integrated
health centres wh capacity for handling basic Emergency Obstetric and Neonatal Care (EmONC)
a priority, along with the creation ofreferral health centres that can provide safe blood
transfusions and comprehensive EmONOey factor in the EPHShiaving a properlyrained and
employed Community Health WorkerQHW cadre, who do essential child health and family
planning but do not do deliveriesTraditional Birth AttendantsTBA$ are not included in the
formal health systemand those that already exist are to bye-trained asCHWSs or maternal
health promoters who areto promote institutional deliveries with trained midwives.
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The EPHS will require a full range of health systems management inputs and logistical support
components. Theseonsist of astandardised seof six management and support components
(Box 3) that are to be implemented at each of the four service levels.

BOX 3 Six core management functiorfer the EPHS
1. finance

human resource management & development

EPHS coordination, development aswpervision

community participation

health systems support components

health management information system

o OB i

Three groupghealth facility staff, the regional health office, and community health committees)
are involved in running the health system, each with its own set of specific management roles and
responsibilitieswhich are defined in formal contractthat are to besigned between community
representatives, the MoH and the implementing agent.

Health facility staff and community committees are encouraged to diversify the revenue base of
the facility by looking tofour potential sources of income(l) the Central MoH; (2) the
municipality or regional authority; (3) community contributions (including private contributions
and diaspora remittances), and (4) donors. At hospital level only are user fees included for certain
activities such as electiveigery or lab tests, but it is hoped that the essential primary health care
package for women and children would be free of charge if sufficient funds are resourced.

The EPHS has not yet been coupled to a fixed per capita cost. Instead, complementagaresoft

has been developed to facilitate the costing of the package based on financial data collected as the
different elements are implemented. A national salary scale for health staff and a standardized
drug kit for distribution to health facilities (thasito be distributed through UNICEF) have also
been agreed upon.

2.1.2 Mother and Child Health Services

One of the key elements of many packages of health services is the provision of maternal health
services, as there is a clear link between maternal niidytand a weak health infrastructure: the
majority of deaths during childbirth are preventable if the pregnant woman can reach appropriate
health services in time. The same applies to child health services, where most of the mortality is
due to infectiougdiseases that are often easily prevented and treated.

The provision of good maternal health services relies upon the ability to provide women with
access to skilled birth attendants, contraceptives, magnesium sulphate and other basic
commodities, blood tansfusion (swiftly when required), and a sanitary environment and sanitised
equipment to prevent infection(Marie Stopes International 2008Maternal health services are
naturally coupled to child health services, as mothers and young children generally visit health
facilities togeher, and both benefit from Expanded Programme of Immunisation (EPI) services and
health education. Child health servicgsnerally focus on children under 5 years of agedalso
include the provision of essential newborn care, growth monitoring and obrdf infectious
diseases.
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Lessons learned in scaling up reproductive health services

Under the Taliban, Afghan women had extremely limited access to health services. With one of
the highest maternal mortality ratios in the world at 1,600 per 100,008 livths (Bartlett, Mawji

et al. 2005)and exceedingly low contraceptive prevalence rates, the availability of quality
Reproductive HealthRHa SNIZA OSa Aa (1Sée (2 alr@Aay3a (Kz2dzal yR
an annual basis. In response to thise tAfghan BPHS includes reproductive health services as one

of its key areas, and scaling up of these services has been significant in Afghanistan since 2003.
However, rapidly scaling up services, especially in contexts where significant skilled stafjeshor

exist, is not without its limitations. For example, five years into the roll out of BRHSIn
Afghanistan, including antenatal care, delivery care, pastum care, family planning and care of

the newborn, concern is being raised about the quality of the RH services being provided. Using
results from the Balanced Scorecard, which is the tpaidty monitoring tool used in Afghanistan,

Marie Stopes International (MSI) queries whether the RH elements, as they are currently being
AYLX SYSY(iSRZ | Oldz2rfte | RRNBaa ¢2YSyQa olairo K
obstetric care and apppriate method mix for family planning.

Although the 2007 Balanced Scorecard ressitgesthat 86% of comprehensive health centres
report to be managing routine deliverigdlinistry of Public Health of the Islamic Republic of
Afghanistan, Johns Hopkins University Bloomberg School of Public Health et al.tRB0&py be
overly optimistic. The same report indicates that only 22%aailifies visited report to be using

the partograph, an essential part of managing routine deliveries. Additionally, management of
incomplete abortion and post abortion care, essential components of basic emergency obstetric
care, have not been mentionedn progress reports since the BPHS was implemented.
Notwithstanding the fact that availability of family planning services has improved, the provision
of these services appears to be lagging behind improvements in other areas. Yet reducing the
number of pegnancies each woman experiences by using contraceptives is probably one of the
most straightforward ways of reducing her chance of dying during pregnancy and childbata,
Sreenivas et al. 2009Based on such findings, fragile states are encouraged not only to focus on
family planning as a priority for scaling up RH services and reducing maternal mortality rates, but
also to ensure that the correct and sustained use of basic tools andaifi@g interventions are
given sufficient attention in the scaling up of obstetrér\sces.

Increasing demand for reproductive health services

Usually, priority is given to improving the coverage and clinical quality of safe motherhood services
such as those described above, but many states and local governments lack the capacity,
methoR2f 23ASa | yR (G22ta (2 Ay EnNDSyS SRFNFGOIADSE
more important for access to reproductive health services. The -Aded Partnerships for
Transforming Health Systems Programme (PATHS) developed a replicallaecapior increasing
demand for, and access to, emergency maternal health services within the context of -@datge
health systems strengthening programme Kano and Jigawawo primarily Muslim Nigerian
states(Green 2008)In Jigawa the initial phase focused on 36 commasijtlater expanding to 90
communities in a second phase, and currently 174 communities in all Local Government Areas
(LGAS) are included. In Kano 65 communities were initially included, with later expansion to a total
of 93 communities.

Participating commnities were involved in an innovative process of behaviour change, which was
based on generating social approval for new behaviours. Community systems were established to
tackle the household and community barriers of access to safe motherhood servicksling
emergency loan funds, emergency safe motherhood transport schemes, and blood donation
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groups. In addition to addressing delays to accessing safe motherhood services at a community
level, the initiative also focused on building institutional capawithin government to lead and
sustain the work, and strengthening the technical and project management capacity ef non
government implementing partners. Emphasis was also placed on use of advocacy and lobbying to
leverage higHevel political support fothe work.

The work took place against a backdrop of health systems strengthening activity, which helped to
create a reform mindset among government implementing partners, while tangible service
delivery improvements created receptivity among communityaksholders. Although the
implementation time frame was only-2 years, results from the project indicate that the
community engagement approaches developed in both states appeared to be both culturally
appropriate and effective. Significant behaviour chang relation to pregnancy and maternal
complications occurred in the intervention communities, and communities and providers in both
states reported that many maternal and neonatal deaths and morbidities had been averted. After
one year of operation in # first batch of 36 villages Jigawa the percentage of maternal
complications that resulted in a maternal death had halMddnitoring systems in Kano provided
solid evidence of very significant behaviour change in favour of a rapid response to maternal
complications across participating communitie both states there was evidence of a spii
effect, as participating communities shared their knowledge and experience (and their community
emergency safe motherhood systems) with neighbouring comnesjitivhich resulted in an
overall coverage wider than just the targeted communities

Despite many challenges, the positive experiences in the two Nigerian states show that it is
possible to address barriers of access, affordability and acceptability ofrefeerhood services

even in contexts where the barriers are profound, resources are constrained, institutional capacity
is weak and concepts of partnership working with organisations outside government are not very
evolved. The key is to work at buyatall levels, from the communities up to the highest political
levels.

A communitycentred approach to MCH for remote and undserviced areas

Haiti is comparable to suBaharan Africa in its health indicators and the Human Development
Index(HDI) but it isalsoranked by Transparency International in 2008as of the most corrupt
countries in the world(Transparency Internationa) ¢ KS | FAGALFY | SFEOGK
CommunityBased Primary Health Care (CBPHC) programims to improve access to health
services and behaviour change to more than 225,00th@fpoorest people in over 100 rural
mountain villages in soutlvestern Haiti. The area is very isolated, and even under the most
favourable conditions communication $gant, with no health services for the poor. CBPHC is an
integrated village or neighbourhood approach to assuring that no family, no child and no pregnant
woman is left out of care.lts strengths are innovative health education, peer support,
engagementd f SF RSNEX FSSRolI O]l G2 GKS O2YYdzyAideée |0
LINE YA ASa¢ 2Wisatdchanisin koRdSlied basic maternal and child health services
using a communitypased approach and strengthening the next generation of lyatrough
education, sports and community actiofit. is not easy and does not end at 4pm on Fridays o re

open again on Monday. Instead, the programme has demonstrated impact on improving the
health of children under age 5 through its commitment to contnos service (since 1987) and
partnership with theMinistére de la Santé Publique et de la Populat{dtSPP) in a chronically
challenging context.

The foundation of the CBPHC programme consists of village Health Agents and community groups
responsible forthe provision of sustained preventive and basic curative chealth Agents are
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supervised byHHFnurses and medical doctors and evaluated frequenilgese individuals and
groups provide a platfornfor a wide variety of community engagement seminars lobse trust.
Topics range from human and reproductive rights to community development and problem
solving. New health initiatives build on the successes of previous activities, and while pregnant
women are given a critical focus, the programme also ainisvolve men in family health issues.
Once trust is established, communities provide what they can for the benefit af laliilding
structures, repairing access roads, or lending mules for transport. Community volunteers feed the
malnourished, bury the deh rebuild homes, and teach life fostering actions. Pregnant women are
AABSY F G0ANIK LXFyéE (2 FaadaNBE GKFEG LINByYyLI|F Gl f
and that mothers and their families are prepared for the challenge of childbirth.pldme is a
potentially effective mechanism to strengthen the partnership between the mother, her family,
the communitybased health care provider, and the health facility to reduce maternal and
neonatal mortality. Referral to the maternal waiting home assated with the programme is
encouraged for higiiisk pregnancies.

The RH programme started in 1994. During an evaluation in 1998 it was found that the total
fertility rate in the programme coverage area was 3.5, compared with a national rate of 5.0 for
rural Haiti. It was also found that exclusive breastfeeding had ase@ from 66% in 1998 to 80%

in 2008. Uptake of postpartum nurse consultations increased significantly over the years, and
further behavioural changes, such as the use of colostrum instead of the traditional purgative for
newborns, have also been noted. ditionally, since the start of the programme, HHF has
documented a 50% reduction in the paediatric pneumonia death rate and increased uptake of
vaccination and use of ORS in one of the poorest and remotest regions of Haiti. Over a period of
22 years, partarships with the locaMSPPand nursing school and NGOs have supported a new
generation of health workers. The career development ladder for HHF volunteers and staff has led
to village women becoming health agents, health agents becoming nurses, and bhacsesing
managers. Links with ti&sed universities have led to operational research and the assurance of
continued quality of services. The letgym commitment to the health brural Haitian families

has been the cornerstone to the success of the programme.

A communitycentred approach to improving child health

Ly 2NRSNJ 042 FRRNBaa GKS 02 dzfiveé Martaity rafés) tHeKAfghan i S N/
MoPH included Motherand Child Health as a priority service for its Basic Package of Health
Services (BPHS). During tyears, from 2004 to 2006, Save the Children UK supported the Afghan
MoPH in the implementation of BPHS in Jawzjan province under the REACH programme (Rural
OELI yaAzy 27F | T3 fadssliHaalthcaed Ahe puBp¥s¥ dizyhd pragramme was to
establish an equitable, accessible, quality health care delivery system through expanding the
delivery system, improving the quality and increasing the local cgpdor efficiency and
sustainability. In addition, the organisation also worked closely with the communities, health
facilities and MoPH to enable them, through training and involvement, to establish and sustain
systems for supporting the survival rightsahildren.

The project team chose to take a systematic approach to ensure that various stakeholders, with a
particular focus on the community level, had a good understanding of the BPHS as well as child
rights. Firstly, discussions were held with the Rroial MOPH Director and Provincial Governor,
then with the District Managers and finally with village leaders in each district. The village leaders
then organised meetings at village levefor the whole community. During these meetings
emphasis was pubn the importance of community participation and representation of women
and children in the health committees. Project team members were available for clarification on
any points arising from the discussions. Communities were fully involved in the gele€iCHWSs
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and village health committee members. Once the health committees werékstted, members

were given twodaysoff S RSNB KAL) NI AYyAy3a: AyOftdzRAYy3 +y 2
protection, to prepare them for their roleThe rangeof services provided at health facilities and
community level were in line with the BPHS package, with a special emphasis on common health
problems of children and women of reproductive age. In order to ensure optimal health services
were available for chdren, Integrated Management of Childhood llinesses (IMCI) protocols were
introduced at all facilities. Additionally, child rights and child protection issues were covered in all
trainings of health facility staff and Community Health Workers.

Anendof-pNR 2SOlG S@Ffdz2 GA2Y AY wHnnc F2dzyR GGKIFG Ay
the training related to health generated awareness and initiated changes in the attitude and
practices regarding children and their issues. Health services at prigetities were more

mother and child friendly than before. For example, health staff and CHWSs reported changes in
their own attitudes and behaviour towards children at home and in the workplace. Children were
given priority for consultations and health wers talked kindly to children during examination

and reassured them while giving immunisations or other treatment. The evaluation also found
GKFG OKAfRNBYQa LINIAOALI A2y Ay KSIfOGK O2Y
communities, providinghat parents were consulted and well informed of the purpose and nature

2T GKSANI OKAf RNBYyQa Ay@2f dSYSyido

The project policyof ensuring representation of children and women on Health Committees
challenged traditional views of women and children in socemd gave them more voice. A total

of 134 children became members of health committees (120 boys and 14 girls). This provided
them with the opportunity to understand the availability of health services and raise their views
and concerns about the healtresvices.The alditional leadership trainingyiven to the health
committeesprovided the children with opportunities to learn about health services and how they
could have a stake in monitoring and decision making, and Health Committee members were
beginnirg to listen to the children and consider their viewse dild-rights traininggiven to the
committeesraised awareness among influential village elders and encouraged them to promote
OKAf RNBYyQa LI NIAOALI GAZ2Y AY | Ot yVoi& EHealths K S NS
Committees and village elders were found to be actively supporting health facilities and taking an
interest in the quality of services available for children and women. In addition to an increased
awareness of child rights and childopection at all levels, the risks of morbidity and mortality for
children and their mothers were reduced as a result of improved access to quality healthcare at
health facilities. Specific policies, such as exemptions from the payment of registratiofofees
under fives, facilitated access to cawlthough this communitcentred approach to improving

child rights seems to bear fruit, child rights awareness in Afghanistan still has a long way to go.

2.1.3 Control of Infectious Diseases

Although chronic disases and injuries are major causes of death in developing countries, the
highest burden of morbidity and mortality in the majority of fragile states is still attributed to
infectious diseases. It is therefore not surprising that infectious disease cagtk@lys has a
prominent place in health services provision, no matter what type of health system is in place in a
state at any given time. With increased funding being made available for infectious disease control
through donors such ador examplethe Qobal Fund for HIV/AIDS, Tuberculosis and Malaria
(GFATM), the Gates Foundation and the Clinton Foundation, the challenge in fragile states is not
often one of financing, but rather one of determining priorities, choosing the most effective
delivery stratgies, and reaching remote and insecure areas. Interestingly enough, the fact that
fragile states are exploring new models of service delivery and have less developed bureaucracies
and infrastructures than me stable countries can sometimes lead to oppaoities for rapid
implementation of the newest treatments and control strategies
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Taking advantage of a postonflict context to update and scale up treatment policies

Rollout of Artemisinin Combination Therapies (ACas)a new firstine treatment to combat
chloroquineresistant malariaacross Africa was initiated in 2002, more than two years after the
drugs had been approved lige World Health Organisatio®(HQO. The process was challenging
due to the fact thatMoHswere cautiousabout introducing newand expensive drugsand were
often burdened by a lack of technical suppaygvernmental bureaucracy, and sluggish response
capacities. Liberia, recently coming out of a civil war, became one of the first two Africatries

to introduce ACTs as firiihe treatmentand was able to roll out the new policy within a year
Contributing to this rapid implementation were thavailability and use obutside technical
support, nascent policy processesich could move rapidlywilling donors,and thefact that the
burden of implementation did not fall on the government.

By 2003, at the beginning of the pesbdnflict phase, ovela decadeof civil war had eroded

[ AOGSNRAI Qa KSFHfGK &adeadsSya Ay T NhditlieNtzd svazNaknost y R
entirely reliant on a network of about 20 NGOs and F8i#ised Organisations (FBOs) for health
services provision. ACTs were not yet registered, were not on the essential drugs list and,
V206 AGKaAGFYRAY3 bDh LiNEdy adadtBnEoducidgmn $Xgdnsiva druga 2 |
about which it knew little. Regardless of this, with the onset of acute conflict in Liberia and
mounting evidence of chloroquine resistance, NGOs working in Internally Displaced Peoples (IDP)
campsgot cautious aproval on an informal basis to use ACTs as-liinst treatment. The MoH

went one step further in 2003, just after the acute phase of the Liberian conflict ended, by issuing
a letter to NGOs tentatively changing the fitiste treatment for malaria to ACT condition that

staff were trained according to MoH guidelines, which had been developed in partnership with
technical agencies working on the ground.

A number of factors came together to facilitate this process. Firstly, a number of NGO delegates
and MoH personnel had received training on the use of ACTs througbllaBack MalarisRBM
designedand Johns Hopkins UniversilMientor implemented regional course just prior to the
acute emergency that occurred in Liberia in 2003. Thus, there was a cntasd of health
personnel in Liberia who had gained an understanding of the new drugs and become sensitized to
the need for policy changeL y | RRAGA2Y (2 (GKA&AX [AOSNAI Qa 3z
the war, did not yet have complex administrgg processes in placeyas largely doner
dependent, and did not yet havan extensive health system to support. Drug policy protocol
changes were initiated in the first instance through a stakeholders workshop held byatti@nal
Malaria Control ProgramenNMCB with technical support from partners to discuss applications

for Global Fund proposals. The workshop was used as a channel through which technical partners
began to discuss malaria drug resistance with the NMCP and NGOs. During this workshags find

of efficacy studies that had been done in the country by NGOs and the MoH weisitesl and

WHO guidelines (which stated categorically that emergency phases warranted switching to ACTSs)
were consulted. In addition to this, key donors in Liberia wateocating the introduction and use

of ACTs and pledged financial support for a new policy.

In July 2003, the Liberian MoH officially adopted a combination of Amodiaquine (AQ) and
Artemisinin for use as firdine treatment for malaria. The retlut of this policy was done not
through the routine health system, which was largely dysfunctional, but through partnering with
the NGOs providing health services in the country. Due to their greater flexibility and
responsiveness, the NGOs were able to soaldrom 6 sites in September 2003 to covering the
majority of the accessible sites in the country by December of that year. The {M@Ed
consortium supported introduction of the drugs by haviMg@decins Sans FrontiereBIEH share

its experience with rolling out the drugs and the challenges they faced (i.e. the lack of acceptance
of AQ), having donors commit to ensuriogntinued supply of ACTs, and utilising the technical



2.1 Service delivery componenfiZZD

assistance of Mntor for monitoring and coordinatiomf the efforts. As insecurity decreased over
time and other parts of the country became more accessible, the consortium was able to support
gradual introduction of ACTs into new areas of the country, saving the lives of many that may
otherwise have died &m malaria.

Community Case Management for infectious diseases

Worldwide, ten million children die each year of preventable diseases, half of which are due to
three conditions: pneumonia, diarrhoea and malaria. Many of these deaths occur in fragile state
where health service delivery systems are weak and sometimesristent. Nevertheless, these
diseases are partly preventable and nearly entirely treatable with simple regimens of relatively
inexpensive drugs. Although several randomised controlledstieve shown that community
health workers (CHWSs) can effectively categorise and treat children with these conditions using
Integrated Management of Childhood lliness (IMCI) criteria, this strategy is seldom implemented
in fragile states. This is becausdthough WHO and UNICEF endorse the strategy, and there is
evidence of a reduction in child mortality as a result of this approach, some organisations have
expressed concern that CHWs cannot be adequately recruited, trained and supervised in the
context d fragile states.

The International Rescue Committee (IRC) has worked with local partners to set up Community
Case Management programmes in Rwanda, Sierra Leone and Southern Sudan, covering nearly 1.4
million people, including nearly 250,000 children untlee age of 5. In these countries, the IRC

and its partners have approached communities, facilitated the selection of CHWSs, and trained,
equipped and supervised these workers. CHWs assess and treat sick children for pneumonia,
diarrhoea and malaria, and fier children with danger signs or other illnesses. CHWSs receive no
financial compensation through the programme, but are supported in various ways by their
communities.

Through these programmes, CHWs treat around 22,000 children each month. Supervisais pro

0.8 supervisions per month in Southern Sudan and 0.3 in Sierra Leone (with no data available for
Rwanda). Between 2005 and 2007, mortality of children under 5 in programme areas decreased by
48% in Sierra Leone and 81% in Southern Sudan. Adult aed afidd mortality has remained
stable, and overall child mortality in these two countries decreased only slightly during the same
period.

Harm reduction in a muslim community

In a recent report,, YQA& 5SLI NIYSyd 7T2N LBFDSdpdftedithartifet £ 5 S
proportion of people living with Human Immunodeficiency Virus (HIV) is four times higher in
fragile states that in other low income countries, while the capacityagile states to take action

is considerably lowe(DFID 2008)In many fragile states in Asia, the primary risk factor for HIV
transmission is needisharing by Injecting Drug Use(IDUs). This requires an approach different

from the Behaviour Change, VCCT and-Retroviral Treatment (ART) programmes which form

the cornerstone of HIV/AIDS control most African countries.

Although China has a strong central government, a number of its autonomous regions suffer from
the lack of human and financial resources, technical expertise and adequate infrastructure
common to many fragile states. In Yining city in the Yili prefectdrehe Xinjiang Uyghur
Autonomous Region, which is predominantly muslim, a harm reduction project was started in
2003 to address the increasing numbers of HIV cases being reported among IDUs. A
comprehensive approach aimed at preventing further HIV transiosand reducing stigma and
discrimination directed towards Hipositive people and IDUs. The programme included a
community mobilisation component targeting government leaders in health and law enforcement,
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local community and religious leaders, and tpeneral public as well as IDUs, people living with
HIV/AIDS (PLWHA) and their family members and friends. This was done through strategic training
courses, campaigns, and community activities. In addition, a needle and syringe exchange
programme (NSEP) wasplemented through volunteer street patrols and street outlets.
Sometimes run by ensers, they provided clean needles, collected and destroyed used needles,
and provided condoms and information about safe sex.

One year after onset of the programme, siggant positive changes were noted in community
support for IDUs that enabled access to information and needle and syringe exchange. Sharing of
needles and syringes among IDUs decreased by 52%, and condom use among IDU couples
increased by 44%, while \sito commercial sex workers had halved while condom use had
increased by 38%. Residents reported that police were keeping away from areas where the NSEP
was active and felt that the police were supportive of the programme, and commented on the lack

of discarded needles and syringes that had previously littered the streets. An additional key to
success was the collaborative effort among agencies working in Yining City to provide additional
testing, community care and treatment activities, which has led tomprehensive and sustained
approach to addressing HIV/AIDS.

2.1.4 Immunisation

The Expanded Programme on Immunisation (EPI) is probably one of the mosftfeosve life

saving interventions, yet a study conducted in 2007 found that for 19 fragile states, the median
basic immunisation coverage rates were roughly half that of then®n-fragile developing
countries with which they were compare@avidson R. Gwatkin, Rustein et al. 2007; Ranson,
Poletti et al. 2007) Trere are three components of the EPI system. These are (i) Routine
Immunisation (ii) Accelerated Disease Control@A®hich comprises the campaigns, also known

as Supplemental Immunization Activities (SIAs) and child health days (CHDs) and (iii) Vaccine
Preventable Disease (VPD) Surveillance, targeting polio, measles, neonatal tetanus (NT) and, in
some countries, yellow fever. Commonly used tools for implementation of these services include
micro-planning and WHQNICER®w S I OK 9 G@&ED) apprded & NA Ol Q

Using RED as a foundation for health services delivery in poorly accessible regions

In Papua New Guine@®NQG, a principal difficulty in providing adequate health services to rural
and remote populations is the extremely high transport costs due todtiicult terrain. The
Momase Region of PNG comprises of four provinces and 25 administrative districts. Only two of
the provinces can be reached by road, with parts of the road frequently impassable due to
weather conditions. Banana boats are used to areacoastal islands and towns, while in
mountainous regions a 104 day walk may be required. Although airstrips are scattered through
the region, flights are costly and seats difficult to obtain.

An operational strategy was needed to overcome the costieesito improving rural health. WHO

and UNICERave introducedand widely implemented the RED strategy of decentralised capacity
building, which consists of a rigorous application of the muenning technique used in
community development, relying on gining at the lowest unit of population. RED has been
successfully introduced in other countries, but primarily in situations with easy access to low cost
transportation, where bundling programmes was not a high priority.

In Momase, the RED strategy waglemented to increase immunisation coverage at the level of
district or health centre catchment areas, but it was also felt that the operational components of

the programme, including planning, implementation and monitoring, could be readily adapted to
other populationbased interventions. The strategy was therefore implemented in late 2007 as the
oaAra F2N) Iy SELIYRSR adGN}XisS3e OFrtftSR wwSl OK
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motherhood, Tuberculosis(TB and Sexually Transmitted Infection(ST)/HIV treatment and
prevention to immunisation services provided through RED. Where successes are booked,
additional public health interventions will be added gradually. The approach is aimed at all health
facility catchment areas, including Aid Postsid uses the initial micrplanning results as a
foundation for planning all services. In the operating environment in PNG, particularly with its
minimal resources, isolated staff and low staff morale, it is expected that this will have a significant
impact on efficiency, as well as providing a more holistic approach to health.

Only the results of the initial pilot were available at time of writing. Training for the strategy was
done first during a central workshop, and thereafter at district level, fogusin micreplanning

for EPI services. Participants were trained to complete key tasks relating to their own catchment
areas which included:

1 Mapping of health facility catchment areas including key infrastructure (buildings, roads,
population figures)

1 Competion of planning sheets on staff, material and time resources needed for implementing

EPI activities. Due to the severe access constraints, it was decided that each village only

needed to be visited once every 3 months rather than monthly as was thens@or EPI

services elsewhere

Preparation of budgets for transport, accommodation, equipment and running costs

Charting of activities conducted during previous years to provide a baseline for monitoring and

determining progress at a local level

= =4

Some of tle benefits of completing micrplanning as a group activity included the ability to share
creative solutions to overcoming transport constraints, redrawing catchment areas to facilitate
better access, coming to common agreements on increased requirementdff time to meet
targets, exploring ways to come up with more reliable population figures, overcoming constraints
related to finances, materials and maintenance, and the discussion of the possibility of combining
RED with supplementary immunisationtiaities and other health services activities such as TB
treatment, nutrition, family planning, antenatal care and school health. Crucial to the
LINE AN YYSQa &adz00S&daax | aAYLIAFTASR NBLR2NIAYy3 |
concept of suppdive supervision. Followp visits indicated that health facilities were starting to
use monitoring charts not only for EPI but also for other family health programmes. Staff
expressed their content with the simple reporting systems and the improved dgpax
communicate with supervisors and address key problems.

2.1.5 Mental Health and Disability

The populations of conflieaffected fragile states generally suffer from significant levels of mental
distress including depression, anxiety gmosttraumatic stress disorder resulting from excessive
exposure to violence and other traumatic events, forced displacement and other mental and
economic distres¢de Jong, Komproe et al. 2003; Mollica, Cardozo et al. 2004; Scholte, Olff et al.
2004) Disability is also prevalentnd while primary causeof disabilityis poor mother and child

care servicesthere is an increased prevalence in (pisinflict states,as both soldiers and
civilians are at high risk of injuries from active fighting, landmines, bombings, and in sorse case
the deliberate targeting of civilians. Countries such Sisrra Leone, Angoland Afghanistan
struggle with the high burden of mental ill health and disability, but with the exception of
Afghanistan, public health services generally do not cater toeimeeds. As a result, such services
are often primarily addressed at a grassroots level, with larger programmes frequently limited in
terms of coverage and sustainability. In recent years Mental Health and Psychosocial Services
(MHPSS) in fragile statesshbeenreceivingmore attentionafter the publication of a number of
prominent reports and guideling8aingana, Bannon et al. 2005; IASC 2007)
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Prioritising Mental Health and Disability services

In 2003, Adhanistan put mental health and disability services prominently on the agenda by
including them as key elements of the BPHS services. In order to establish the need and possible
target population for mental health and disability services, Handicap Intemnal (HI) conducted

a national disability surveyn 2005, which included mental health as an outcome indicéfoani

and Bakhshi 2006The MoPH also established Mental Health and Disability Deyeats in 2005.
Although key elements for a successful national mental health and disability programme were in
place, there were also significant constraints. It was, for example, unclear what shape or size these
services were to take, and financial suppeas not forthcoming. Where MCH could come up with

a clear and costed package of tested interventions, mental health and disability services lagged
behind, unsure of the best approach to take and interventions to pursue. It was therefore also
difficult to come up with human resources requirements, training requirements, material
requirements and crucially, a budget. In addition, although mental ill health and disability affect
the health and wellbeing of a significant proportion of the population, som#efmajor donors

did not wish prioritize these conditions because of a lack of demonstrated impact on mortality,
which was their primary outcome of interest.

Six years after putting mental health and disability on the agenda, and four years after moving it
into the first tier of services to be provided through the BPHS, the progress that has been made
towards the provision of these services has been limited.elVitompared to other BPHS
components, scaling up of these services (which should theoretically be available in all BPHS
FILOATtAGOASE o6& y2¢0 Aa 3I2Ay3 a4 |+ aylFiatQa LI O
continued lack of awareness of phyfierapy and rehabilitation services among BPHS staff, and
crucially, a lack of donor support.

Currently a number of pilot projects provide mental health services while private initiatives have
contributed to building up a small cadre of physiotherapiated mental health counsellors.
Integration of these initiatives into the public health services has been exceedingly slow. Even the
NGONHzy t KeéaA2(0KSNI LR LyaldAdGqdziSs gKAOK Tl tfa dzy
the only training facilityo supply the physiotherapists required for the disability services of the
BPHS, faces an annual challenge of finding funding and adequate premises to continue its services.
Although the training curriculum has recently been expanded from 2 to 3 yeamgsittaken
considerable efforts on the part of the MoPH Disability department to gain recognition of the
training curriculum and the physiotherapy profession bgtM Q& 5ANBOG2 NI GS 2 F |
It is expected similar constraints will be faced withe throposed introduction of psychosocial
counselling through the BPHS (see below).

Thekey lesson learneds thateven though the need for services may be obvious and commonly
agreed upon, more research is needed on determining -effstctive interventionswith a
demonstrable impact on population health in order to suppadvocacy and stimulateonor
support Clear plans have been developed and costed for the implementation and scaling up of
mental health and disability services in Afghanistan, which gleaultline the services to be
provided at each level of health facility, training and human resources requirements, material
requirements, job descriptions, and costs for each of these components. But until now, the
provision of mental health and disabilisgrvices continues to rely on the goodwill and hard work

of a small number of dedicateatganisations anéhdividuals, and has not yet been integrated into
the BPHS in a comprehensive manner.
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Addressing disability through CommuniBased Rehabilitation

Although disability services as provided through the BPHS appear to have landed on the back
burner in Afghanistan, a number of NGOs, with the support of various ministries and UN agencies,
are in the process of addressing disability through the mechanismCaimunityBased
Rehabilitation (CBR). CBR has been described in terms of a framewgoklgfprinciples and

areas of activityWorld Health Organisation)

1 Principles participation, inclusion, sustainability, and selflvocacy.
1 Areas of activity health, education, livelihoods, empowerment, and social integration.
1 Goals human rights, socieconomic development, and poverty alleviation.

CBR is an intesectoral, comprehensiveshabilitation and social mobilisation programme which

falls mostly outside the health sectoin AfghanistanCBR is being coordinated by the MoPH
Disability programme, and components include physical rehabilitation, special and inclusive
education, emplgment support, community mobilisation, and tHiacilitation of selthelp groups

YR &dzLJLI2 NI (G2 5Aalof SR tS2L) SQa hNBFYAAlIGAZ2Y

There are two target groups for CBR in Afghanistan: (1) those who are physically disabled
(including motor, sensory and learning disabilities) and (2) those who are disabled as a result of
mental illness. It is important to note that the national disalilgurvey(Trani and Bakhshi 2006)
showed significant higher prevalence of mental health problems among the population of people
with disabilities as compared to a nalisabled population. Althoughoatended by CBR experts

who strongly feel CBR should focus on providing support to persons with physical disability, in the
Afghan context it is felt that persons with disabling mental health problemswbtitout other
disabilities should also be includedthe CBR programmes. There are some preconditions, such as
the possibility of referral to psychosoc@dunsellingand treatment, and training of CBR workers in
GOF&asS YFyl3aSYSyiGé F2N) YSyidlf KSFfOGK O2yRAGA?Z
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and volunteers which includes the following topics:

The definition of disability and mental health

Popular attitudes and beliefs concerning disability and meritadsk

Basic typology and symptoms of mental iliness

How to interview people with mental health problems and other disabling conditions
How to communicate with and advise individuals and families

= =4 4 -4 -4

CBR is currently being implemented and supervised/monitdmgthree international NGOs and a
number of smaller national NGOs. Not all implementers cover all components of CBR, but all work
on the basis of family and community support and interaction. By late 2008, the geographical
coverage of CBR included 16 odit3d provinces (but only 22% out of 366 districts). Servaces

being provided by about 800 experienced CBR workers and physical rehabilitation staff and over
2000 volunteers, all of whom have demonstrated good knowledge on local resources as well as
programme constraints. The impact of the programme has not yet been evaluated.

Providing basic mental health care through public and community structures

That mental health needs to be addressed in Afghanisgreyond question, as even the
Afghanistan National Development StratdgyNDS)jnakesmention of the need to address mental
health at a population levdlslamic Republic of Afghatas 2008) The key question here, as in all
postwar and developing countriesyasWK 2 ¢ Q3  Iry 2002, i th& Bastern province of
Nangarhar, HealthNet TPO initiated a programme(ttpintroduce and integratemental health
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issues (including learning disabilities and epilepsy) into BRHSand (2) to provide culturally
appropriate communitybased psychosocial services. The backbone of the progravase core
group of six psychosocial evkers and four medical doctomsho folowed an intensive twanonth
trainingcourse.

For eachservicelevel of theBPHStraining modules and a supervision system were developed. For
health posts,staffed by (norpaid) community health workersa threeday trainingcoursewas
provided whichfocused on identification of persons with possible mental health problems in the
community, and follomup of patients with chronic mental illnesbor staff of the basic lealth
centres (BHC) and comprehensive health centres (Gel&glay training courses were organized.
The training for doctors focused on diagnosis andgsgchesocial managemenof the most
important mental disorders whilst the training for nurses and midwives focused on basic
principles of nompharmacologicamental health care managemenncluding empathic listening
skills and providing social support. This approach was new forhealth staff and it wasa
challenge to introduce psychosocial competencies in nurses and midwives. For the district
hospitalsin the province outpatient and inpatient services were made accessible for patients with
mental problems and each hospitalhasa mental health focal point: dull time medical doctor
responsible for referral cases from tiserrounding health facilitiesAt present, sipervisors of the
mental health programme visit tlee trained health staff at least once a monthlthoughmental
health isgradually beingntegrated into the tasks of the general health care supervisors.

Community based psychosocial servit@sus on social action and self help. It consists of several
components: (1) Mobilisation of key figures: e team members identify strong, powerful
AYRAQDGARdzZI £ a o6WwWlSe FAIAdINBAQOL GAGKAY O2YYdzyAlAa
volunteers. Thee key figures can be community leaders, health workers or teachers. It is a
particular challenge to identify influential female figures, but experience shows that in every
community women are willing to undertake action to improve existing practices d@eroto

reinforce their welbeing. In each community the psychosocial workers, together with the key
figures, identify existing and neexisting resources through a participative process (®f
community mapping(3) Psycheeducation isused to provide irdrmation to the population about
psychosocial and mental health problems, what people themselves can do to alleviate these
problems, and where they can find referral options, which need not necessarily be limited to the
health services. Topics for psyeBB dzOl G A2y Ay Of dzZRS WIANRST FyR &l
YR OKAfRNBYyQa LINRofSYasx FlLYAfeé |yR R2YSald)
psychosocial method i¢4) group wok, in which people who have a common interest or a
common problem comedgether to discuss a problem, receive mutual support and learn from
each other. For some people the psychosocial wakéfer (5)individual sessions.

As a result of thdasic mental health trainingiven todoctors, nursesmidwives andCHWsthe
number of consultations for mental health problems increased fi@8Pboof all consultationsn

2002 (for 7 districts of Nangarhar) to 9%f all consultations in 2006/200{provincewide) and

15% of all consultations in 2008 (for alral districts of Nangarhar) Most commonly diagnosed
mental disordes were depression (66%), anxiety disorders (14%), epilepsy (10%), psychosis (4%)
learning disabilities @), and substance use disorder (1%). Additionatlg, communitybased
psychosocial component of therogramme organized psyckerlucation sessionsupport groups

of around three to ten sessionand individual sessions benefiting thousands of peogie. Costs

to organizethese basic mental health and psychososglvices weraround 0.27 euro pecapita.

During an external evaluation of the project in November 2008 a small survey was done among
patients diagnosed with a mental health illness at the ©HGistrict hospital (n=38)T'he patients
in the district hospitahad visited the doctor between 3d 10 times All patients reported clear
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improvement in thé perceived emotional and mental sta@nd reported an increase itheir

ability to perform regular work, householduties and maintain social contactsThe psychosocial
component of the treatmat in the health care systetendedto be given less emphasisowever,

and particularly with common mental disorders such as depression and antietse was a risk
that treatment by medical staff wouldconcentrate on biological treatment (medicationyhile

ignoring the social context in which themsgtoms occurred and were maintained

Integrating psychosociatounsellingservices intoa national service delivery mechanism

Although initially themental health component of theAfghanBPHStended to emphasizethe
prescription ofpsychotropicmedicationsa newpsychosocial element of the BPHS wasoduced

and formalized in 2009.Evidence collected during a pilot scheme in Kabul from 2004 to
2008indicated that most psychosocial problems were expressed primarily depressive and
somatic pathology, and had been treated with uncontrolled medication orrsetlication. In
response, a group of 30 psychosoct@unselorswas trained over a 2 year period, using a
curriculum which had been carefully adaptenl the Afghan social and cultural context. In the 10
counselingcentres that were subsequently established, more than 11,000 patients were treated
over a period of nearly 4 years. Results indicated that 70% of patients left the centres with (self
reported) significant improvement, no longer requiring medicatioBepressive symptoms
disappearedin those cases where underlying psychosocial stressors were identified and better
coping and resourceriented problem solving was achieved through the counselingicess
Additionally, among those treateddomestic violence was reported to have reduced, and the
family as a functional support unit was reported to have strengthened.

Based on the evidence from these pilots, a psysboial approach tanental health servtes
provision will be scaled up and integrated into the BPHS on a trial basis in three provinces. This will
involve appropriate technical training of BPHS staff at all levels, including the CHWs who are seen
as the first point of contact. Basic counsellsggvices will be delivereih the Basic Health Centre

by male and female staff who will have received extra traini@ge male and one female
professionapsychosocial counsellor will be added teegy Comprehensive Health Centrnehich

has a catchmenpopulation of 60,000. Psychotropic medications, if ultimately necessary, will be
LINBAONAROSR i GKS tS@St 2F (GKS /1/Qa FyR RAA
carefully screened. Teamwork models will be developed to strengthen theopeal vertical and
horizontal referral mechanisms, as referral is to take place not only within the BPHS framework,
but also to community based support groups such as, for example, the CBR programme mentioned
in the previous section of this report. Theqtischemes will be evaluated in 2010.

Instead of seeing mental health as a staaldne health service, it is to be introduced as a cross
cutting issue in Afghanistan, solidly integrating it into the routine services provided through the
BPHS. It is felhtt this integration process will result in the provision of a more holistic package of
health services which respects the interdependence of mental, physical and socidiewgll
Without the provision of targeted, culturally appropriate mental healtinvgeges in fragile states, it

is highly likely that social and economic rehabilitation of the population will continue to falter.

Integrating existing mental health services into government structures

Where the Afghan examples given previously descrileectimllenge of developing a model for the
provision of public mental health services from the start, the following example describes how
non-governmental mental health services were slowly integrated into government health services
over time. Burundi, sitated in the Great Lakes Region, has experienced cyclic outbreaks of
violence since its independence in 1962. Two major conflicts, one starting in 1972 and a second
one lasting from 1993 to 2003, resulted in considerable political and social upheavahgcausi
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significant population movements and resulting in the destruction of socioeconomic infrastructure
in the whole country. It is in this context of poverty and lack of basic needs, such as lack of shelter,
health care, and damaged social infrastructurésttin 2000 HealthNet TPO started a programme
providing psychosocial and mental health services to theatfacted population.

Over the years, the programme has developed from a pilot project consisting of nine psychosocial
assistants working and living the communities they assisted, to a mygtionged approach that

aims to support the government of Burundi to independently provide mental health and
psychosocial services as part of its regular care. Close collaboration with various ministries assists
in the decentralisation of the mental health services and their integration into the general health
services. Activities include training and supervision at all levels of health services provision:

1 Training in psychiatric care for government nurses and @scin provincial hospitals in order
to prepare them to take over mental health services. Each nurse recailasdic training of 10

RFeda SFEOKX I OfAyAOlt wadlrasSQ 2F FTAQPS RIHeax
provincial hospitals reeive an introduction training of five days with additional follow up
trainings.

T ¢NFAYAY3 YR &adzZLSNIAAAZ2Y 2Centrdsladd O&vRlIGpgeddnt f |
Familiale® o,/p&t@hthe Ministry of National Solidariths community support straares
develop, the role of the psychosocial assistant will become more and more that of a trainer
and supervisor who will only assist the most severe cases.

T ¢NFAYAY3I Ay o0FaAr0 LIAOK2a20ALf OFNB G2 Wyl
groupsand other grassroots organisations, which allows communities to independently handle
issues when the psychosocial assistant is not available.

1 Training of staff of other NGOs in the provision of psychosocial services.

In order to facilitate these trainingsnost training modules were developed and validated by a
joint commission consisting of NGO, Ministry of Public Health, and WHO representatives.
Community based psychosocial training modules were jointly prepared with the Ministry of
National Solidarity. fAis final structure for services provision allows for mental health and
psychosocial support and referral from grassroots community level, all the way up to the more
specialised mental health care provided through a spermanent (two days per week) merta
health service at the provincial hospital, which is staffed by trained government nurses and is fully
integrated into the hospital services. Services at the highest level are implemented jointly with the
government.

During almost a decade of system demwhent, which saw the service provision framework
gradually refine itself to its current approach, mental health and psychosocial support has been
put more firmly on the policy agenda in Burundi. In seven provinces services have now been
handed over to community volunteers and the government, while in other provinces this process

is on its way. In addition, several local NGOs have started to provide services, allowing HealthNet
TPO to focus on developing models of care for specific groups such as forihdesaldiers,
returning refugees, and survivors of Sexual and Gender Based Violence. Advocacy for inclusion of
mental health in the performance based health care financing is also underway. Challenges in the
process of handing over of survives are the weafgacity of the governmental services to pay
salaries in time, and to organize the logistics (for example the provision of essential psychiatric
drugs to the health facilities). Support of an international NGO to organize clinical supervision and
ongoing taining will continue to be needed for the next years.
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2.1.6 Nutrition

As is the case with mental health and disability services, nutrition services mean different things to
different people.Where one expert focuses on maternal nutrition and improvedhbweight,
another might want to address micronutrient deficiencies and a third thinks nutrition programmes
should focus on chronic and acute malnutrition in children under 5 years ofFaggile states
experience widespread prevalence of malnutrition ali age groups, especially women and
children, and all ofiese issuesas well aseveral other functional aspects of nutrition, are directly
related to health programmesHealth and nutrition are complementarand until and unless
nutrition measures are made an important componentadfealth strategy key health targets are
unlikely to be reached Similarly, without a sound heaktare strategy, nutrition measures,
however well conceived and executed, will haveyvenarginal impactNutrition planners and
programmeshave becomedisenchanted with the marginal impact ain-integrated, vertical
nutrition programmeswhich often failedto reach areas where thewere needed mostand are
exploring alternative means of tieery of nutrition services

Integrating nutrition into routine services provision

Nutrition has been integrated into the Afghan BPHS, but not surprisingly, along with mental health
and disability services, it is probably one of the weakest servicemsgearrently being provided.

In the proposed Somali EPHS, nutrition does not consist of a separate service stream, but instead
has been integrated across the programmes and makes use of the simplest tools available. For
example, with the support of nutribn experts, it was decided to take out routine Weidbi-

Height (WFH) monitoring am the Somali contexit was not producing any useable data. Instead,

it has been replaced with screening using the MMidperArm Circumference (MUAC)
measurement, whiclis relatively straighforward to implement and understand, even by illiterate
CHWs (although it must be noted that WFH measures will remain in use as admission and
discharge criteria for therapeutic feeding centres). Also, where in many contexts ouseadbes

focus only on EPI, in Somalia the outreach teams will consist of one EPI officer and one nutrition
officer. Their duties will be to not only conduct EPI and-mpatient therapeutic nutrition
programmes in the health centres, but primarily to datreach clinics in the primary health units,
where they are assisted by the CHWs. They will promote exclusive breastfeeding, provide nutrition
counselling, advise on nutrition issues for sick children and adults, administer Vitamin A,
iron/folate and/or mcronutrient supplements, and refer both children and adults to
supplementary feeding or therapeutic nutrition programmes as required and available. Finally, as
acute food shortages and associated increases in global malnutrition levels are a regular
occurence in Somalia, sentinel sites that still use the more sensitive WFH measure will remain in
place under the Somali Food Security Analysis Unit (FSAU), with sites run by UNICEF/NGOs.

Vitamin Asupplementation during Child Health Days

Fragile states such athe Democratic Republic of the Cong®RQ¢ and Zimbabwe are
characterized by low demand for health care services and high mortality rates. In the DRC, the
economic opportunity and the social benefits of delivering child survival packages rather than
stand alone interventions were perceived as early as 1998 when polio immunization was delivered
through national vaccination days. Bringing key preventive health services into communities
ensures that they reach children in remote regions where inadequate spartation
infrastructure and/or war and social turmoil make routine services inaccessible to large portions of
the population.

Because of the collapse and ineffective coverage of routine health services in both the DRC and
Zimbabwe, Child Health DaysH@s) were adopted for the delivery of biannual Vitamin A
Supplementation (VAS). Built on the model of national polio immunization days, CHDs use
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community volunteers to bring interventions into communities twice a year, thus reaching
children who are nobrought to health centres to receive routine preventive treatments. Using
mass mobilization campaigngAS are delivered with other high impact child survival interventions
that can be easily and safely delivered by #medical volunteers, including immuations,
bednets, deworming, and mectizan for onchocerciasis control. For example, in 2005, a national
survey in the DRC revealed that 57% of children whewrermic; this resulted in mebendazole
integration into VAS distribution for children 12 to 59 miraf age. Helen Keller International
(HKI) supports host government counterparts and UNICEF in planning for CHDs, training health
workers, developing social mobilization materials, strengthening vitamin A capsule supply and
logistics management, an@rogranme monitoring and evaluation.

Approximately 26 million children in the DRC and 1.6 million in Zimbabwe received access to life
saving interventions through CHDs. In 2008 the DRC achieved VAS-andnidreg coverage of

over 90% in the accessible health eenin addition to vaccinating over 4 million children under
five against polio. In Zimbabwa national VAS coverage of over 80% was achieved. Immunization
rates in Zimbabwe were also bolstered by CHDs as most children receive routine immunizations
only through this mechanism. This is because routine services arexistent or people do not

have resources to travel to health facilities. Although CHDs are a useful platform for nutrition
interventions, since 2005 measles or polio vaccination have belgn delivered through
supplementary vaccination activities (SVA) to address punctual outbreaks, requiring
synchronization of emergency and routine activities using the same delivery mechanism.

2.1.7 Chronic diseases

Chronic diseases and related risictors impose a significant burden on the poor. It is only in sub
Saharan Africa that the burden of infectious disease is greater than that of chronic diseases. But
even here, the trend is towards a dual burden, with deaths from chronic diseases projected
overtake those from infectious diseases in the next ten y€@ferld Health Organisation 20Q05)

The epidemic is largely driven by three major risk factptebacco use, poor diet and dk of
physical activity. bderlying socioeconomic determinants, such as the lack of education and
poverty, which tend to be higher in fragile states than in many developing countries, greatly
exacerbate these risk factorshe global recognition and respsae to this threat has not kept pace

with the epidemic. This appears to be especially the case in fragile states, where health services
priorities tend to be donor-driven and focus on infectious diseasesile treatment of chronic
diseases recesslittle to no funding andattention. Yet these diseasasmn have debilitating health
effects if untreated, andesult inserious financial consequences for familiespecially the pooif
treatment is soughtn the private secto(Suhrcke, Nugent et al. 2006)

Peer educator networks for diabetes

In Cambodia, half of the morbidity and moitglis due to chronic Non Communicable Diseases
(NCD)World Health Organisation 2005Among adults older than 25 years, 5% in rural areas and
10% in urban areas have diabetes) additiond 109%20%have impaired glucose tolerance and
similar numbers have high blood pressyking, Keuky eal. 2005) Publicly provided care is not
available, while pvate careis unmonitored, of poor quality and expensiwehich causes many

LI GASyGa G2 FlLif Ayd2 LRIOSNIE&@ 2N NBYFAYy L2
enormous and rising needsom people with chronic NCD, and innovative approachss

required to mitigate the impact of the rising epidemic.

Since 2005, MoPoTsyo, lacal NGO, has been establishing commusity 8 SR RA I 6 S S
SRdzO I (i 2 NJinyCambbdaNRbed Eucators are patients who have diabetes but who are
successfully sethanaging. In addition, they have been trained to detect other people in their own
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community who also have diabetes and to share their knowledge and skills imae¢fgement.

They counsel and support the newly found patients on how to measure presence of urine glucose
and interpret the results. The Peer Educators report patient progress to a centralized patient
follow-up system. In addition, they coach new patients to seek prafess care from diabetes
service providers accredited by the NGO to perform services for its members. Once registered as
member of MoPoTsyo, new patients are first exposed todifdée changes and experiences of
others in their own community to help themcome to terms with their disease. They are
encouraged to apply these life style changes themselves during several months before going to
see a doctor and getting a prescription for generic medicines. The NGO operates a revolving drug
fund to ensure adequat supply of affordable and good quality medicine to its members via
contracted private pharmacy outlets, which are supervised by the peer educators and registered
patients. Twice per year, the NGO uses random sampling to assess how patients are doing in te

of their understanding of the disease and how to bring it under control, their self recording in their
own patient book, their welbeing, their health related expenditure, and their adherence to
prescriptions. Bianedical markers such as Fasting anostPrandial Blood Glucose, HbAlc,
Creatinin levels, Blood Pressure, and body weight are also measured.

A study based on analysis of routine monitoring data on blood glucose, blood pressure and body
weight for 386 rural diabetes patients enrolled in the gramme for at least three months, and

data from two assessments of a random sample of these patients carried out in July 2008 and
January 2009 showed thaftar 18 months, 10 peer educators had found 474 diabetes patients,
two thirds previously unaware otheir condition. The data on these new patients indicated
improvements in Fasting and Postprandial Blood Glucose and Blood Pressure, even though half of
them had not yet consulted a doctor. Their reported health expenditure appeared to be
considerably moreaffordable than that of most diabetes patients in Cambodia. Experience has
also taught that urine glucose strips are helpful tools for diabetes patients in low income
countries, as they are more affordable than blood glucose strips, and are effectiaeticufar for
detecting postprandial glucose peaks. the absence of a massive government or international
response to the unmet needs of people in pasinflict countries where chronic diseases such as
diabetes are often not included in the priority imeentions of a Ministry of Health, peer educator
YySGig2Nl & Yle LXlFe | dzaS¥dzZ NREtS Ay YAOGAILFIGAY.
cost but effective care structure despite a low resource environment.

2.1.8 Hospital services

Traditionally theprimary focus of health systems in fragile states has been the provision of
hospital services. Nevertheless, due to lack of funding, infrastructure, and occasionally human
resources (many of which frequently get diverted to the military in the contexstafes in
conflict), even this component of the public health system is often dysfunctional. It is also often
the servicecomponent which nascent Ministries of Health are most keen to rehabilitate and make
operational as soon as possible after they areapfed, for functional hospitals are often seen as

a status symbol by Ministry officials and the population alika@s is facilitated by donors, whie
quickimpact programmes thagield positive images for the reports to their constituencies.

Hospitals are primarily located in cities and larger towns in developing countries and rarely offer
preventive health services, which limits the overall impact their services have on population
health. The package of services they should offer, as welleasoverage area, is often a subject

of debate. The challenge of management, quality assurance, service delivery and financing of
hospitals are considerable, even for industrialised nations.
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Organising services: An Essential Package of Hospital Services

The Afghan BPHS wiastituted in 2002 to ensure health services delivery to rural areas, as this is
where the majority of the population lived. However, it was recognised that the referral system
was incomplete and tertiary services were a crucial compord the health systemespecially

with respect to Emergency Obstetric and Neonatal Care (EmON@) BPHS was therefore
complemented, in July 2005, by the Essential Package of Hospital Serviceq (&&Hi§)Republic

of Afghanistan 2005)hich classifies district, provincial and regional hospitals according to the size
of the referral population, the number of beds, staff workload and complexity of patient services
offered. Under the EPHS, hospitals at each of these levels provide foeirckhoical functions:
medicine, surgery, gediatrics, obstetrics and gynaecologyhe ultimate purpose for the
development of the EPHS was to improve the quality of hospital services provided to the
population of Afghanistan.

Saling up of the EPHS ismgiat a much slower pace than the BPHS. One of the reasons may have
been that provision of hospital services is far more costly than the provisioRrwhary Health

Care PHQ servicesand donors had already allocated considerable budgets to BPHS service
delivery. An additional element may have also been thasting of this packageasneverreally

been completed. BPHS had been based on cost estimates, resulting in an often controversial figure
of $4,50 per capita per annurbut it allowed a measure againahich budgets could be allocated.

No clear budget allocation has currently been associated with EPHS services pronvsssa the
hospital costing process is being used as a caphuitging effort.

In 2008 EPOS started testing a method to condtep-down cost allocation of hospital services in
Afghanistan. This method has been applied in several other countries and cure@ staff
together with key MoPH staff, are working through the various challenges to gathering all of the
data related o infrastructure and equipment, personnel, drugs and medicines, recurrent budgets,
and cost allocation factors for Afghan hospitals. Thus tf@o, non-EPHShospitals in Herat and
Kabul are being costed. Once the method is testechiitbe updated and appied it to EPHS.

The easons whycosting of hospital services has not yet begplied are varied, but often MoPH
staff are unfamiliar with unit costing and its application as a building block in economic analysis of
hospital services. ABPOSontinues to work with the MoPHj|t is hoped is that this work will
become institutionalized into theMinistry, particularly in thesoonto-be established Health
Economics and Financing Departm@iEFD

Ensuring quality and sustainability of hospital services dantexts of political instability by forming a
hospital network

Tertiary care services for Palestinians living in Gaza and the West Bank are not available in the
public sector. Instead, they have been largely contracted out to hospitals in neighbouring
countries and Israel. The six ndor profit East Jerusalem Hospitals (EJH) are the only Palestinian
institutions that provide tertiary specialized care for Palestinians. They operate under jurisdiction

of the IsraeliMoH since the annexation of East Jerusalby Israel in 1967. East Jerusalem is the

only metropolitan area accessible to Palestinians, although access is becoming increasingly limited
since the construction of the Separation Wall. The EJH accounts for 578 hospital beds (12% of the
total beds in he occupied Palestinian territories). EJHs provide Palestinians living in Jerusalem, the
West Bank and Gaza, as well as inhabitants of Jerusalem covered by the Israeli Insurance Scheme,
a combination of tertiary care, emergency and routine services anahiétation.

EJHs are also training institutions for eduate and specialized health and medical professions
training. The hospitals are therefore regularly surveyed and licensed by the Israeli MoH. Any
shortcomings would mean closure. Although morgt closely, the EJH do not benefit from



2.2 Implementation and support strategies foealth serviceSIkE I

investments and budget allocations granted to Israeli health service providers. Insecurity, a
general policy vacuum, weak technical and managerial capacity, and a limitation in capital
investments affecting the Palénian health sector are continuously threatening the survival of
these hospitals. In response, the East Jerusalem Hospital Network (EJHN) was established in 1997
to achieve cohesion and complementarity between the EJ hospitals. Areas of joint concern wer
identified and jointly addressed, and with technical support of the World Health Organisation
(WHO), the network has been engaging in an international accreditation process that not only
helps them to abide to Israeli MoH standards but also to improeedghality of care provided, to
expand the scope of services and to serve more Palestinians clients.

Since the establishment of the network, the international accreditation (ISO 9001:2000) has been
completed (Health InForum)and managerial standards have been established. Quality
improvement was complemented by an improved capacity to treat tertiary cases (i.e. oncology,
cardiovascular, ophalmology, neurosurgery and critical care for neonates and adults) that
otherwise would have been referred for treatment outside the country. This has resulted in
improved efficiency and effectiveness of hospital services. The Palestinian EJH have become
sustainable health institutions that are responsive to national health needs but also committed to
high standards of care even under the most uncertain political conditions.

2.2 Implementation and support strategies for health services

Health systems in auntries emerging from conflict are often characterised by damaged
infrastructure, limited human resources, weladershipand a proliferation of norgovernmental
organisations, which can result in the disrupted and fragmented delivery of health seivicbs
section we will explore approaches to improving access and utilisation which have been
implemented in three different types of contexts: insecure settings, settings experiencing the
transition from conflict to postonflict, andmore stablesettings

2.2.1 Improving service utilisation ininsecure settings

In fragile states such as Somalia and Afghanjstaalth services delivery isequently constrained

by insecurity, which not only limits access to health services by the population but algts ies

the reluctance of health workers to be posted in settings where their lives may be at risk. For
SEFYLX SE Ay ! FIKIyA&aldlyQa 1 StYFYR t NBEOAYOS:s
from 2006 to the middle of 2008According toHealth Marmgement Information SystemHMIS
reports, there had been 42 functioning facilities in 2004 but the number had gone down to 26 (a
38% reduction) in 2006. Yet against all gddsalth services are still being provided in such
settings. Some of the reasonerfthis could be thalNGOs are perceived as independent of the
government, they can maintain contact with agvernment elements to aid in their security,

and many of the health facilities are staffed by nationals, many from the areas in which they work,
which adds an element of trust and familiaritfhis section explores how trust and familiarity
were built in settings which were experiencing conflict, and how at least minimal levels of access
and continuity of services were achieved.

Providingincentives for accessing and delivering services in insecure areas

The effect of insecurity on health service delivery is evident. The NGO (IbnSina) working in
Helmand also had a performantased partnership agreement (PPA) in Saripul province in
northern Afghanistan where security has been consistently better. As Figure 1 demonstrates, the
utilization of health services has grown much more quickly in Samyghdre security is better

than in HelmandData from other insecure provinces in Afghanistarg Klandahar, Uruzgan, and
Zabul, also indicates that these provinces are making much slower progress in health services
provision than the country as a whole.
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Figure 1: OutPatient Visits per Capita per Year in Secure (Saripul) and Insecure (Helmand)
Provincesc 2004- 2006
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An added effect of the insecurity is that due to its limited capacity to implement services, IbnSina
in Helmand was unable to spend its entire budget allocation. This freed up money for possible
innovations in improving the utilization and coverage of tervices that could be provided.
Working with the MOPH and local communities, a number of new strategies were implemented,
including: (i) a conditional cash transfer (CCT) scheme which provided families with cash when
they brought their children for wellhsld visits and mothers came to deliver in health facilities; (ii)

a performancebased incentive scheme for CHWSs that linked a payment to the number of children
fully immunized womenwho delivered in health facilities, and TB cases detected,; (iii) aigecur
allowance for skilled health workers on top of the National Salary Policy to keep insecure facilities
well staffed; and (iv) monitoring by the provincial health office and members of the community as
well as seHassessment by IbnSina.

Early evidencesuggests that these innovations, particularly the CCT, are effective in insecure
areas.Shortly after the introduction of the new strategidbere was a large increase in the uptake

of services (see figure 2) as measured by the HMIS, which was configniked provincial health
department and community leaders. IbnSina staff believes that the major contributing factor to
the large increase was due to the CCTs for women and children. Given that these innovations are
relatively low cost and help NGOs use danthey might not otherwise be able to spend,
implementing this package of innovations could make a dramatic impact on service utilization in
communities affected by insecurity.
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Figure 2: Changes in selected indicators after introduction of new approadheHelmand
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Independent Service Authorities for service delivaryfragile states

Insecurity affects large parts of Somalia, making the provision of health services a considerable
challenge.On behalf of Norad,hte Norwegian Institute of Urban and Regional Research (NIBR)
researched the viability o concept for service deliveig Sonalia called a Compact for Service
Delivery (CSD) package. This package is based on a combination of three components: a Compact
for Service Delivery Agreement, Independent Service Authorities (ISA), and Local Level Service
Providers. A Compact for SenacDelivery agreement would be an agreement between all the
(warring) parties involved to allow the ISA to be set up, and subsequently be responsible for
service delivery. ISAs are based on a concept developed by Paul (Callier 2007)

dn the most difficult environments it is unrealistic to imaginatttraditional government
social services are going to work effectively within a reasonable time horizon. It is
therefore appropriate to support other channels, notably churches, NGOs, decentralization
to local governments, and private enterprises. Rattiean do this in arad hocfashion, it is
better to think of it as a long term institution and build proper mechanisms for
disbursement and evaluation of alternative channels. | term such an institution an
Independent Service Authority (ISA). It can be pafrtgovernment, analogous to an
independent central bank, and its spending can be included in the government budget, but
it would not be part of the civil service and its role would be to contract for service delivery
rather than to provide it directly. @nors would fund the ISA. A key difference with the
related concept of social funds is that recurrent spending would be incl(@etlier¥.

In other words, ISAs would be authorised by a government and supported by donors on a long
term basis. They would be less constrained by civil service issues and have raaieate for
service delivery. They would be a parallel system but would be designed to be fully integrated
back into government when the time is right and/or provide the basis for purchasefder
arrangements on a more ongoing basis.
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No ISAs have yet been implented (although the Grants and Contracts Management Unit in
Afghanistan described i8S OU A 2y H ®addsH OISy RQIEOK ¥ Q Ay (GKS 5w
2.5.1, both show similarities). Given that their primary focus is on service delivery in fragée, stat
Norad decided to investigate whether such a model would be plausible in one of the most fragile

of states, Somalia. The authors conclude that the ISA model may be worth considering in conflict
zones, with some caveats. They suggest it should be aipatidn of both local and national
compacts, and that the agreements should be kept simple and locally adapted. They suggest
g2NJAYy3 Ay Y2NB aialotS Syoflr@Sa 2N WAAL Ll YRS
unpredictable. A nationwide compact coub@ designed in which all warring parties take part.

This might have spioffs in terms of peacéuilding, as it would bring the warring parties together

to discuss a relatively neutral topic. Service delivery agents can include commercial actors,
international and local NGOs, and faltlased organizations, depending on the context and
requirement for local knowledge and expertise. The scrutiny and contracting function should be
done by various actors who are not in competition for service provision. Ircdéise of Somalia,

they could include clan and religious leaders as well as national and international NGOs. Overall,
they conclude it may be an approach worth experimenting with in cordlfifegicted and other

fragile states.

Approaches to servicdelivery in a context of armed conflict
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directly, the conflict destroyed much of supporting infrastructure such as transport, energy and
communications. The deriorating governance and the poor security situation all put increasing
pressure on health services provision and utilisation, increasing the fragility of both the population
and the health systenBornemisza and Checchi 2006)he first and the second phase of the GTZ
supported Health Sector Support Programme operated mainly during the armed conflict years
2001 to 2007.The organisatiorhad to go through a strategic shift to adapt to the conflict
situation. Although their primary mandate was supporting the health sectmrnefagenda of the

Ministry of Health and Population (MoHP), the agency had to make a number of adaptations:

1. Direct service delivery: quick impact initiatives and tangible activities like construction and
renovation of health infrastructures, to emphasiseK S KSIF f 0 K aSO02NDa N
adverse effects of the armed conflict

2.1dzAYSyil A2y 2F GKS 3I320SNYyYSyiiQa SEAalAYy3T K
medicines and equipment, support of EPI and RH programmes, the introduction of medica
camps, and improving emergency response capacity in order to bring services closer to
communities marred by conflict. This was done with an accent oRppoy initiatives and
vulnerable and marginalised communities, as well as the promotion of good raoves

3. Operating withinthe Safe and Effective Development in Conflict (SER2@ework,developed
jointywithDCL5 b SLI f X -NoRENMAYHEHNRY @RRE S YR YIFAYyQdl

4. Adhering to the codes of conduct stipulated by the Basic Operatingleties (BOG)
introduced for Nepal by the UN and donor agendgldsited Nations Nepal 2008)

Besdes improving the quality of health services, the infrastructure support and service delivery
projects had additional impacts by helping the retention of health workers in a challenging context
(e.g. by doing staff quarter renovations). They also generategloyment and other economic
activities at a local level as most of the measures were executed by the communities themselves.
By entering into a local subsidy contract with GTZ, ownership and transparency were promoted,
and the communities themselves nagated with the conflicting parties to carry on with the
development work.
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Joint supervision activities, wheragency and government staff travelled together, allowed
government staff to do supervision &TZhad gained trust and acceptance of the coifig

parties, which mitigated any threat of abduction or demands for donation. Periodic district health
performance reviews were instituted as a monitoring and planning tool to accommodate for the
fact that monthly reporting was not possible. This tool hasce been implemented by the
A2OSNYYSYyld Ay 20KSNI RAGUONAOGa® ¢KS LINBIANIYYSQ
Outreach Clinics (PHC/ORC) and support of {finethealth workers has also been introduced in

other districts. Greater authdtly was delegated to regional and district level staff, for example by
giving them budgetary authority for programme activities that could be implemented in clese co
ordination with district health offices.

Adopting features of humanitarian aid and contous negotiations with insurgent and counter
insurgent forces allowedthe agencyto gain entry to conflicaffected communities and
subsequently gain access for government staff to do their work. The visibleiqyekt activities
resulted in increased comunity acceptance and support, allowing space for working on more
institutional developmentelated activities such as strengthening governance and support of
health systems. The trust and social capital gained during the conflict also supported a smoother
transition during the postonflict period.

2.2.2 Transitional service delivery models

The transition from conflict to postonflict is complex, both in terms of creating a stable political
settlement[about half of postconflict countries gdoack into conflict within 5 year&ollier, Elliott

et al. 2003), andthe shifting of health service provision fromhumanitarian to a developmental
approach. Many humanitarian NGOs choose to leave, or are forced to leave as humanitarian
funding dries up. Withdrawal of humanitarian funding ¢dead tofunding gaps for health service
delivery, andresult incontraction of health services It can take years before development aid for
health service provision starts to floiCanavan, Vergeer et al. 2008his is due, in part, to the

fact thatboth donor andgovernment institutions, including a Ministof Health need to be seup
and/or strengthened(Pavignani 2005As governments are usually not abletéde a directservice
provision role various mechanisms have been put in place to take advantage of the many NGOs,
UN agencies and faibased organizations that provided health servidesing the conflict. These
mechanismsinclude contractingout of services to nofyovernmental organizationgPalmer,
Strong et al. 2006)capacity buildinginitiatives by NGOs with theMinistry of Health and
coordinated hanebver between NGOs and the Ministry of Health

Contracting out of serices

l'd GKS SYyR 2F (GKS ¢+FftAolry NBIAYS AY wnnamz | ¥
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daunting task of building a functioning health system capaifladdressing the enormous burden

of disease. Realizing the lackaafpacity and urgent need to expand health servites,MoPH, in
consultation with its international partners, made a considered decision to address this challenge
by delivering a Basieackage of Health Servic@&PHS)hrough NGOs through a contracting out
mechanism, with the Ministry serving a stewardship role. All the major dofa@rsthe Eiropean
Gommission the World Bank and USAI&greed on the principles of contracting out, aoa using

the BPHS abie common approach in service delivery.

Contracting involves a competitive bidding process with the selection of national and international
NGOs based primarily on quality and cost criteria. NGOs bid on contracts to provide BRt¢S ser
for pre-determined geographically defined areas, usually provinces. Payments,pen eapita
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basis, are made based on achievements towards predetermined performance targets which are
measured through regular monitoring by MoPH and independent tpiadty evaluations. The
ability of the MoPH to manage and oversee large numbers of NGO contracts was enhanced by the
establishment of the Grants and Contracts Management Unit (GCMU) in March, 2003. Situated
within the MoPH, the GCMU is responsible for techhand financial management of contracts,
including finalisation of bidding documents, carrying out procurement procedures including
tendering, evaluation against established criteria, and negotiations of numerous contracts.
Considerable emphasis is bgirnplaced on independent monitoring and evaluation of the
implementation of the contracts. MOPH, with technical assistance from the Johns Hopkins
University and Indian Institute of Health Management Research, has adopted the Balanced
Scorecard (BSC) as altdo measure and manage performance in delivery of BPHS throughout
Afghanistan.

Afghanistan is the first country that has adopted contracting out on a national scale. Contracts
currently cover 31 out of 34 provinces and 85% of the population. Evaluaiimtisate
considerable improvements in services provision and quality of care:

An increase in the number of functioning health facilities from 496 in 2002 to 1460 in 2008.

A decrease in Infant Mortality Rate (IMR) from 165 per 1000 live births in 2Q0EBto 2006.

A decrease in under 5 mortality from 257 per 1000 live births in 2000 to 199 in 2006.

An increase in the percentage of facilities with skilled female health workers from 24.8% in
2002 to more than 80% in 2008

An increase in use of skilled thirattendants from 6% in 2003 to 18.9 % in 2006.

An increase in DPT 3 coverage from 31% in 2000 to 80% in 2008.

An increase in Measles vaccine coverage from 35% in 2000 to 74% in 2008.

An increase in TB case detection rate from 10% in 2001 to 70 %&n 20
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Services were rapidly scaled up as NGOs were able to harness their local expertise and capacity in
health services provision and were not hindered by internal bureaucracy to the extent the
government would have been. And with NGOs responsible forstdading up of services, MoPH

was able to focus on policy development and monitoring of services as they were implemented.

Private-to-public transition model

| SIFf K &aSNBAOSa LINRPOGA&AAZ2Y Ay {2dziKSNY { dzRl Yy
establiqhiment of a Ministry of Health in January 2006. As there was no functional state
government during the civil war, soon after transition it was estimated that 86% of primary health
care facilities were being run by NGOs. During the NGO health forum atrgh&duthern Sudan

Health Assembly in 2007, NGOs described a need to change from their traditional chteabf
service provisiorwith little coordination, to a more structured one, working alongside the MoH
Government of Southern Sudan (GOSS) in imphtimg health care and supporting it at all levels

to strengthen the health system.

Analysis highlighted the existence of good relations and coordination between health
stakeholders, the need to overcome significant infrastructural and human resourcesaiatsst

the opportunity to start a new health system using experience from similar contexts, and a
LI2adAoftsS GNIXyairAdAz2ylf FdzyRAYy3I AL LI ¢KS 1S& |
Southern Sudan could respond to the transition. A numbermias were put forward:

1. Continue implementation of health care provision at the community level
2. Migrate to health systems strengthening, building up the capacity of both local and
national health systems to enable them to manage the health facilitiedsariang run
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w

Combinations of status quo and option 2
4. Capacity building of local partners (i.e. religious and-sogiety organisations) to enable
them to manage local health services
5. Empowering communities to be responsible for their local hesditvices
6. 1 ' YRAY3 20SN) 2F KSIHfO0K FFrOAtAGASA (2 WRS@S

Each of these approaches had benefits and disadvantages, required varying time frames for
implementation, and some options were simply not possible in specific areas due to, for example,
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addresses support at all levels (central, state, county, and Iddat) proposed approach is phased,

to facilitate a smooth transition. Time frames are not fixed as local contexts differ in terms of
human resources and infrastriure capacity. Phases are, rather, defined by the achievement of
specific indicatorsandcan be adapted as needed. It is also recognised that at times transition may
have been made too rapidly or external circumstances may have changed, and processes may
need to be moved back one phase again. The proposed phases have been named as follows:

1. NGO delivery of health services
2. NGO direct implementation of health services on behalf of the MoH, whilst HSS takes
place:
a. NGO continues to develop local community sugisdructures
b. NGO builds up capacity of the County Health Department (CHD)
c. NGO assists MoH GOSS at state level
d. NGO works closely with MoH GOSS at central level
3. MoH GOSS directly implements health care on behalf of the population, while NGOs
continue to suport HSS activities.
4. MoH GOSS independently coordinates and delivers all health services

Risks and assumptions have been outlined for this process, and ideas on how to mitigate against
the identified risks have been put forward, but the ultimate goal of {proposed transitional
process is to allow for an independently functioning MoH that can request assistance from
partners if the circumstances require.

NGOs working alongside the MoH towartSS

The model described above has been developed to guide theegs of transition, which has as

the ultimate outcome an independent MoH. Looking at this process from the viewpoint of a
WNBfASTQ bDhX GKS 2dz2i02YS 2F AyiSNXBad Aa az2ys
Oy WSEAGQI ¢ KeérficSs pRyisionlzblioyiderrkp@d. ThisKneans NGOs have to
switch focus from the traditional service delivery approach to a HSS approach. HSS can be new
GSNNRG2NE F2NJ YIye WNBEtASTQ bDha |yR NXI dzAi NB 3
Sate, Southern Sudan, which could be taken as Phase 2 as described in the previous section,
stakeholders are adopting three key approaches to assist with this transition

1. Donor policy has started to focus on empowering the State MoH to take greater leadership
in health services delivery by focusing on capacity building at the State level, (e.g. DFID
funding for drug supply and management and health services planning), yaedduring
State leadership of the Health Mulfionor Trust Fund (MDTF).

2. NGOs such as Medair and Tearfund are focusing on development of County Health
Departments (CHDs) through various processes, including informal skills and knowledge
transfer, formal capacity building of CHD staff, peer learning workshops between
neighbouring CHDs, development of a baseline CHD assessmenfatiagted from
(Management Sciences for Health 20@®Hd (Tearfund 2003) promoting accountability
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towards MoH through public MoU signing ceremonies, and the introduction of a
monitoring tool (Petrie 2007)for NGOs to measure development of institutional
sustainability.NGOs are advocating at both state and central level for the inclusion of
health staffon the MoH payroll

3. Development of a doned dzLJLJ2 NIl SR WSEA G & ( NI ( Bhathe(Basicy R (i
{ SNIA OSa reagzyeRénafor iGJs @udevelop an exit strategy acted as a driver
for NGOs to begin seriously planning a handover with MaH/CHD/communities. The
current timeframe of 2 years is likely to prove unrealistiowever,and a milestone
approach to phase length may be required. Medair have looked for greater alignment with
existing MoH services and structures, such as adjusiting supply mechanism$earfund
have appointed a technical advisor to lead the mainstreaming of an HSS approattteinto
I 3 S ypdoyrandme strategy.

These approaches are still relatively recent in terms of the -posflict recovery process in
SouthernSudan. However, there are some encouraging signs that a more coordinated and MoH
led approach to HSS within the state may start to pay dividends. The MoH has formally appointed
CHDs and has relocated MoH staff to support them. Staff allocations haveeglisodadjusted to

fit the GOSS equivalent of the Basic Package of Health Services (BPHS). Inception phase MDTF
funding through lead agent IMA World Healttoordinated within the SMoH has encouraged a
closer working relationship with partner NGO8he . { CHli&ey on the promotion of exit
strategies has promoted greater ownership and leadership at local levels for handover. In some
counties, communities and local health authorities are showing signs of higher expectations of the
MoH and other health institubns, indicating that greater accountability is being developed.
Partnerships between NGOs in the State in developing areas of good practice for CHD
development has been effective at a time when the evidence base and MoH policy centrally is still
developing. Further challenges and opportunities remain tabdressed in this process, but key
lessons learned are included in Bbelow.

Box 4 - Transferable Lessons learned during the transition phase

For governments

- State level coordination of funding is an effective way of developing MoH leadership

- Encouraging harmonisation between NGOs within States makes MoH partnerships more
coherent and effective

- Systems cannot be developed in isolation by NGOs, they need to be built and coordinated at
county, state and central levels

For donors

- Donor influence (e.g. requirement for NGO exit strategy) and funding mechanisms (e.g. which
require MoH leader ship) can successfully act as a promoter of transition to enable HSS , as well
as donor advocacy on issues such as MoH paying health staff salaries.

- Learning between organisations through peer review , as promoted by the BSF is a very cost
effective way of sharing best practice between  organizations /with the MoH

- Partnership working between NGOs is required for a coherent system in a county/district

For NGOs

- County Health Department/District Health Authority development can only be developed
through a MoH led process e.g. staff appointments etc. This needs to happen early in the post
conflict recovery phase if transitions are to be successful.

- Pragmatic tools/techniques such as peer learning workshops, CHD baseline assessment and
BISAC monitoring tool (Petrie 2007) can enable NGOs to be more effective in HSS.

- HSS is a cross-cutting theme which needs to be mainstreamed into NGO programmes
supporting service delivery. It cannot work in isolation.
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2.2.3 Strengthening service delivery and improving utilisation in more stable
settings

In fragile states more generally, many health sector reforms are aimed at strengthearvice
delivery to improve accessibility, coverage, and utilization, especially by the poorest. Many of the
examples below come from more stable settings wheeetain reforms, such as decentralization,
may be more viable. Included below are examptésdecentralisation, performancbased
financing and voucher schemes.

Decentralisation

In Nigeria PATHSupported a number of states to address the difficulties with fragmentation and
overlap in service provision between the public and private sector, staff and supply shortages in
the public sector, poor referral systems and multiple management structuresxisting between
different levels of government. The emphasis of the programme was on the development of an
integrated and decentralised health systeas one of the cornerstones of the reform strategy
(Enyimayew and Mckenzie 2008he programme supported the evolution of three models:

1 The essential healthcare package moddtkiti State - a servicedriven model that started with
the delivery of an essential healthcare package as the entry point

1 The District Health System EnuguState ¢ an institutional restructuring and management
strengthening model that had support from the sta&®vernor

1 The Gunduma Health SysteamligawaStatec a similar model to Enugu but where stdtealth
managers were r@rientated to become change agents for the district health system model

The key issue in the programme was not whether one model wasibisian the other, but rather
whether each model was robust enough to address the structural weaknesses in the health
system. Although developing integrated health systems for an entire state (with the associated
legislation, and institutional restructurg) is nothing short of a major health sector reform
initiative (evidence from other countries suggests that a decade or more is needed for such
reforms to have the desired impact), and it is too early to expect significant results from the new
models piléed in Nigeria, early evidence suggests that the integrated health systems are starting
to deal with some of the existing health sector problems. Jigawa and Enugu both invested time
and effort to ensure the necessary legislation was in place to supportirttegrated health
systems, and the models in these states have a better chance of being sustained than those that
did not. Those states that invested very significantly in developing political support and local
ownership have demonstrated even greater pislities of being sustained. In Jigawa a long
process of engagement has resulted in greater local ownership with high political support and has
yielded significant structural and institutional changes.

A number of lessons were learned in the project period. One was that the basic model of the WHO
District Health System (based on the key principles of improving integration, decentralisation, co
ordination, access and effective health services) can betadap suit statespecific situations.
Nevertheless, although health services problems were similar across states, there is-sizene
fits-all model of an integrated health system for a country of great diversity and with a federal
form of government tha provides for local initiative to deal with local problems. Exposure to
successful examples early in the process of health sector refolone here by visiting Ghana in
early 2007) is essential to building a critical mass of converts to carry the protetsmnge
forward, and for convincing opponents and the undecided of its feasibility. Finally, formal
legislation to back the existence of a decentralised health system provides an essential
environment for sustained implementation of reform efforts bgdbmanagers.



Health Systems @ngthening in Fragile Contexts

Voucher schemes targeting populations at risk

Nicaragua experienced several episodes of civil war between 1970 and 1990. Five years after the
election of a new government in 1990, which started cutting back severely on what was described
as a communist style health care system, a competitive vouattegnse was introduced in order

to ensure that targeted health services could be delivered to vulnerable populatBorapetitive
vouchers are one of many demassdle financing approaches, linking public funding to delivery of
healthcare.The Central AmericgaHealth Institute (ICAS) implemear@nd manageshe Nicaraguan
voucher programrme which targets (1) populations aisk for HIVsuch assexworkersand drug-

addicts with STI and HIV/AIDS services (d88§oing), and (2) poor adolescents with sexual and
reproductive health services (20#D05). ICAS acts as the voucher agency. It contracts clinics
(public, NGO and private sector), organises training, defines service packages, analyses data, and
monitors quality. ICAS staff and, when possible, commtbaged organizations regularly
distribute vouchers and health educational materials to all members of targeted populations at
prostitution sites, markets, poor barrios, public schools, etc. The vouchers entitle the bearer to a
LI O1 1 3S 27F Wo Ssifiee didohhrgeiah adysdde i BeNd@er 60 contracted clinics.
Clinics compete for contracts on the basis of price, quality, and location, and are reimbursed at a
fixed fee per voucher. Two impact evaluations were carriedcagtiastexperimental intervenbn

study in 2000/2001 and prospective cohort study 129805.

Between 1995 and mid 2008 almost 150,000 vouchers were distributed and 37,216 medical
consultations provided: 22,082 to populationsragk and 15,134 to adolescents. Vouchers were
used accordig to need: uptake among populations-rigk was 33% (female s&orkers 45%,

male populations atisk 33%), and 20% for adolescents (female 25%, male 13%). The cohort study
showed a considerable reduction of STls in femalevgakers from 1996 to 2005 yphilis 9% to

3%, trichomonas 16% to 8%, both p<0.00001), while HIV prevalence remained <5%. Unplanned
variations in the time between STI treatments (due to irregular funding) allowed attribution of
overall STI reduction to the program. The quagberimenal study showed female adolescent
voucher receivers to have a higher use of services compared withraoaivers (OR 3.1, Cl 2.5

3.8). At schools, sexually active receivers had a higher use of contraceptives thaecawers

(OR 2.3, CI 1¢2.4); in neghborhoods, condom use was greater among voucher receivers than
non-receivers (OR 2.5, Cl §#45).

Vouchers increase access to priority services and have an impact on the health status of
populations who are currently underserved. Vouchers encourageitieeof services because they
remove financial barriers, provide information, guide potential users to the services, and
guarantee proper treatment. Vouchers empower clients by allowing them to use the voucher at
the clinic of their choice, providing incemés for clinics to be innovative, cost effective, and
responsive to clients. Although they may be challenging to implement in rural areas of fragile
states due to the lack of adequate health services, voucher schemes may be an innovative way of
ensuring hat the poor and/or higkrisk populations in larger cities have access to essential
services.

2.3 Leadership and governance: roles of the key stakeholders

Leadeship is the most complex but also crucial component of any health system. It is about the
role of the government in health and its relation to other actors whose activities impact on health.
Both political and technical expertise is required to address competing demands for limited
resources, but there is no blueprint or single, fixed approacheftective health leadership and
governance. Key components include policy guidance, information and oversight, collaboration
and coalition building, regulation, system design, and accountapiiitgO 2007)
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Weak leadership and poor governanare some of the defining characteristics of fragile states;
health sector policies in these contexts are frequentigélfined, while regulation and oversight in

a powerless and possibly corrupt system are not very effectieat roles, rules and praces

should be established to build the public's confidence and trust in the ability of the reconstituted
aAYyAAOGNE 2F I1SIHfTGK YR 20KSNJ a20AFf St FIFNB A
health service requirements? And how should thésdone?An increasing range of instruments

and institutions have been developed tstrengthen effective leadeship, management and
governance (Waddington, Egger et al. 2007; Brinkerhoff and Bossert 200Bgse include
mechanisms that work to strengthen leadership within the government, the NGO secidthe

private sector.

2.3.1 The government

In a postconflict setting with a diversity of national and international demands, the demand for
rapidly (re)expanding social services and achieving set health targets needs to be balanced with
requests for improved governance and public administratioformas. Delivering high quality,
affordable and sustainable health services requires a strong health system which is capable of
I RRNBaaAay3a OKIffSyaSa Ay &aSNBAOS RSt ABSNE | yF
ensuring accountability and respsiveness to the people. Government leadership is needed on
key components such as financing, management and the health workforce, infrastructure, medical
supplies, and information systems. Internationally, evidence shows that investing in institutional
cgpacity development in fragile states supports governments to perform leadership and core
governance functions, which in turn sustain the systems needed for better services and
contributes to increased credibility and stability.

In the (early) reconstruadh phase, ministries of health are generally assisted with the
development of (sector) policies and meditterm expenditure frameworks for an equitable
standardized package of care in order to ensure the best possible results according to available
resour@s.However, as the examples below will demonstrate, a strong local leadership that is able
to properly harness the available resources and provide coordination and guidance for
collaborative processes are key to ensuring the survival or successful reguifda health system.

Leadership and the need for developing institutional capacity

Since the establishment of a new national government in 2002, the Afghan MoPH has tackled
challenges in areas critical to institutional developmerand to building a effective health
system- such as human resources management and development, public health management and
administration, planning and budgeting, and the delegation of authority to provincial health
teams. Partners have recognized that developingM@PHas an institution means to strengthen
GKS aGS6lFNRaAKALI NRtS Al KIFa FR2LWGSR IyR SES
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balanced approach to developing thRloPH as an institution has been envisioned in the
Afghanistan National Development Strategy (ANDS). This should better balance the achievement
of rapid gains in basic services against necessaryt@nginvestments in institutional cagay in

order to build a strong health system, maintain achievements, and ensure government ownership.

In recent years the MoPH, working with development partners andstate providers, has been
leading a number of critical processes for contributing to stability and sdeatlopment of
Afghanistan, including: 1) bringing health services to poor and rural people; 2) moving public
administration reform forward with elements of good governance such as transparency and
accountability; and 3) demonstrating stewardship by deaproviding technical guidance,
regulating and monitoring the health system and formulating policies and strategies. Challenged
by the largely dysfunctional health system, the strategy for contracting out service delivery
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(described inSection 2.2) hasrapidly expanded the geographic scope of the BPHS to meet the
health needs of its population, especially addressing rural areas and the needs of women and
children. As a result, there have been major gains in some key health indicators such as reduced
infant and child mortality.

With appropriate external support, MoPH Afghanistan has a unique opportunity to demonstrate
how building capacity for good governance, including strengthening management and
administration functions, can contribute to sustainabieprovements in health service outputs
and outcomes in public and nestate sectors.

Effective management and leadership during a period of crisis

TimorLeste faced a significant national crisis in 2006 when internal conflict led tecoeglete
collapseof governance and service provision, and internal displacement of a high proportion of
the community in Dili, the capital cityMost government ministries collapsed and ceased
functioning, in some cases for month§he Ministry of HealtiMoH), however,continued to
function, providing services and coordinating local and international engagement in the
humanitarian and services responséhey faced a number of key challengdhese included a)
maintaining service delivery and reassuring the communiét trealth care would continue to be
available through state services; b) coordinating humanitarian and development actors from
within and outside the country; ¢) maintaining a balance between immediate crisis response
activities and the longeterm developnent actions that had already been planned by tieH;

and d) ensuring that health workers did not get drawn into the internal ethnic
conflict. Confronting these challenges involved both close coordination with other key
stakeholders as well as addressisgues internally by showing decisive leadership coupled with a
certain measure of flexibility.

TheMoH worked with key nosstate actors in order to ensure that services continued to function

in both government clinics and in specifically establishedtheservices for the large number of

IDP camps in Dili and its vicinitj key element of this response was establishing a close liaison
with the Cuban Medical Brigade which was stationed across all the Districts of-Oéster and
drawing them in to Dilto provide services in the hospitals, government clinics, and IDP caips.
wide range of other NGOs also worked with the MoH to ensure services continued to be offered
despite the crisis. To ensure that services were delivered in a coordinated maheeMdH
established a health coordination structure which brought together all the heeltted actors

for regular briefings and discussion& number of working groups were established and key
NGOs, UN agencies, military and other service providerskedounder the leadership and
coordination structures set up by the MoH. With the support of their development partners, the
MoH was also able to maintain a balance between immediate crisis response activities and longer
term development by taking steps &nsure that the specific interventions developed during the
crisis period were wound down as soon as possible. This ensured the sustainability of services
provision and facilitated a return to the planned activities being developed and implemented by
the Ministry of Health.

A key challenge was to ensure that health workers did not get drawn into the internal ethnic
conflict. In order to address this, the Minister of Health led by example and publicly declared that
the MoH was neutral and that all health workers were expectedperform their duties in
response to community needThe Minister, working with his senior management team and
liaising regularly with hospital and district managers, encouraged the MoH staff to serve the
community. He drew attention to the ethical b&sof medicine, the values underpinning the MoH
(i.e. service, ethics, solidarity, equity), and indicated that health workers who took sides would be
disciplined.
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In addition to addressing the four key challenges, a number of other adaptations durirogisise
period also allowed activities to continue-ealth workers who were displaced were able to
continue on the payroll by offering their services at another site which was perceived to be more
secure. Dili based hospital staff who had lost their honvesre offered accommodation within the
National Hospital groundsCash was made available to a senior health manager to ensure that
funds were readily available for needed activities and supplies even when central services had
shut down. NGOs worked wittMoH personnel to fill gaps in logistics and supplies availability.

2.3.2 The NGO sector

NGOs that have been providing humanitarian relief during the crisis represent both a challenge
and an opportunity.Those with a strictly humanitarian mandatsuallydepart the country post
conflict, sometimes leaving the populations they have been serving without access to services as
there is no funding available, and/or there is no partner to hawer to; this can result im
decreaseof healthservices at the natnal level. Those with a more developmental mandate often
transition fromproviding humanitarian assistante supporting a central government. During this
time, they often continue to provide services, in particular of primary health ¢eigh Level
Forum on the Health MDGs 2005)

The role ofNGOs in transition

It is recognised that providing health and other key social services as part of humanitarian
emergency response and pesbnflict interventions is important, especially in the context of
epidemiological crise€Checchi, Gayer et al. 2007¢storing state functioning, and contributing to
reducing the sources of fragility such as social exclusion, low stgtirlacy, and weak state
effectivenesgBrinkerhoff 2007) One of the key challenges faced by institutions in a-posflict
environment is determinindiow to make thetransition from emergency assistance and relief to
strengthening the health system for the long term. NGovernmental Organizations (NGOs) can
play a key role in helping fragile states to rehabilitate their health systems. However, transition
strategies ad interventions, and with these the roles that NGOs can play, need to be
contextualized for particular country situationassummarisedelow (Brinkerhoff 2008)

Postconflict assistance can be divided up into three phases: (1) responding to immediate health
needs, (2) restoring essential &léh services and (3) rehabilitating the health system. These three
phases encompass a scale of interventions which range from humanitarian relief, in which NGOs
play a key role, to sustainable development, in which government leadership is of the esBkace

trick for effective transition strategies is to build activities during the relief phase which can serve
to create a foundation for longelerm health system strengthening. NGOs need to keep in mind
that transitional programming can already start thg the conflict and immediate posonflict

phase. In their programming they should take into account the need for the state and the public
health system to build legitimacy among its citizens by being seen to deliver goods and services, as
well as the ned to rebuild or create sustainable public health system capacity, including in
financing, operations and governance.

Donors play a crucial role in facilitating this process. They need to constructively align their relief
FaaAadl yOS ¢ A Gk hdalkh Sigedidsdzy thatRlNexistimgozdurces of capacity and
political will can be identified and capitalised on, (2) relief activities can be structured not as stand
alone efforts but rather as components of an eventual haffdo country actors, ad (3) service
provider contracts are structured to create incentives for transitioning serd@ery operations

from international NGOs and firms towards building local capacity and engaging with public health
system actors. NGOs and donors can suppartsition from relief to health system strengthening

in fragile states by including capacity building activities for health officials and approaches to
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minimise transitional services gaps into every stage of the planning cycle for programme
implementation

Supporting the government in providing primary health care services

Partially as a result of targeted funding available to NGOs, partially due to government
bureaucracy, and partially due a collapse in infrastructure, health services provided by NGOs in
fragile states often operate in parallel of government health systems, which often leads to a
further weakening of the health system over the long term. Health Alliance International (HAI)
works in four countries that are emerging or have recently emergech conflict: Mozambique,
Timor[ S&a0GSX /5GS RQLO2ANBE YR {dRFEyd {GF NIAY3
close partnerships with Ministries of HealflloH)to improve and expand health services through

the government health systems. It @rides MoH staff at all levels (national, provincial, district)
with technical support including management and clinical training in health care, follow up
coaching and support of trainees, troubleshooting, monitoring and evaluation (M&E), and
operations esearch. HAI also often commits resources to government infrastructure priorities,
such as the construction or rehabilitation of health facilities and laboratories, and development of
data management systems that are ultimately owned and operated by thid Ktelf.

This collaborative effort contributes to the important goal of supporting national stability during
times of crisis and posirisis rebuilding. It allows a sharing of expertise for the benefit of the
country as a whole. Key factors in thisfcdl 9 2 N>} GA2y | NB FtSEAOAfAGE
responsiveness by MoH leadership to innovative contributions, and regular ongoing
communication between MoH and NGO staff at all levels. In Flraste, where HAI has been
working since 1999, one of theational priorities of the MoH is maternal/newborn care and child
spacing. Working with the Ministry, HAI staff conducted an assessment in two districts of the
needs of pregnant women and the prevailing knowledge, attitudes and beliefs about childbirth.
The assessment revealed that an important reason for the low rate of delivery in a health facility
gla GGKS TFlILOAtAGASaQ 101 2F |002YY2RIGA2Y 7
partnership with the MoH and with community inpuigency stafflea A 3y SR |y Ayy 2 @l
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positive evaluations an additional four of these facilities are under development. This example
demonstrates that in fragile stes, especially in contextshere resources are often limited, NGOs

can make a valuable contribution to sustainable and innovative health services delivery by
supporting and/or collaborating with the local MoH.

Coordinating the planning of activities thragh the MoH

Ministries of Health in fragile states can face considerable challenges in tracking the activities of
multiple NGOs. Sometimes hundreds of organizations exist that operate independently, each with
different goals, reporting requirements, time aimnes and sources of funding. In order to
strengthen the managerial capacity of often weak health systems, NGOs reduce the management
burden and strengthen local capacity by engaging in planning with ministries to ensure that NGO
goals, activities, reportop and timing align with government plans and priorities. In a number of
countries, HAI works closely with MoH staff in a shared planning process which allows the NGO to
focuses its resources and activities on areas in which the MoH requires additionalsufpme
mechanisms that support such an approach include sharing office space within the MoH, ensuring
daily contact, and regularly exchanging ideas with Ministry partners and other NGOs in targeted
coordination meetings. Although collaboration with gorment partners can be more time
consuming than independent planning and action by NGOs, the result is a more coordinated
approach that benefits the public sector health system as a whole.



2.3 Leadership and governance: roles of the key stakehol |EZ/E

The coordinated planning approach is further strengthened by commo basket funding
approaches, as was implemented by the government of Mozambique in 2003. Through this
mechanism, donors such as the Global Fund for AIDS, Tuberculosis and Malaria provide the
majority of their health sector support to a central MoH fuadd support coordinated planning
activities.

Partnerships between national and international NGOs for services provision

There is currently considerable enthusiasm for the approach of contraotih@f health services

in postconflict countries, andor the promotion of national NGOs in this procedise experience

in Afghanistan is seen as a model in this respect. Theoublbf the Basic Package of Health
Services (BPHS) in Afghanistan involved (in part due to encouragement from donors) the
collabaation of international NGOs with national counterparts in bidding for and implementing
the service contracts awarded by the Ministry of Public Hedltha review that Merlin conducted

on the impact of the national/international NGO partnerships on BREISices provision in
Afghanistan in early 2008, it was found that International NGOs reported a range of potential risks
in partnering with national NGOs, including the lack of senior management capacity, nepotism,
lack of transparent and consistent staards, and weak governanc®n the other hand, national
NGOs reported a lack of consultation between international NGOs and their national partners, a
regular turnover of expatriate staff, disrupting relation/trust building processes, and the
perception ofnational NGOs as the junior partner (often manifesting as a lack of respect for
colleagues on the national side of the partnership). A number of these opportunities and
challenges were also reflected in the partnership between Care of Afghan Families (@ABnal
NGO), and Merlin (an international NGO) who had, both individually and jolityfor and
implemented programmes since 2003

At the time of the review the partnership between Merlin and CAF had been through a number of
phases which had refied in a progressive integration of activities and a deepening of the
partnership over time.These phases included an initial partnership in Takhar Province where the
programme was designed by Merlin and a section of the programme wagaulacted to

CAF. This was followed by a second phase in Badakhshan province where both organisations
jointly developed the programme design and divided activities between agencies but maintained
separate offices and staff, and a third phase in Kunduz province wherprogramme was based

2y L 22Ay0d LINPBIAINIYYS RSaA3Iy odzi | f aLTAFCARR K| NF
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support from outside the partnership to resolve issues.

The review found that there was no doubt that the partnership had provided opportunities on
both sides which would otherwise not have been available, saglaccess to funding (whe
partnerships between NGOs was a requirement) as well as individual access to key stakeholders,
adzOK |a /! CcQa aiuNRy3a O2YYdzyA i &t whshirgppréant forytie a S N.
partnership that both partners had strong capacity for implementation of service delivery from

the onset, and that CAF had the ability to rapidly scale up. It was found that a number of
important factors helped support the implementation and development of the successful
partnership overxs YSYX Ay Of dzZRAy 3 3ASGaGAYy3 G2 1y2¢ GKS LI
and working practices, and taking time to negotiate an MOU for the partnership whash
separate from the programme design and outlindne degree of integration of project idéity,
resources and offices as the partnership matures with the aim to reduce costs and increase
efficiency. Vital to the success of the partnership was the commitment by senior staff from both
organisations at the onset and throughout the partnership, dndlding mutual respect and
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understanding whilst recognising and accepting that that each partner may faissomething
different from the partnership.

The MerlirCAF partnership presented a number of positive outcomes both within and outside the
partnership but it also showed that it required considerable effort on both sides to ensure that the
partnership worked well, and that the development of the partnership was not instantaneous, but
rather a process over time. As contracting out of servicesn®wtly being considered for other
contexts, and a partnership arrangement between International and national NGO is also
proposed, it is important to remember that the level of capacity within national NGOs in
Afghanistan was high at the time of the caatting model rolout, relative to other fragile
states. In countries where the national NGO sector is not as well developed or resourced, the
partnership model may prove difficult to implement. It will be important to set realistic
expectations for the artnerships in terms of the inputs required, progress over time and expected
outcomes for both partners.

2.3.3 The private sector

The public sector, even if willing, is not always able to provide essential services to all of the
population. In some casepublic health facilities arsimply tam busy, too far away, or lacking
essential staff and medications. In other cases there may be financial, cultural or political reasons
OKFG tAYAG GKS Lzt A0 aSOG2NRa Ol LiveGsifirahe G2 A
population to access essential services through the private sector, which, although possibly more
expensive, may have the required services available. In fragile stttesprivate sector is
generally poorly regulated, if at all, even thghuit is frequently the primary provider of health
services and medical supplies in these contexts. As a result, it is often thought that the private
sector can do more harm than good, and investing in the private sector diverts key funding away
from the private sector. But as the examples below illustrate, collaborations between the public
and private sector can also contribute to improving the quality as well as the quantity of health
services available to a population, with a potential impact on poputaimorbidity and mortality

that may otherwise not be achieved. Additionally, pulplicvate partnerships can lead to
improved supply systems, as is illustrated by an exampl&uation 2.62, and partnerships
between private sector parties can improve assility to health services that are essential but

do not directly contribute to the reduction of morbidity and mortality, such as the example of eye
care in Section 2.4.2

Provision offamily planningservices through the private sector

Yemen is the poorest country in the Arab World, with few resources and high levels of
unemployment. A recent briefing report by the Royal Institute of International Affairs cites rapid

LJ2 Lddzf F GA2y IANRgOGK Fa | 1Se& Oz yapgikrstateznd ghdssug I O :
which must be addressed to prevent further declifigill November2008) According to the
Population Reference Bureau, the total fertility rate is 6.2 and 45% of the population are under 15
years old. Without interventions, including the education of women and ensuring the availability

of family planning choiceshe population is projected to grow by 151% before 2050. The Yemeni
government has introduced a number of policies aimed at ensuring the education of the girl child
and improving health services throughout the countidowever, progress has been slow and

there has been a deterioration of public services in recent years.

Marie Stopes International (MSI) has been providing reproductive health services in Yemen since
1998. In 2006, an innovative social marketing project, funded by K& German Development
Bank) was started in partnership with the government and private sector to distribute good
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guality contraceptives at subsidised prices through private clinics and pharmacies. This approach
was reinforced by the findings of a baseline study, which fourad pharmacies are the second
most common source of contraceptives, after government clinics. In addition to training doctors,
midwives and pharmacists in all aspects of family planning provision, including counselling, the
project also includes trainingn procurement and project management for ministry staff, while
retailers have benefited from training in advanced selling techniques.

Through a large private pharmaceutical distribution compaaytraceptives are available in over
3,000 outlets, incluohg clinics and pharmacies, making quality contraceptives available at
affordable prices for many, even in rural areas. However, reaching the poorest of the poor
remains a challenge. Another challenge is the lack of coordination and cooperation between th
government and the private sector, despite the fact that many service providers work in both
sectors. However, professional bodies, such as National Association of Pharmacists are working to
bridge this gap. Although the impact of this approach may ®timmediately measurable at
population level, the provision of contraceptives through social marketing in Yemen provides a
good example of how private initiatives can successfully contribute to improving access to key
services in fragile states.

Social narketing of treatment and preventive measures

In fragile states there is often a lack of health infrastructure to provide health services to much of
the population. Within this context, nestate structures often play a valuable role in extending
basic halth services, although there is little quality control and these services may often be of
doubtful quality. Social marketing provides an opportunity to expand access to basic health
products and health messages to those who are not able to readily abeaihcare, and ensures

that life-saving products and services are widely available through existing commercial and civil
society channels, reaching both traditional and reeditional outlets such as kiosks and market
stalls. The complementary health camnications and training programmes educate vendors
about the products being sold and promote the adoption of healthy behaviours foslat
populations.

Population Services International (PSI) has established health platforms in countries like Angola,
Zimbabwe, Somaliland and South Sudan which address multiple health needs (i.e. reproductive
health, malaria prevention/treatment, diarrhoeal disease prevention/treatment, HIV/AIDS
prevention) through integrated social marketing programs to improve the heatlow-income

and other vulnerable people. Marketing principles are employeuhfiarm and ensure availability

and accesdo needed health messages and products. For exanpégpromotion of household

water treatment works by:

1) Influencing behaviours ahdividuals to take immediate action to improve their water quality
through affordable options available in the market.

2) Leveraging the local commercial sector to participate in the delivery okdWweng health
products.

3) Maintaining a balance betweeaffordability to target groups and financial incentives which
drive the commercial sector.

4) Creating and sustaining demand for household water treatment among target groups through
evidencebased social marketing campaigns.

5) Developing synergies betwe@ommercial sector provision and national marketing campaigns
and public sector and communityased initiatives to improve household water treatment and
hygiene behaviors.



Health Systems @ngthening in Fragile Contexts

Workingin Zimbabwe since 1996SI provided range of health services, produetsd messages in
HIV/AIDS prevention andounselling family planning and child survival. Throul§feasuring
Access and PerformanceMAP studies, social marketing performance among vulnerable
populationswas measuredt the individual level as well as hygsessing the delivery systems through
which these populations are reached. A MAP study on condom coverage in 2006 concluded that
the coverage of public sector condomss low across all districis Zimbabwe Thissuggestedhat

little overlap and thus ittle competition existedbetween the public sector and socially marketed
condoms Estimates were also made with regard¢he additional coverage provided through private
sector channels to promote HIV/AIDS prevention. In Bulawayo, more than 95% df bk at

least 50% coverageayhile for public sector this was only 30%. For Harare, more than 95% of
outlets had at least 50%narket penetration but only 45% of the public sector outlets met the
same coverage. The discrepancy in coverage in Mashonalaméwea higher:37% private sector
coverage and 6.1% public sector coverage. Working in over 60 countri€aPSH nn1 T A 3
indicate that through itssocial marketing programmillions of condoms were sold, wittoughly
25,000 patientspurchasingtreatment for TB and 19 million for malariaThis significantly
contributes to the prevention oHIV infectionsand unintended pregnanciesas well as to a
reduction ofdeaths from malaria and diarrhoea.

2.3.4 The community

Communities are not only the client$ bealth programmes, but also partners in the development
process. ldeally, communities should beawners of health services programme®ntributing to

all elements of the planning cycle, from assessment to evaluation of serBigesspecially irthe
context of fragile states, caution must be exercised not to demand more from the communities
than they are able to offer. In many casassincere effort is made to include the strengthening of
O2YYdzyAlle @2A0S IyR I 002dzy il 0 Aab dedcdbediiryaurhberLINE 3 N
of examples provided idifferent sections othis paper. Howevern a worrying number of cases
communties have also been used as sources of free labouwewenue to address shortfalls in
programme budgets. These deficiencies caeittier bea genuine product of insufficient funding
available, but in a number of case®rruption has also played a roleoNntary contributions of

time and money make sense in a context where communities are not struggling to feed
themselves, but in the context of fragile stateemands put on communities, even by simply
charging user fees for health services, could meat $ome peoplenayhave to make the choice
between their own survival and contributing to the greater good of the commuioletti 2004)

Community Participation

Experiences from Zabul and Uruzgan, two of the most insecure provinces in Afghanistan, prove
that there was no fluid continuum between conflict, paginflict, peace, owhatever gray zone in
between. Rather, it was back and forth with a high degree of unpredictability. Even in these most
adverse circumstances, a thrpeonged approach of community participation, capacity building
and strengthening health systems provexle the most solid basis for development.

| 2YYdzyAGe Ay@2t gSYSyld Ay (GUKSaS AyaSOdz2NBE | NBI a
IbnSina andAfghan Health and Development Servid®HD$ the two NGOs responsible for
implementing BPHS in Uruzgan darZabul, established close contacts with community
representatives during the statip phase. The communities were involved in initial needs
assessments. The community and religious leaders were instrumental in securing land for the
construction of new helgh facilities and, in some cases, convincing medical personnel to return to
their home towns to work in the new health facilities. Without the protection of local community
leaders it would be impossible to start up any health services in the more rearetes. Some of

the mechanisms that aided this building up of trust included establishing community health
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O2YYA(GUGSSa 2dsridsioKamdtiads, Both mald and female shuras. In addition to
planning of health activities and enhancing commuriiust and participation, these committees
were also responsible for the selection of the Community Health Workers (CHWS) that were to
serve their communities. After the CHWs had been trained and equipped, community health
committees met regularly with #ir CHWs to share local problems and provide feedback on the
quality of services. The health posts, staffed by CHWSs, were often the only way that communities
in more remote areas could access any form of health services.

In places where health centres westarted, communities also were able to offer security to some
extent, but only within the towns and villages; they were not able to control the roads, and travel
was dangerous. Therefore, expansion of formal health services was very slow and tedioss,proce
sometimes frustrating communities that made so many efforts to facilitate tpriof health
services. For many years community and religious leaders were able to negotiate informal cease
fires between government and insurgents to allow unharmed passaEgvaccination campaign
teams. As a result of this, vaccination coverage reached higher levels than expected in insecure
areas.

| SFEGK g2N]SNAREQ NBALISOHG F2N) 6KS f20Ft Odz G dzNJ
health facility staff were xplained how to follow medical ethics, how to show they were politically
neutral, and how to build trust. Community trust also led to a slow acceptance by communities to
have male staff provide services to female patients, and allow females to be trasn€tH@/s, as

female staff recruitment and retention was one of the most significant challenges faced in these
fairly traditional and conservative provinces. But fewer deaths of women and children, less
measles, and no polio were convincing even most consigeveraditionalists.

In provinces like Zabul and Uruzgan it is quite a decision for persons to engage in the work of CHW,
as they may be seen as controversial by certain parts of the community. There is the policy in
Afghanistan that CHWs should be volunteers and should notive a reimbursement, and
appreciation of such courageous behaviour is often not given. In fragile states and remote areas,
where the poorest of the poor tend to live, there is a good chance that CHWs may have trouble
ensuring their own survival. Althougbfficially all public health services are free of charge in
Afghanistan, it should be considered normal that CHWs can charge something for their work, and
accepted that they receive some incentiv@etter than anyone elseCHWs can convince people

in their community to change health behaviour if they can show an example. Because salary
payment was not an option, AHDS and IbnSina provided some items, which improved the living
conditions of CHWs and their families, like bicycles, sewing machines, bedonetsilding
materials because it is not ethical to leave communities without key services and leave volunteers
without any adequate reimbursement for their efforts.

Strengthening voice and accountability

As levers of good governance, citizen participation, voice and accountability (V&A) are critical to
achieving the transformational change needed to ensure delivery of quality, responsive health
services. In Nigeria, commitments to strengthening publicipg@@tion and voice on health issues

are now commonly reflected in federal and state health policy documents, but until recently there
was limited practical experience of how to move this agenda forward. Under the PATHS
programme in 2002008, several stats were supported to implement a variety of initiatives
designed to increase citizen participation and voice and to enhance accountg@iten and
Soyoola 2008)This work fell into three main categories:
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1 Supplyside V&A initiativesthese were facilitypased initiatives that aimed to introduce a
strong client focus in service detry. Mechanisms supported by PATHS included patient
focused quality assurance, PPRHAA, and integrated supportive supervision (components of
IMPACT, described in Section.3.df this report).

1 Government V&A Initiativegdhese were interventions that helge create a climate within
which work on V&A could flourish (e.g. service standards, patient charters, mechanisms for
public consultation on health policy and planning).

1 Joint governmentivil society V&A initiativeshese were governmensponsored mechaasms
that involved a high level of community participation. Mechanisms supported by PATHS
include facility health committees, and provideommunity committees overseeing
sustainable drug supply systems or health safety nets.

A review of these initiativesarried out in late 2007/early 2008 found that involving clients and
community representatives in the assessment and monitoring of service delivery not only helped
to open up space for citizen voices to be heard in the health sector, but also strengthened
provider responsiveness to client needs. Across the PATHS, steges were many examples of

how changes had been made in provider behaviour, or in the way health services were delivered,
in response to expressed client and community concerns about goality services. The review

also found that involving members of the community in the governance of health facilities through
Facility Health Committees led to communities challenging a variety of accountability failures,
either at the health facility o K A IKSNJ dzLJ 6 KS aeaidsSyQeo | 26SOSNE
Health Committees have been inactive for many years, considerable capacity buildirgn-and
going mentoring support are required if these Committees are to function effectively.

Although inthe PATHS states implementation of systems strengthening and service delivery
improvement initiatives resulted in improved accountability of health providers to local
communities, for various reasons the efforts to strengthen accountability between puokders

and communities proved more challenging. Initiatives that providédriaal mechanism through
which citizen voices could reach policy makers seemed to offer the most potential from a voice
and accountability perspective. These initiatives not oméced anobligationon different parts of
government to listen to the voice of the people, but also introdu@eckentivesto respond. In
contrast, where citizens tried to influence pohoyakers through informal routes, there was no
guarantee that they wold get an audience with, or a response from, a pefigker. These
attempts to strengthen voice and accountability were prone to failure in the absence of parallel
efforts to strengthen public accountability at local government lexelditional lessons ém the

work on health systems V&A supported by PATHS include

1 Supplyside V&A initiatives, which allow clients and communities to input to facility and local
government performance assessment, translated into greater provider responsiveness to
clients andcommunities and showed much promise as a means-blieling community trust
of providers and support for health facilities

1 Facility Health Committees provided an opening for increased public participation in health
governance. These committees providedmmunities an opportunity to act as an effective
check and balance against provider ungerformance or malpractice. However, -going
capacity building and mentoring support was needed to ensure that health committees
function effectively. Where this vganot provided, performance was weak

1 There is potential for evaporation of client and community views in supiply V&A initiatives,
as performance appraisal findings get translated into action plans. This is partly due to the lack
of social developmentskills among providers and managers within the health sector,
something that can be addressed through capacity building
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1 At all levels, there exists only a weak government capacity to manage the multiple demands
channelled through public consultation proses, translate these into actionable activities,
and to feedback to the public

T tFGASYGaQ WoAatf 2F NAIKGAQ 2N OKI NISNE OF vy
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accountability mechanisms

2.4 Investing in Human Resources

In health facilities across fragile states, workers struggle to do their jobs irhiessdeal
conditions. The focus of many health services delivery improvements lie in the reheiilitd
facilities and the supply of goods, and oftentimes the wellbeing of the health workers is
overlooked. Work climate issues such as poor working environments, unfriendly colleagues,
disorganized facility functions and ineffective supervision haveenbéindering workers'
performance and productivityand contributing to low retention across the world. A recent study
on retention of health workers in Kenya identified workplace climate among thefinancial
factors affecting morale and motivatigiintraHealth International 2009)0ther studies also show
that where motivation is low, the resulting poor practices may contribute to low service use.
Investment in human resources is crucial to the success of health services ddivehow can
capacity and motivation be rebuilt or created & manner that avoids dependencgnd is
sustainable?

2.4.1 Capacity-building

An appropriately trained, well performing health workforce is essential to achieving the best
health outcomes possiblgiven the available resources and circumstances. An ideal workforce has
sufficient staff, and these are competent, fairly distributed, responsive and produdtingted
health budgetsand human resources in fragile statd&S & G NA O 3 2 @ SathieveShyesed Q |
targets. Where staff is available, their training has often been outdated or of poor quality, and
train and himg health workers and managers at all levedsa considerable challengAt times,
however, there may be local resources avdgathat are easily overlooked because they are not
LIF NI 2F (GKS & éefugedsSor dDPs witliz@déquate Atraining, or national and
international NGO staff, which can both contribute to capacity building of the staff of government
health facilitieswithout adding a significant financial or training burden to the existing health
system

Building on the momentum of local initiatives

From 1989 to 2004, conflicts in Liberia and Sierra Leone displaced over 500,000 people into the
Forest Region of neighbang Guinea. In 1995, a group of refugee midwives and interested
women organised the Reproductive Health Group (RHG) to improve the local services available to
their fellow refugees in Guéckédou and Kissidougou prefectures. RHG was supported by GTZ
(GermanTechnical Cooperation) with core funding and technical assistance, enabling it to expand
its programme. Over three years, RHG mobilised refugee expertise by recruiting and seconding
refugee nurses and midwives to local Guinean health facilities. Theytraised refugee lay
women to provide RH education, referrals, and contraceptives for the refugee community and
used drama groups to reach those less likely to access facilities, particularly young people and
men.

RHG achieved good coverage in Guéckédou and Kissidougou camps (e.g. antenatal services
covered 56% of reproductivege women). They also contributed to improving RH service
provision in the Forest Region, and increased contraceptive usage and STI prevamtdo
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treatment. Contraceptive usage in these prefectures, at 17%, was much higher than typical for
West Africa (UN estimated use of current modern contraceptives for 16 West African countries
was 7.9%, with Sierra Leone and Guinea at 3.9% and 4.1% tigefygciAdditionally, the activities
provided income and increased professiopation and selworth for refugee women, and RHG
became an important actor in the health sector.

Although this example comes from a chronic emergency refugee setting, thelessans to learn

for the rebuilding of health systems in fragile states. This is perhaps particularly relevant in the
early phases, when people must rely heavily on personal and commerdy initiatives. Many
examples in this report describe largeak projects requiring large budgets, but the potential
impact of supporting local communiyased initiatives with small grants and technical support
should not be overlookedOther submissions in this report describe how international agencies
can play aole in the capacity building of local NGOs (Sectiom2p&nd illustrate the impact of
small seed grants being made available to justgrt local initiatives (Section 21j. The example

of RHG in Guinea reinforces the idea that smaller commdedyenpowerment' programmes, if
supportedeffectively, could have significant impact on public health in fragile states.

NGOs providing supportive supervision in government facilities

[ AYAGSR KSIfGK 06dzR3ISGa 2FaGSy NBra hehlih Oarkers and 2 @S N
managers at all levels. If it fits within their mandate, NGOs can fill some of these gaps, and HAI
programs in fragile states often include training-gite coaching, and mentoring activities of MoH

staff to increase technical skilsy R A YLINRE @S GKS ljdzt t Ade 2F Yl yl 3
TimorLeste,agencystaff supportsthe MoH in six districts in supervising midwivéurvey results

in 2008 showed impressive health gains in the districts where supportive supervistsntaak

place; a national survey planned for 2009 will allow comparisons betweesipbrted districts

and the rest of the countryChanges reported in th&ixprogranme districts were:

Antenatal carecoverage rose from 50% to 84%

Skilled birth attendnce doubled, from 16% to 32%

Exclusive breast feeding for childrerbGnonths of age more than doubled, from 29% to 67%
Modern contraceptive use more than tripled, from 7% to 26%

> > > >
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services related to the prevention of moth&w-child transmission of HIV (PMTCTA. key
O2YLRYSyld 2F GKS LINRB2SOGQa FANRBRO FdzZ t &SI NJ ¢
counselling and testing for HIV) into routineepatal care in order to reduce loss to follow up of

HIV positive mothers, and to increase paediatric care and treatment services. A key component of
this effort was coordination with the MoH to conduct recurring-site coaching sessions for
midwives and fysicians. This approach minimized disruption for staff and allowed trainings to be
adapted to the context of each health facility. While qualitative data is not yet available on how
GKAA O2F OKAYy3a g1 & LISNOSAPGSR o0& OIS NIUAITSMNIIAVERR I
TimorLeste programme was well received, with participants appreciating the ongoing support and
GaASYyGtS O2NNBOUIA2YE D 5dz8 Ay LI NI G2 G§KS AyOl
testing and referral system developdy the MoH with the assistance of HAI, more than 13,000
women attending 17 health facilities were tested for HIV in 200&er 96% of patients received

their test results, and 77% received antiretroviral prophylaxis treatmétal is now working with
theaAYAAGNE 2F | SFHfEOGK (2 NBLXAOIGS GKAA adz00Sa:
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2.4.2 Meeting staffing requirements for optimal services provision

In many fragile states large proportion of the health workforce has left the country or migrated
to the cities due to the limited number of professional opportunities open to them. This results in
overall shortages and imbalances in the distribution of workers that do rematine country. In
addition, the deteriorating skills and capacity of accredited training institutions has often led to
the development of different cadres of staff whose competence for safe practice is not easily
demonstrable. In the rush to scale up hibaservices delivery during the reconstruction phase, the
limitations in the health workforce are often overlooked. There is a tendency to treat the training
of a new workforce as an emergency in order to address the urgent -sbont needs, while
structural support towards the development and implementation of national workforce policies
and investment plans are often not prioritised by governments or donors alike.

Private-private partnerships

International Assistance MissiotA(M) operatesNoor, an instiition which provides a good deal

of the eye care in Afghanistan. NOOR has had to face a situation similar to many other medical
institutions in Afghanistan and other fragile states: public andfoofprofit facilities operate in

the morning, and in the feernoon they are empty while the doctors attend their private clinics.
The MoPH has tried to force doctors to work the prescribed hours, but this only works for a
limited time. Eventually everything drifts back to the standard routine.

This situation haan important bearing on financial sustainability, which led the project managers
of the Mazar Ophthalmic Center (MOC) to institute a number of innovations. The doctors
employed by the centre were either given the opportunity to join astiole staff (ie. leaving

their private clinics) in return for an incentive per surgery, or work as partners (i.e. keep their
private clinics), which meant working once a week at MOC in return for a small fee and using MOC
facilities in the mornings in return for 50% thfe normal fee. Four out of 7 doctors joined the
facility fulttime, which allowed the facility to open 6 days per week, increase working hours to
4pm during the winter and 6pm in the summer. Sadsy surgeries also became a possibility as
patients could le operated on in the afternoons. Additional ophthalmic services were also added,
and the salaries of doctors were changed by adding the incentives from the surgeries they
performed to their set monthly salariegees were increased to reach financial smsthility, but

the extra income was also used to increase the giomd. A weekly leadership meeting that
included representatives from all staff cadres was the forum for all decis@king.

The results so far indicate a good deal of satisfaction frondthetors and staff. It was noted that,
unlike previously, doctors now had the incentive to keep the facility running well. In some ways
the doctors started leading the way and the staff followed. The staff has taken more ownership,
represented by the leadship team. Patients can be operated on in one day, cutting back on their
travel time and expenses, while accessibility of services has increased due to the longer working
hours. The number of surgeries has increased, as partner doctor bring in casebéioprivate
clinics.Fnally, the monthly income increased due to increased activity, which is a step towards
financial sustainability.

Creating a new cadre of health professionals

When BPHS was introduced in Afghanistan in 2003, less i@#nof birthswere attended by
skilled providers and itdaternal Mortality Ratio MIMR) was one of the highest in the world.
Midwives were few and based mainly in the urban areas, and given that more than three quarter
of maternal deaths are avoidable and there is a8y cultural preference for women to use
female providers, especially during childbirth, a rapidly mobilisation of female health care
providers was essential, particularly in the rural areas where majority of the population lives. The
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MoPH accorded high rity to this issue and, in consultation with international partners, took a
strategic decision to develop and strengthen a new cadre of health workers called Community
Midwives (CMWSs), as a key to reducing maternal and neonatal mortality.

CMWs are recagzed as key health care providers in the BPHS, not only for the care during
pregnancy and childbirth, including Basic EmOC, but also family planning and some elements of
baby care. They act as a link to formalized health care, encouraging women to deliaeilities

rather than at home. Guidelines for recruitment and deployment of midwifery students have
been standardised to ensure that students are recruited from areas where they can be deployed,
effectively supported and supervised after successfahgletion of training. CMWs are chosen by

the key members of their community, with the understanding that they will return to serve that
community upon graduation. Training is done through one of the recognized CMW programmes,
which follows an 18nonth stardardised preservice training curriculum and incorporates the
latest scientific and competendyased learning approaches. Upon graduation, CMWs follow a
competency based job descriptiomhich wasdeveloped in 2002nd finalised and approved in
2004. Athough facility basedCMWsalso do community outreach and are accessible at all times.
The National Midwifery Education and Accreditation Board (NMEAB), established in 2005, serves
as the national technical and regulatory authority for establishment and reaarice of high
quality midwifery education in the country. The MoPH Department of Nursing and Midwifery,
established in 2005, plays a critical role in overseeing the implementation of the strategies to
scale up community midwifery.

Currently 21 community rdwifery training prograrmes are being implemented by various NGOs
in collaboration with MoPHAfter an initial pilot was completed in 200the first official training
round wascompleted in 2006tripling the number of midwives td500 By 2009 Afghaniah had
2,300 CMWsa great increase but still far short tfie 5000 midwives required. CMWs play a
pivotal role in the provision of essential obstetric and newborn care and thereby reducing
maternal and neonatal mortality. According to the 2006 Househaldvey, antenatal care
increased from 4.6% in 2003 to 30.3%killed birth attendance increased from 6% in 2003 to 18.9
% and the contraceptive prevalence rate from 5.1% in 2003 to 15.4%. CMWs are also making
significant contribution, through educating women about health related issues, towards
improvement of overall health and nutritional status of the women, their childaed families,

and thereby the social welleing of the communities they serve. CMWSs not only impact on the
economic and social toll that losing a wife and mother takes from a family, but they also
contribute towards strengthening the overall health systess they are and will remain for some
time to come, the key health care providers to women for priority interventions, especially
women in rural areas.

2.4.3 Improving performance

Improving performance of health services often involves linking monitasinthe quantity and
guality of services to a reward system for either the implementing party (i.e. an NGO) or the staff
of a health facility. A number of examples of how research and monitoring were linked to reward
systems can be found in Section .2.@f this report.

Improving service delivery through supervision, appraigalanningand community participation

In the context of an existing and functional government system, the Nigerian Improved
Management through Participatory Appraisal and Continuoasdfiormation (IMPACT) model led

to an improved and sustained level of health service deliyanyebe 2008)This PATHS project
consists of a combination of four iterative components that work in synergy to systematically
appraised health facilities, support improved service delivengoeirage community participation
and promote service quality. The four key programme components include:



2.4 Investing in Human Resourc NN

1. Peer and Participatory Rapid Health Appraisal for Action (PPRHAA). This is a simple but
comprehensive process for appraising and collecting informatiomll the major aspects of a
health facility with a focus on service delivery and facility management, as well as the views of
Of ASyda YR 20KSNJ YSYOSNR 27F Followisg tle @agpraiFal OA f .
facility teams plan for improveservice delivery.

2. Strengthening Systems and Capacity Building. This involves developing and implementing
models for key systems (e.g. Financial Management and Health Management Information
systems) and strengthening management capacity.

3. Integrated Suppdive Supervision (ISS). This is a unitary supervisory system which uses a
common checklist and reporting format based on harmonised indicators from as many
initiatives/programmes as possible. It is driven by a common supervisory team.

4. Quality Assessment dnRecognition (QAR). This is an approach to assess, recognise and
promote quality improvements within health facilities. It involves benchmarking facilities
against agreed standards and publicly recognising and promoting the outstanding facilities.

IMPACTis based on a practive but firmly norprescriptive stegby-step methodology that
responds to the level partners have attained and moves at a pace that keeps them involved. It
increasingly empowers partners to take leadership and assume ownership omreftivities. It
requires a deep level of participation, shared vision, joint development of strategies and local
determination of priorities from all participants. Some states developed the components further
than others and structures also varied frorate to state, so flexibility was important as the
IMPACT processes needed to be embedded within the systems of each state.

IMPACT was used as the leading systems strengthening and capacity building initiative for six years
(2002 to 2008). It provided framework and a platform on which significant other work was built

and resulted in many deliverables that were both locally appropriate and globally relevant, such as
the regular creation and updating of action plans that were implemented at an increasedar
reported increase in utilisation for most health facilities, improved management performance
scores over the years, and the institutionalisation of feedback. The process was a key catalyst for
reforms at all levels of the health sector, including tommunity, facility, State Ministry of Health
(SMOH) and Local Government Area (LGA) levels, supported by the development of leadership
skills to drive reform. In addition to booking successes, a number of key lessons were learned:

1 There was a need for atrong instate team that could gradually take over from the

LINE AN YYSQa O2yadzZ Gl yaa

Teams needed to be independent and objective for the implementation of ISS & QAR

Each component of IMPACT functioned independently but was also highlyretaézd with

the other components

1 There needed to be a gradual simplification of the process and progressive funding by local
government bodies such as the SMOH and LGAs to achieve success

)l
)l

Another indicator of success has been that apart from PATHS, other Nigerianahdtodies and
programmes have increasingly bought into the IMPACT methodology, including the National
Primary Health Care Development Agency, tertiary health facilities, Christian Health Association of
Nigeria, Evangelical Churches of West Africa, thienBahip for Reviving Routine Immunisation in
Northern Nigeriaand Save the Children UK (Nigeria). All these organisations were utilising one or
more components of IMPACT by early 2008
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2.5 Managing Financial Resources

Developing countries will neebdetween US$ 25 US$ 70 billion in additional aid per year to
remove the financing constraint to scaling up to meet the Millennium Development Goals (MDGS)
(Dodd, Schieber et al. 2007) is often politically advantageous for donors to raise and spend aid

G OSINTIfADE T AY 2NRSNI (42 aKz2g || RANBOG ftAyl o06Sa6¢
issue in all sectors, the consequences are particularly acute in health as the sector requires flexible
resources that can be used to support recurrent costs hadlth systems. While many donors
recognize the need to provide flexible funding to support cowawyned health reform plans,
concerns about public sector management and governance, particularly in fragile states, may
make them reluctant to do s@Cassels, Dodd et al. 2008ptrongerfinancing mechanisms for
health service delivery are therefore required. There is a need for more innovative financing
models, and better ways of planning and budgeting for health service delivery.

2.5.1 Managing multiple financing streams

Performancebased financing (PBF) is currently seen as a powerful means of increasing the
guantity and quality of health services by providing incentives to suppliers to improve
performance. A PBF program typically includes performdrased grants or comcts with
indicators selected to encourage tlracreasein use and quality of health care services, stabilize or
decrease costs of these services, help use limited resources effectively, and improve staff
motivation and moraleThe example below describénow the effects of vertical funding streams,
which were negatively affecting performance in other sectors, were counterbalanced by the use of
PBF Sections 2.2 and 2.71 of this reportgive examplesof PBHrom Afghanistanwhere it was

used to improvestaff morale and performance at health facility level. Additionally, this section
also describes an example of how basket funding was used at a decentralised level to synergise
horizontal and vertical funding streams.

UsingPerformanceBasedHnancingto correct service imbalances

In the DRCover 50 vertical diseasgpecific programmes exist. A significant increase in funding for
diseasespecific programmes during recent years has been contributing to further destabilisation

of an already weak heath stem. As both a sub recipient of UNDP/GFATM funds for a network of

18 partners, and a direct partner of most of #eorganisations, Cordaid attempted to maximise
synergies between the different horizontal and vertical funding streams. However, the gealuat

of the DRC HIV/AIDS programme in February 2008 revealedalaughA YLI2 NI F y i W@ S
results were achievedhe programmehad had negative effects on other health activities, as both
human and financial resources had been primarily focused onehigcal activities.

In an effort to strengthen overall health services provision, CordAid therefore introduced the
concept of PBFin its programmes in the DRC. Based on a predetermined set of qualitative and
guantitative output indicators, each health didity is rewarded according to its performance,
providing the health facility management an income to finance its business plan. The subsidies
linked to each indicator are normative (based on desired outcome) and are determined by a
provincial health form that ideally consists of representativesmbviderso a 21 X b DhQax |
private sector),purchaserso A y a dZNBENE > 2 Ol £ | rBgdlatofsiMofHIN&undl A 2 v
holders(MoF, international donors) ancbnsumergpatient groups).

Cordaid evaluate its PBF programmes in DRC in 2008. PBF health facilities had comparable or
better results in terms of output, quality and equity despite the fact that financial investments in
non-PBF health facilities were overall larger. Autonomously managed PBF ffecilities had



