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The proposed program, conceptualized as a six-year 
operation with a total estimated cost of  US$50.0 
million (Bank financing of $45.0 million), will be 
implemented in two phases. For programming purposes, 
each three-year phase will be supported by a separate 
Bank loan of USS22.5 million. The request for 
approval of the second phase will be triggered by 
verification that 50 percent of the resources of 
Phase I have been committed and that satisfactory 
progress for the first 24-month period has been made. 
(See Par. 3.34 and 3.35). 

The objective of the program is to support the 
Government’s efforts to improve the health status of 
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DESCRIPTION: 

the Haitian population by enhancing the quality, 
efficiency and equity of health services provided by 
public and private institutions in the national 
health system. This will be done by: (i) improving 
the quality of and access to both public and private 
health services in a way that is, over the long term, 
financially and institutionally sustainable; (ii) 
increasing the efficiency of services at the national 
level; and (iii) developing innovative models for 
financing and delivery of basic health services, that 
are replicable at the national level. (See Annex I, 
the Logical Framework.) 

The program is designed to address a set persistent 
problems that have limited the sector's ability to 
improve health conditions. Capitalizing on existing 
strengths and resources, including the active non- 
governmental sector and aid community, the program 
seeks to support establishment of local health 
networks for delivery of cost-effective health 
services; strengthen support for these networks at 
the Departmental and central levels; create a funding 
channel for domestic and international financiers to 
contract for health services; and initiate movement 
toward a financially sustainable system that is 
responsive to consumers. 

The program will provide integrated technical 
assistance, training, material inputs and targeted 
recurrent cost support for the provision of a minimum 
package of services. The program has five 
components: 

1. Development of the UCS Model (Full Program: 
USS26.2 million; Phase I: USS14.7 million; Phase 
II : USSll. 5 million) will support the 
implementation of a local health network model of 
health service delivery in four geographic areas 
(North, Northwest, Artibonite and Centre 
Departments) and establish a funding channel for 
those services. The model is referred to as 
Communal Health Unit (UCS). It will improve the 
quality and increase the access of essential 
health services for approximately 2.0 million 
Haitians, and increase the total public and 
private resources devoted to basic health 
services. Inputs will be technical assistance, 
clinical and management training, and support for 
small-scale construction, rehabilitation and 
basic equipment. Support will also be allocated 
for recurrent costs for the provision of a cost- 
effective package of health services, disbursed 
under contracts and/or performance agreements, 
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2. 

and for health promotion and community 
participation activities. 

Institutional Strengthening of the Departmental 
Directorates (Full Program: USs9.7 million; Phase 
I: USS3.9 million; Phase II: USS5.8 million) will 
strengthen the main functions of the Departmental 
Directorate of the Ministere de Santé Publique et 
de la Population (MSPP) that are required to 
support the delivery o f  essential services under 
the reorganized delivery and financing model. 
These functions are planning, management of 
human, financial and material resources, quality 
assurance, supervision, logistics and development 
of health and management information systems. 
Financing under this component will be used for 
technical assistance, training, small-scale 
rehabilitation of offices in the four 
departments, and the provision of furniture and 
equipment, including communication equipment. 

3. Institutional Strengthening of the Central 
Directorates (Full Program: USS4.5 million; Phase 
I: USS2.5 million; Phase II: USS2.0 million) will 
strengthen the main functions of the Central 
Directorates in key areas necessary for the 
national implementation of the new model of 
delivery and financing. These include policy 
making, planning, management of human, financial 
and material resources (including donor 
coordination), training, operational research, 
qualicy assurance, supervision, health 
communication, financing and regulatory systems, 
and development of health and management 
information systems. The component will support 
technical assistance, training, as well as 
targeted financing for material, furniture and 
equipment (including communications equipment) 
for central offices. 

4. Viability and Permanence of the Reorganized 
System (Full Program: USS4.2 million; Phase I: 
USS1.3 million; Phase II: USS2.9 million) has the 
objective of contributing to the financial 
sustainability of the health system. It will 
support the use, maintenance and updating of the 
existing analytic base and generation of new 
information on which to base a plan for 
sustainable financing of  the health system. It 
supports the development and implementation of a 
consolidated financial management system, which 
will allow for accounting of all sources of 
health financing. It will also assist in the 
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identification and implementation of social 
solidarity efforts, and will finance the 
establishment and evaluation of pilot revenue 
generation activities. 

5. Evaluation and Administration (Full Program: 
USS5.4 million; Phase I: USS1.4 million; Phase 
II: USS4.0 million) will finance activities 
associated with progressive design of the 
program, including both process and impact 
evaluations. 

RELATIONSHIP OF Support to the health sector, and support to the 
PROJECT TO BANK'S Government's efforts at decentralization, are 
COUNTRY AND SECTOR priorities within the Bank's strategy for Haiti. In 
STRATEGY: addition, this program moves forward the Bank's 

agenda in health reform by promoting public-private 
partnerships and by introducing the mechanism of 
performance agreements to induce greater efficiency 
in health service delivery. 

ENVIRONMENTAL/ Training of health workers in environmental 
SOCIAL REVIEW: management for health facilities is foreseen under 

the program. The small-scale civil works are not 
expected to have negative environmental impact. 

BENEFITS : 

RISKS : 

The health benefits of the program include the 
prevention of an estimated 12,000 deaths over the 
full course of the program, assuming moderate 
reductions in morbidity and mortality associated with 
expansion and improvement of health services. (Given 
the structure of the program, somewhat less than half 
of those health benefits are likely to be realized 
during the first phase, and more than half during the 
second phase.) The majority of the beneficiaries are 
children and reproductive-age women. The economic 
benefits include greater efficiency in the allocation 
of the MSPP budget; and more equitable distribution 
of public spending. 

Several risks influence the likelihood of successful 
implementation and sustainability of program 
benefits. (i) If community participation mechanisms 
are inadequate, UCS Plans may not successfully 
identify and respond to local health needs. (ii) 
Without careful oversight and attention to 
benchmarks, urgent needs may divert resources from 
investments that will bring about structural change. 
(iii) In the face of political swings, the 
Government may change its policy regarding private- 
public partnerships in the health sector. (iv) 
Future economic crises may reduce availability of 
resources to sustain all the benefits of the program. 
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SPECIAL 
CONTRACTUAL 
CLAUSES : 

It is important to note that very long delays in 
ratification of the contract in the Parliament may 
undermine the project's success, as well. Though 
measures are being taken to maintain the considerable 
momentum generated by project preparation activities, 
long delays in project start-up may have a negative 
impact. 

Prior to the first disbursement, the Borrower will 
present evidence to the Bank that: (i) it has created 
a coordination unit ("cellule de coordination") the 
Directorate of Planning and External Cooperation 
(DPCE) for the execution of the project and provided 
it with the staff requiered for the execution of the 
project. (Par. 3.10) 

(ii) it has delegated authority to the Departmental 
Directorates in the departments of North, Northwest, 
Artibonite and Centre to contract services with 
"Communal Health Units". (Par. 3.22-3.23) 

(iii) it has made the necessary provisions for a 
line-item in the MSPP budget for non-personnel 
recurrent costs o f  UCS. (Par. 3.24) 

(iv) it has finalized the Operational Manual of the 
program, which consists of the operational 
regulations. (Par. 3.13) 

(v) the administrative and/or legal instruments to 
permit the creation of the local health councils 
exist, to allow for management of funds at the local 
level. (Par. 3.24) 

POVERTY TARGETING The proposed program qualifies as a poverty-targeted 
AND SOCIAL SECTOR investment as set forth in the Eighth Replenishment 
CLASSIFICATION: document (GN-1964-3). The program supports the 

delivery of basic health services in rural areas, and 
will thus disproportionately benefit the poor, and 
particularly reproductive-age women and children. 
(Par. 4 . 4 )  

EXCEPTIONS TO BANK None 
POLICY : 

PROCUREMENT: The limit above which international public bidding 
for the procurement of goods will be done is 
US$350,000. Small-scale rehabilitation works are 
anticipated. (Par. 3.16) 



I. HEALTH SECTOR BACKGROUND 

A. Introduction 

1.1 Profound, pervasive and persistent poverty makes the Haitian people 
vulnerable to preventable disease and premature death. At the same 
time, unstable political conditions, an overcentralized and 
financially unsustainable health system, and weak administrative 
capabilities constrain the Government's ability to finance and 
deliver public health services, and thus to improve the quality, 
length and productivity of life in Haiti. In the face of these 
problems, however, both private and public initiatives have had 
some success in generating resources for improvement of health 
services, and the Government has taken the first tentative steps 
toward establishing leadership in the sector. 

1.2 The program described in this document seeks to build on these 
initiatives--assist in the definition and articulation of public 
and private efforts, strengthen weak but vital institutions, and 
set the stage for long-term sustainability of the health sector. 
In doing s o ,  it directly benefits a significant share of the 
Haitian population most in need of health services, and indirectly 
aids the next generation through a sounder system of health service 
financing and provision. 

1. National Context 

1 . 3  With an unemployment rate of 60 percent and a real per capita 
income of around US$230, Haiti is by far the poorest country in the 
Western Hemisphere. It is estimated that two-thirds of the Haitian 
population lives in poverty, with 80 percent of the rural 
population below the poverty line. 

1.4 Political and social instability, manifested during the 1991 coup 
d ' e t a t  and in uprisings since that time, have exacerbated the 
effects of poverty. Since the return of constitutional government 
in late 1994, the Government of Haiti and the international 
community have made significant efforts to respond to urgent needs, 
create a context for peaceful civic participation, and rebuild the 
economy. Despite some progress, however, the country is 
characterized by weak institutions, macroeconomic imbalances, 
political instability deteriorated infrastructure, depleted 
productive assets and intractable poverty. 

1.5 Demographic pressures compound the economic and political 
constraints, Approximately 42 percent of the Haitian population is 
younger than 15 years, and the population growth rate is estimated 
at 2 percent per year (net of outmigration, currently estimated at 
0.5 percent annually). Given population momentum and slow declines 
in fertility rates, the population will continue to grow rapidly 
into the foreseeable future, placing additional pressures on the 
country's fragile social infrastructure, and economic and 
environmental resources. 
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Ch i l d  M o r t a l i t y  Rate (ages 
1-4 ,  per 1,000) 

Maternal M o r t a l i t y  Rate (per 
100,000 l i v e  b i r t h s )  

woman. 15-49 vearsl  
Total  F e r t i l i t y  Rate (per 

B .  The Health Sector 

61 50 59 

N / A  N / A  460 

5.9 3.0 4.8 

1.6 Health conditions reflect Haiti's poverty. A s  shown in Table 1, 
basic indicators are highly unfavorable relative to other countries 
in Latin America and the Caribbean, and are more similar to low 
income countries in other parts of the world. They show a pattern 
consistent with high prevalence of communicable and other 
preventable diseases. 

Malnu t r i t i on  ( X  o f  ch i l d ren  
under 5 )  

1 . 7  

35 20 31 

Table 1. Basic Health Indicators by Residence 
I I I I 

I ndi cator Rural Metro Total 

L i f e  Expectancy a t  B i r t h  
(years 1 

I n fan t  M o r t a l i t y  Rate (per 
1.000 l i v e  b i r t h s )  

1. Summary of Maior Constraints 

LAC Ave 

70 

44 
~ 

60 

167 

2.6 

A s  evidenced by poor health indicators, the Haitian health system 
has had limited success in combating the spread of major infectious 
diseases- -the main causes of death- -or in providing treatment for 
acute ailments. Severe underfunding in the public sector and 
recent economic and political crises have clearly contributed to 
the difficulties. However, given the long-term structural 
constraints, more than additional funds and political stability are 
needed to improve quality of and access to health services. The 
interconnected structural constraints are summarized below, and 
analyzed in more detail in subsequent paragraphs: 

(a> Lack of systematic integration of private providers in 
sector planninn, coordination and imDlementation 

1.8 Non-governmental organizations (NGOs) historically have played a 
significant role in the provision of health services, particularly 
in rural areas. I/ That influence has increased in the last 
decade. However, NGO activities have largely taken place outside 
of the sectoral planning process; the Government's efforts to work 
with NGOs have been insufficient to take best advantage of their 

- 1/ In this context, NGOs are defined as private agencies, usually operating on a not-for-profit 
basis, affiliated with connnunity organizations, religious entities, or international 
charitable and/or aid organizations, such as CARE. Save the Children and others. 



- 3 -  

presence. In addition, the Government has not been in a position 
to fulfill its regulatory role, and to ensure that private services 
meet minimum quality standards. 

(b) Inefficient allocation of resources within the public 
sector. due to lack of clarity regarding public sector 
roles 

1.9 In addition to being responsible for policy making, planning, 
regulatory and related functions, the Central Ministry of Public 
Health and Population (MSPP) also finances and manages a wide range 
of health facilities across the country. Partially as a result of 
adopting a broad mandate, the MSPP is unable to perform any of its 
functions well. It is unable to efficiently direct its resources 
toward cost-effective health services that are either public goods 
or that confer high positive externalities. In the absence of user 
fees and/or insurance mechanisms, resources are now pulled strongly 
toward high-cost (hospital) services in urban areas. These tend to 
benefit higher income populations and have little positive impact 
on the country’s health conditions. Overcentralized management and 
inflexible staffing further reduce the ability of the Government to 
deliver services in a cost-effective manner. 

(c) Lack of sustainable financing mechanisms 

1.10 The health system in Haiti is precariously dependent on external 
sources. With close to half of the public health budget--and even 
more of the private resources--coming from external aid, Haiti is 
vulnerable to geopolitical influences, and subject to high levels 
of funding insecurity and limited ability to plan. Inappropriate 
incentives often associated with external funding are manifested in 
wasteful use of funds, and excessive attention to construction and 
rehabilitation rather than to sound management, quality control and 
maintenance. 

2. The Sumly of Health Services 

1.11 The Haitian health sector can be characterized as pluralistic, with 
services being provided and financed both publicly and privately in 
a variety of arrangements. These arrangements--generated more by 
political, economic and social upheaval than by systematic 
planning--include publicly-financed services, privately-financed 
services, and mixed services that are partially supported by the 
public sector (often in the form of secondment of  staff). 

1.12 The MSPP operates about one-third of the estimated 650 health 
facilities in the country, 2/ as well as the distribution 
network for essential drugs. It is responsible for policy making, 

- Public funds are disproportionately allocated to the more costly types of facilities. The ‘/ 
MSPP operates about 40 percent of the hospitals, 50 percent of the health centers with beds, 
and 25 percent of the health centers without beds. 
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Agents/Elfsnents 

norm-setting, overall supervision of the sector, and coordination 
of external aid. In addition to Central Directorates responsible 
for functions such as financial control, management of health 
services, planning, and others, the MSPP operates Directorates at 
the Departmental level. The Departmental Directorates--typically 
staffed with only a few people--are responsible for local-level 
supervision of health services, as well as for epidemiologic 
surveillance. 

Current Characteristics of the P h t i c  
Sector 

1 . 1 3  Fulfilling a broad mandate has proven to be a formidable challenge 
to the MSPP. Limited revenue sources, centralized command, and 
administrative and technical constraints that are shared with many 
public health ministries have hampered the MSPP’s ability to 
respond to the full range of public health needs (see Table 2). 

Sources 

A l l oca t i on  Mechanisms 

General Revenue (national),  External A id  

I n s t a l l e d  CaDacitv 

I Finance I 

Ownership 

Labor Regime 

Complementary Inputs 

Ensuring Q u a l i t y  

Central Government 

C i v i l  Service 

Central Purchasing 

Structured Control 

I Provitiers I 

Role of Consumers 

I Decision-making Un i t  1 Hierarchical Administrat ion I 

Exc l uded 

1.14 In addition, the Ministry has been profoundly affected by recent 
economic and political crises. In the 1980s, political instability 
caused large numbers of experienced technicians and administrators 
to leave public administration. Severe economic constraints 
resulted in underfunding of vital inputs, while at the same time 
demand for health services increased. The public sector has only 
begun in the past three years to reestablish functioning 
dispensaries, health centers and hospitals. Critical functions 
such as policy making and regulatory oversight continue to be 
significantly compromised by lack of resources and clear direction. 

1.15 While the public sector has weakened under a growing burden and 
shrinking or stagnant resource base, private sector entities-- 
primarily NGOs--have expanded their role in service delivery. 
Currently, about 40 percent of health facilities are privately 
operated and financed--30 percent by NGOs and 10 percent by for- 
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1.16 

1.17 

1.18  

1.19 

1 . 2 0  

profit entities. Another 30 percent are privately operated and 
receive some portion of their resources from the public sector. 

While the NGO sector, and particularly religious affiliates, have 
always had a place in the Haitian health sector, many of the NGO 
facilities now providing services were established only during the 
past few years, as a response to the deterioration in the public 
system. The proliferation of NGO health providers has been 
facilitated by their integration into a variety of community 
organizing activities, the return of a cadre of trained Haitian 
health professionals from overseas, and the eagerness o f  external 
donors to support humanitarian aid through NGOs when the Government 
was in crisis. NGO facilities tend to be concentrated in rural 
areas, and at the lower levels of the service delivery pyramid. 

As might be expected, the NGO sector in Haiti is extraordinarily 
diverse. According to a recent study, in a sample of 2 4  NGOs 
active in health and population activities, the organizations 
ranged in size from 8 to 402 employees. While their human 
resources varied, most had professional staff with relatively high 
levels of training. Funding sources ranged from international 
charities to international bilateral aid agencies to local 
charities with religious affiliations (World Bank NGO study, 
background for 1997 Poverty Assessment). 

Despite the activities of both NGOs and the public sector, access 
to services is low. Only about 60 percent of the population is 
said to have access to any primary health services, compared with 
an average of 74 percent for Latin American countries. A small 
minority of the population has access to a reasonable range of 
preventive and curative services. In the rural areas, access to 
health facilities is the most limited. For example, an estimated 
4 5  percent of rural households are at least 1 5  kilometers from the 
nearest hospital; about 26 percent are at least 15 kilometers from 
the nearest health center. Some 71 percent of rural households 
report that it takes more than one hour to travel to the nearest 
hospital, and about 59 percent say that it takes more than one hour 
to travel to the nearest health center (EMMUS, 1996). Lack of 
qualified personnel, drug shortages and disrepair of  facilities 
limits the availability of services even more. 

3 .  The Demand for Health Services 

While information on utilization is dated, it is likely that the 
situation has not changed dramatically and perhaps even worsened. 
According to the 1986 World Bank Public Expenditure Review, 
occupancy was typically below 5 0  percent in public inpatient 
facilities. Low utilization rates are related to shortages of  
supplies, equipment and staff, in addition to the high opportunity 
cost of travel in rural areas. 

There is considerable evidence that demand for (and thus 
utilization of) private services exceeds that for public services. 
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In 1978, for example, the average number of patient contacts in a 
public dispensary was found to be 9 per day, in comparison with 26 
in private dispensaries. Overall, it is now estimated that at 
least half of the health services in Haiti are delivered through 
private--and predominantly NGO--facilities. This figure is 
estimated to be as high as 70 percent in rural areas. 

4. Financing - of Health Services 

1.21 Historically, per capita health 
relatively high in comparison 
levels. In 1986, the World Bank 
and private health expenditures 

3/ 

expenditures in Haiti have been 
to countries at similar income 
estimated that total annual public 
(recurrent and investment) during 

the 1980s was about US$16 - 23 per capita, with individuals 
accounting for about 40 percent of health spending, private 
voluntary organizations providing roughly 20 percent of sector 
spending, and the remaining 40 percent coming from the public 
sector (of which half was externally financed). 

1.22 The recent political and economic crisis severely compromised 
financing of  the health sector. High levels of inflation and lower 
than expected revenue levels led to a dramatic drop in overall 
public spending, with public health expenditures dipping by 1993-94 
to only 56 percent of the 1989-90 levels in real terms. When 
taking into account demographic pressures, there was a 50 percent 
plunge in per capita public health expenditures. 

1 . 2 3  Part of  the recent decline in public expenditures was offset by a 
rise in private expenditures. According to one study, NGOs have 
been able to mobilize close to US$40 million annually, 
approximately three-quarters of that from external assistance. 

1.24 Despite private spending and external aid, Haiti now suffers from 
very low funding levels in the health sector. Currently, total 
public and private health spending is estimated at about 3 billion 
gourdes, or US$27 per capita. This compares unfavorably with the 
Latin America and Caribbean average of about US$202 per capita 
annual spending on health. This level of  spending represents 7-10 
percent of per capita income. 

1.25 Strictly speaking, the Government currently is responsible for only 
a small share of total spending in the health sector. About 15 
percent of total spending is Government expenditures from tax 
revenues. This level of public spending--about $4 per capita--is 
comparable to that seen in South Asia and sub-Saharan Africa. 
Another 28 percent is external aid, which is channeled through both 

- All information on public and private health spending in Haiti should be interpreted 3’ 
carefully, given the severe data limitations and variations from one data source to another. 
In particular, estimates of private out-of-pocket spending are based as much on educated 
guesses as on empirical data. However, the general picture of a sector in which the vast 
majority of funds are from external and private sources is consistent across all sources of 
information. 
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the public sector and NGOs. The remainder--57 percent--represents 
private spending by households and NGOs out of their own resources 
(see Figure 1). 

1.26 While spending is low 
in the sector as whole, 
it is particularly low 
for health services 
r e a c h i n g  r u r a l  
households. Using the 
d i s t r i b u t i o n  o f  
hospital beds as a 
proxy measure for 
resource allocation, it 
is reasonable to 
estimate that less than 
US$6 worth of public or 
private services 
annually reaches a 
Haitian citizen living 
in a rural area, 
i n c l u d i n g  a l l  
administrative and 

1 . 2 7  

- 
F 

other overhead expenses. At this level of spending, even under the 
most efficient conditions it is extremely difficult for either the 
Government or private providers to deliver a minimum package of 
care designed to address priority health problems. &/ 

Given the inefficiencies inherent to the current system--the lack 
of complementarity among personnel and other inputs, and the poor 
match between service mix and health needs--the impact of the 
available funds is reduced even further. Despite shortages of 
human resources in some key areas, personnel costs crowd out 
complementary inputs. It is estimated that up to 90 percent of the 
health budget is allocated to personnel, with little remaining for 
urgently needed drugs, supplies and maintenance. In addition, 
scarce public resources are disproportionately allocated to health 
services that are unlikely to have a significant positive impact on 
the overall health status of the Haitian population. 

- 4 /  Estimates of thsi cost of a basic package of essential services vary quite markedly. PAHO 
estimates the annual cost of a minimum package of health services, exclusive of 
administrative costs, at USS5.30 per capita in Haiti. The World Bank, taking into 
consideration administrative costs and limited rehabilitation of infrastructure, estimates 
the cost at USS13.50 per capita (Turbat and Pierre-Louis 1996). A background study 
commissioned for the preparation of this project estimated that a package of primary care 
interventions would cost USC11.45 per capita. A more modest--yet effective and more 
financially feasible--package of services would cost between $ 4 . 5 0  and $7.00 per capita 
(Consortium Santé Canado-Haitien, V o l  II, 1997). 
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5. Current Policy Context 

1.28 Recognizing many of the problems identified above, the MSPP has 
defined the principles of its health policy for the years to come: 
a) decentralization of decision making and execution toward 

the Departmental and local level; a/ 
b) restructuring of the health system around local health 

systems called Unité Communale de Santé, or UCS fi/ (see 
Box 1) ; and 

c> guaranteed access to a minimum package of basic services, 
including maternal and child care, other reproductive 
health care, care of sick children, care of medical and 
surgical emergencies, communicable disease control, 
provision of essential drugs, participatory health 
education, and basic dental care. 

1 . 2 9  Together with significant reinforcement of the primary roles of the 
public sector, it is expected that implementation of these policies 
will diversify and stabilize the financing base, increase the 
autonomy, efficiency and responsiveness of service providers, and 
increase consumer voice in the health sector. 

1.30 While only the first steps toward implementation have been taken so 
far, the health policy is widely accepted by Haitian policy 
makers. z/ A s  such, it serves as a sound basis for the 
development of the current operation. 

C .  The Bank's Strategv and Lessons 

1. Bank Strategv _ _  

1.31 The Haiti Country Paper clearly articulates the Bank's emphasis on 
investment in human capital: "The allocation of Fund for Special 
Operations resources will emphasize initiatives to improve living 
conditions, health and nutrition, and education and technical 
training to improve labor skills. This will require a leadership 
role by the Bank in working with the authorities to define and 
implement a comprehensive social sector agenda" (Haiti Country 
Paper, November 1996 ,  page 28). 

- The term "decentralization" is used liberally in Ministry documents to refer ta a system in 5/ 
which MSPP control and financial authority is gradually deconcentrated to Departmental 
Directorates in the country's 10 geographic entities (9 departments plus the metropolitan 
area of Port-au-Prince). In addition, responsibility for the provision of health services is 
seen as being delegated to the UCS level. 
The name "Comnunal Health Unit" implies neither a specific type of physical structure nor the 
availability of all levels of health care within each comune. Rather, it refers to a 
network of basic and secondary service providers which may cover the populations of one or 
more comunes. 

- Bank resources, under the Technical Cooperation ATN/SF-3404-HA, have been used to initiate 7/ 
implementation. The first steps have included a UCS Consensus Workshop, in which the 
preliminary "rules of the game" were proposed, discussed and amended; identification of all 
ucs partner institutions; data collection on utilization and financing of public and private 
health providers throughout the country; elaboration of the costs of the basic package; and 
analysis and discussion of financing issues related to the adoption of the UCS model. 

- 6' 
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Box 1 - ühat i s  a UCS? 
I 

1 . 3 2  

An Un i té  Cornminale de Santé, o r  UCS, i s  defined i n  geographic, population, i n s t i t u t i o n a l  
and f i nanc ia l  terms. A UCS i s  a network of pub l i c  and p r i v a t e  heal th  care i n s t i t u t i o n s  
that  has the formal respons ib i l i t y  o f  prov id ing essent ia l  heal th  services t o  the e n t i r e  
populat ion w i t h i n  a geographical ly-del imited area. 
establ ished so tha t  the populat ion covered i s  approximately 100,000 people, o r  20,000 
households. The network functions as follows: 

A loca l  health counci l ,  which includes representatives o f  both the comnunity and the 
partner i n s t i t u t i o n s  i n  the UCS, i s  establ ished f o r  the l oca l - l eve l  management of the 
network. In the event t ha t  the counci l  does not yet have the capacity f o r  planning and 
f i n a n c i a l  management, an i n t e r i m  working group may be establ ished and one i n s t i t u t i o n - -  
t y p i c a l l y  a cha r i t ab le  organization--may be i d e n t i f i e d  as the lead agency. 
i n s t i t u t i o n  w i l l  be the one with the greatest nunber of f a c i l i t i e s ,  as wel l  as the 
greatest capacity f o r  f i nanc ia l  management. 
legal  personali ty, and be able t o  enter i n t o  binding contracts w i th  pub l i c  and/or p r i v a t e  
e n t i t i e s .  
meeting pre-establ ished c r i t e r i a  f o r  service de l i ve ry  and f inanc ing management capacity 
are i d e n t i f i e d  as partner i n s t i t u t i o n s .  
meet the c r i t e r i a . )  

Health services are planned based on the UCS. I f ,  f o r  a given UCS, there are more 
dispensaries, heal th  centers and hospi ta ls  than needed t o  provide access t o  the 
population, pub l i c  f a c i l i t i e s  can be phased out. 
dispensaries, heal th  centers and hospitals, e i t he r  NGO/private or pub l i c  f a c i l i t i e s  can 
be created i n  the area. 

There i s  a r e f e r r a l  re la t i onsh ip  among f a c i l i t i e s  (dispensaries, heal th  centers and 
one hospi ta l ) .  That is ,  a l l  basic leve l  f a c i l i t i e s  i n  the UCS r e f e r  pa t i en ts  w i th  
special needs t o  the one UCS hospi ta l .  

the establ ished minimum package o f  services (PMS), fo l lowing the protocols  and other 
service de l i ve ry  norms prepared by the MSPP. The m i n i m u m  package would include services 
i n  the fo l lowing areas: maternal, c h i l d  and reproductive heal th  care, comunicable 
disease control,  emergency services, prov is ion o f  essent ia l  drugs, heal th  education, and 
basic dental care. 

and heal th  information system, based on the technical requirements o f  the MSPP. 

Through the loca l  heal th  counci l  managers o f  a l l  UCS partner i n s t i t u t i o n s  (publ ic  and 
pr ivate) ,  along wi th  comnunity representatives, prepare a UCS Plan, which i s  updated on 
an annual basis. Each UCS Plan w i l l  include information about the populat ion t o  be 
covered, the services t o  be provided, i n s t i t u t i o n a l  c a p a b i l i t i e s  o f  the UCS partner 
i n s t i t u t i o n s ,  the management technical assistance and t r a i n i n g  support required, the 
r e h a b i l i t a t i o n  and basic equipment needed by each o f  the partner i n s t i t u t i o n s ,  comnunity 
p a r t i c i p a t i o n  e f fo r t s ,  and proposal f o r  resource generation. 

The geographic boundaries are 

This 

The heal th  counci l  o r  lead agency must have 

The i n s t i t u t i o n s  prov id ing heal th  services w i t h i n  the UCS geographic area and 

(New partner i n s t i t u t i o n s  w i l l  be added i f  they 

Simi lar ly ,  i f  there are too few 

The managers o f  a l l  partner i n s t i t u t i o n s  in  the UCS agree t o  provide services within 

The managers o f  a l l  partner i n s t i t u t i o n s  i n  the UCS agree t o  use a comnon management 

The Bank's strategy is to assist the Government with the 
clarification and subsequent implementation of major features of 
its health policy, which will ultimately lead to a more efficient, 
sustainable, responsive and effective health system. The Bank's 
strategic elements include: 
a) Improve quality of and access to basic health services by 

establishing and strengthening public-private partnerships for 
service delivery, building on existing resources. 

b) Support quality service delivery by increasing the capacity of 
the Departmental Directorates to create and supervise 
Department-wide plans, based on the UCS model. 

c) Increase efficiency and equity in the use of domestic and 
external resources by increasing the capacity of the MSPP to 
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fulfill fundamental aid coordination, policy making, 
regulatory, normative, budgetary and administrative functions. 

d) Initiate long-term process toward financial sustainability by 
building an analytic base, and developing financially 
sustainable model(s) of service delivery. 

2. Donor Experience 

1.33 In 1989 the Bank provided funding through a non-reimbursable 
technical cooperation for the preparation of prefeasibility and 
feasibility studies for a regionalization of health services. The 
prefeasibility study began in 1991 and was interrupted due to the 
political crisis; ultimately, it was deemed unacceptable by the 
MSPP. In 1995, the technical cooperation was reactivated, and the 
Government and the IDB agreed to use the remaining funds to support 
the preparation and implementation of  the recently developed policy 
through short-term, targeted studies. The feasibility study, 
therefore, was replaced with a series of short-term studies 
designed to provide information for the preparation of the 
investment program described in this document. 

1 . 3 4  Since 1995, execution of the technical cooperation has been a 
positive experience. The MSPP selected a suitable team, which has 
quickly mastered IDB regulations and guidelines. Using short-list 
procedures, the team has selected and contracted with several 
consulting teams to conduct studies, and followed through with all 
commitments made to date. 

1.35 Other donors, including the World Bank, USAID, the Pan American 
Health Organization, and the European Union (EU), have a longer 
tradition of working in the health sector. The main lessons that 
can be drawn from most donor experiences are: (i) address 
structural constraints impeding the delivery of quality health 
services in general, rather than focusing exclusively on vertical 
disease control programs; (ii) overcome obstacles to implementation 
caused by lack of technical and managerial capacity within the 
MSPP; and (iii) avoid the tensions that arise when executing units 
outside of the Ministry take on parallel technical functions. 

1 . 3 6  Currently, all major donors are supporting development of the UCS 
model and, with it, deconcentration of  central Government authority 
to the Departmental Directorates. To this end, for example, IDB 
and USAID collaborated with the MSPP in conducting a consensus 
workshop on the implementation of the UCS strategy; IDB and the 
World Bank joined together to design studies of  UCS financing; and 
the IDB and MSPP organized a workshop on UCS financing. In 
addition, major donors are seeking consistency and coherence in 
policy prescriptions. IDB, the World Bank, USAID and the European 
Union collaborated in the preparation of a public expenditures 
review that generated recommendations for reallocation of public 
spending. Importantly, the European Union has expressed interest 
in ensuring that the policy conditions on its budget support are 
consistent with those attached to the current IDB program. 
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II. THE PROGRAM 

A .  Obi ectives 

1. Goal 

2.1 The goal of the program is to support the Government's efforts to 
improve the health status of the Haitian population by enhancing 
the quality, efficiency and equity of health services provided by 
public and private institutions in the national health system. 
Over the long term, this program will contribute significantly to 
the development of an integrated and sustainable health care 
delivery system, in which both NGO and public providers are working 
efficiently and in a coordinated manner to maximize coverage and 
quality of basic health service delivery. 

2. Obiectives 

2.2 Given the severity of the problems in the health sector, as well as 
the harsh economic realities of the country, only the initial steps 
toward achievement of  the long-term goal will be realized within 
the context of the proposed program. The specific and more modest 
objectives of the program are: (i) to improve the quality of and 
access to both public and private health services in a way that is, 
over the long term, both financially and institutionally 
sustainable; g/ (ii) to increase the efficiency of services at 
the national level; and (iii) to develop innovative models for 
financing and delivery of basic health services that are replicable 
at the national level.. 

B .  Program Overview 

2.3 A s  shown in Table 3 ,  the program is designed to address a set of 
persistent problems that have limited the sector's ability to 
improve health conditions. Capitalizing on existing strengths and 
resources, including the active NGO sector and aid community, the 
program seeks to support establishment or strengthening of local 
health networks for delivery of cost-effective health services; 
strengthen support for these networks at the Departmental and 
central levels; create a funding channel for domestic and 
international financiers to contract for health services; and 
initiate movement toward a financially sustainable system that is 
responsive to consumers. 

- '' Approximately 1 million beneficiaries will be covered during Phase I of the program; 
1.0 million will be covered during Phase II. 

another 
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Table 3. Correspondence between Sector Problems, Project Strategies nd Pro ject  Components 

Major Secta ProbWSymptans 

" High rates of preventable morbidity 
and mortality 
* Poor access to quality hedth 
services 
* Inequitable distribution of benefits 
01 public spending 

a tack of coordination of public and 
private sectas 

* lack of effective targatuig to 
populations and health conditions 
* Ineliicient use of external aid 
* tack of capacity for policymaking. 
normative and administrative functions 

* Chronic underfunding of health 
services 
* Unresponsiveness oí public services 
to demand 

System Strengths and 
Resources 

Active NGO sector, 
particularly in rurd areas 

Active c m n i t y  
participation at Oepartmntal 
level 

Active lid c m u m t y  

Recqlnitim of benefits of 
decentraluation 

Increasing awareness 01 need 
for greater financial 
independence 

Project Objectives and Proposed Strategies 

Impove quality of and access to baric hsalth 
SBIyiCBs by ertaMisNng and strengthening puüic- 
private partnerships lor service delivery. building on 
existing resources. 

Support quality service delivery by increasing the 
capacity 01 the Oepsrttmntal Directorates to create 
and supervise daparimnt.wida p l m  

Increase efficiancv and euuity of use of domest! 
do sources by increasing the capacity of the Ministry 
o1 Puhli Hedth and Popuiation to lullill f d n i e m a l  
policymaking nonnative. buhetary and achinistrative 
functions. 

Increase efficiency and equity of use of external - by i np rovh  coordination and monitoring 
of aid. 

Initiate Iw - te rm process toward financial 
sustainability by building analflic base, and 
developing financially sustainable mdel(s) 01 service 
deliverv. 

Project CanponnntslSubcanponents 

Can~pWrnt I: Dswlopmrnt of rho 
UCS M& 
.Extenrim 01 Baric Care 
Management Rehab and HMIS 
~Cmmity Participation 

Cmwnrnt II: lnsîitutionù 
Stmtthming o f  DspWnrntal 
Dinetonrrr 
-Management. Coordination ami 
Suparvision 
-HMIS 

~~ 

Cmponmt Ill: Institutional 
StmgthMing of Cantmi Dimctontw 
-HMIS 
-Managemm and Admnistration 
-National Health Cmmissim 

Cmwrnt IE ViWlity md 
Pm#nmm of th# Rom-ganihd 
Svrtrn> 
-Revenue Ganarati Demos 
.Analytic Base 
.Sustainable Financing Plan 

2 . 4  The program will emphasize and allocate most of its resources to 
the reorganization, management and supervision of health services 
at the Departmental and local levels o f  the health system. 9/ 
This will reinforce the Government's policy of decentralization, 
and will target the program's resources to levels closest to the 
community. It ensures that the program will generate immediate 
benefits for poor households, as well as longer-term benefits for 
the system as a whole. The program will provide integrated 
technical assistance, training, material inputs and targeted 
recurrent cost support for the provision of a mínimum package of 
services. In some cases, the program will strengthen networks that 
are already established and functioning (pre-UCS) with the 
provision of targeted managerial and clinical training and marginal 
improvements in the physical conditions. The greatest contribution 
of the program to these existing networks will be the creation of a 
channel for reliable financing for health services under 
performance contracts. In most cases, however, the program will 
assist with the creation of new networks, consisting of existing 
providers who currently operate with little interinstitutional 

- Given the overwhelming needs in Haiti, this project has chosen to focus on basic, cost- '' 
effective services and on the support functions they require. Therefore, the program 
supports only those activities at the Departmental and Central levels that directly affect 
access to and quality of basic health services. 
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coordination. Fundamental institutional strengthening will be the 
first contribution of the program. After institutional capacities 
have been increased, partner institutions in the network will be 
eligible for financing under performance contracts. 

C .  Geographic Focus 

2.5 The regional focus of the program--that is, where service delivery 
will be directly supported--will be the North, Northwest, Centre 
and Artibonite Departments. These areas were chosen because of 
their needs, lack of other large donor projects and potential to 
serve as models for the other departments. Together, the coverage 
of the program in these departments could reach approximately 2.0 
million Haitians (or about 28 percent of  the total). The majority 
of the beneficiaries would be poor women and children under 5 
years, who currently experience the greatest health risks. Table 4 
presents salient features of the departments. 

Table 4 .  Features of the Health Sector i n  Four Departments 

Ospartment Population Hospitals Health Diip. ucs MSPP üudgrt (1996. 
roooi) Canters 971 

Itnillion Gourdes1 

Table 4 .  Features of the Health Sector i n  Four Departments 

Nation4 6,902.6 49 200 405 58 450,000 I 

North 127.6 1 20 30 9 45,653 

Northwest 399.5 1 11 46 6 15,117 

Centre 470.3 2 11 31 6 32,804 

Artiboite 963.1 4 21 52 6 16,763 

Nation4 6,902.6 49 200 405 58 450,000 

Notes: Information on populatiffl and health facilities from background study on decentrdizatim, covering bath public and private facilities. Nunber of UCSs 
from UCS Conssnsus Wotkshop, Oecember 1996; MSPP has not officially agreed to list of UCSs, therefore these we provisional figures. MSPP budget data 
from background study on decemrdizatiffl. 

2.6 The program also will have national impact in several ways. First, 
it will support Central functions of the MSPP, thereby having 
positive effects on health service financing, management and 
delivery throughout the country. Second, the program will support 
preparation of a plan for long-term financial sustainability of the 
system. Third, the development, implementation, evaluation and 
adjustment of the service delivery model has important 
demonstration effects for all geographic areas. 

D. Program Phases 

2.7 The program, conceptualized as one six-year operation with a total 
estimated cost of US$50.0 million (Bank financing of $45.0  
million), will be implemented in two three-year phases, each 
supported by a Bank loan o f  USS22.5 million. Approval of the 
second phase will be triggered by verification that 50 percent of 
the resources of Phase I have been committed and that satisfactory 
progress for the first 24-month period have been made. (See 
Chapter III ("Execution") for procedures proposed for Board 
approval of the second phase.) 
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E. Components 

1. Development of the UCS Model (Amount: Full Program: USC26.2 
million: 52.4 Percent of Total Cost: Phase I: USC14.7 million; 
Phase II: USC11.5 million) 

2.8 This component will support the implementation of a local health 
network (UCS) model of health service delivery in four geographic 
areas and the establishment of a funding channel for those 
services. For each of the approximately 27 UCSs, support will be 
based on a comprehensive UCS Plan initially prepared by a working 
group (IIgroupe de pilotage") identified by the corresponding 
Departmental Directorates. 

2.9 Investments under this component will lead to development of UCS 
Plans, establishment and functioning of UCS councils, strengthened 
institutional management capacity for improved quality and 
efficiency of service delivery, and provision of an essential 
package of health services to a large share of the Haitian 
population. During Phase I of the program, these activities will 
be tested in approximately 15 UCS health networks; by the end of 
the six year program, approximately 27 UCS networks will be 
functioning. 

2.10 Through an integrated package of small-scale construction and 
rehabilitation, technical assistance, training and financing of 
recurrent costs for services through performance agreements, the 
component supports activities in three subcomponents: 

(a) Extension of Basic Health Services 

2.11 Support for the extension of basic health services has three 
dimensions: (i) it will allow more, better quality and more cost- 
effective basic health services to become accessible to poor 
households in rural areas; (ii) it will stimulate public and 
private providers to specialize in the provision of essential 
health services, consistent with the Government's health policy and 
with international standards; and (iii) it will create a financing 
mechanism through which the Government and donors can channel 
resources in a way that rewards efficient provision of good quality 
services. The first two dimensions are expected to confer 
immediate health benefits, while the third will contribute to the 
search for sustainable financing strategies over the long term. 

2.12 In this subcomponent, a portion of the proceeds of the loan will be 
used to finance contracts and/or performance agreements that will 
subsidize delivery of a basic package of health services to a 
geographically-defined population. The agreements will be made 
between the MSPP and approximately 27 health service networks 
(UCSs) in four departments. The subsidy will range from US$3 to 
üS$6 per capita, as determined through methods described in Chapter 
III, Section D. 
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(b) Management, Rehabilitation and Health Management 
Information Systems 

2.13 This subcomponent provides packages of technical assistance, 
training, small-scale rehabilitation inputs, and equipment to 
support establishment and strengthening of approximately 27 UCSs 
and their partner institutions. Given the wide variation in local 
conditions and existing competencies at the UCS partner 
institutions, each UCS will be able to draw down program assistance 
based on its individual UCS Plan and on its management capacity. 
This will permit non-functioning UCSs to receive the assistance 
that they need to get started without overwhelming their absorptive 
capacity. This approach also will allow programs that are already 
functioning as "pre -UCSs" to quickly develop as development models 
for other UCS and to serve as sites for operational 
research. D/ 

2.14 Investment program assistance will include technical assistance and 
training in planning and management, management information 
systems, financial systems, supplies and logistics and training, 
environmental control, personnel management and supervision, and 
continuing medical and nursing education. The provision of small- 
scale construction and rehabilitation of dispensaries and health 
centers, and basic equipment for those facilities will also be 
based on the approved UCS Plans. No infrastructure and equipment 
inputs will be provided prior to the initiation of technical 
assistance and/or training to support management strengthening. No 
significant support to hospital-level services is foreseen. 

(c) Community Participation Initiative 

2.15 Financing for technical assistance and local workshops will be 
provided to ensure systematic attention to obtaining community 
input for preparation of the UCS Plan, creation of local health 
council for oversight and eventual management of the UCS, and 
dissemination of  information about the activities of the UCS and 
its partner institutions. 

2. Institutional Strengthening of DeDartmental Directorates 
(Amount: Full Program: USC9.7 million: 19.4 Percent of Total 
Cost: Phase I: USC3.9 million: Phase II: USS5.8 million) 

2.16 This component will strengthen the capacity of the MSPP 
Departmental Directorates to support basic service delivery in the 
four geographic areas under the program using the UCS model. The 
inputs financed by this component--technical assistance, training, 
small-scale rehabilitation of offices and basic office and 

- 10/ Due to the foundation established by other donors' investments, and planning activities 
financed under the IDB Technical Cooperation ATN/SF-3404-HA, several "pre-UCS," such as 
Maissade, St. Marc, Cap Haitian and Henche, are nearing completion of their development 
plans, and are able to assist other UCS that are not as far along. 
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2.17 

communications equipment--will facilitate implementation of the 
Government’s decentralization policy. 

It is expected that the results of the investments under this 
component of the program will be improved supervision, coordination 
and planning capacity to ensure higher quality, and more accessible 
health services in four departments. Phase I investments will 
focus on the building up core capacities, primarily through the 
provision of technical assistance. Phase II investments will 
strengthen and expand the health and management information system, 
as well as the physical infrastructure o f  the departmental offices. 

(a) Management. Coordination and Supervision 

2.18 Based on an assessment of needs, this subcomponent provides 
technical assistance and training to the four Departmental 
Directorates in planning, management of human, financial and 
material resources, quality assurance, supervision and logistics. 
Each of these functions is required to support the new approach to 
service delivery and financing embodied in the UCS model. 

2.19 This subcomponent also provides support for small-scale 
rehabilitation of the offices of Departmental Directorates to make 
them functional for the expanded and strengthened roles of the 
units under a decentralized health system. 

(b) Health and Management Information System 

2.20 This subcomponent provides technical assistance and equipment 
necessary for the establishment of  a basic health and management 
information system (HMIS). The HMIS will allow the Departmental 
Directorates to receive and analyze information from the UCS level. 
This information system will be used for discussion, trouble 
shooting and feedback to the UCS management team, as well as 
reporting to the Central MSPP. 

3. Institutional Strengthening o f  Central Directorates (Amount: 
Full Program: USC4.5 million: 9.0 Percent of Total Cost; Phase 
I: USC2.5 million: Phase II: USC2.0 million) 

2.21 The objective of this component is to improve the capacity o f  the 
Central MSPP in the areas most critical to fulfilling its role in 
making policy, setting norms, preparing and enforcing regulations, 
and financing the delivery of services to poor populations using 
domestic and external resources. Primary inputs are technical 
assistance and training, with limited funds being set aside for 
equipment. It is expected that this component will yield improved 
capacity in key support areas, and improved coordination of 
external aid. Phase I investments will focus on strengthening the 
core capacities at the central level, primarily with the provision 
of technical assistance and limited equipment. Phase II 
investments will intensify efforts toward sectoral and donor 
coordination. 
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(a) Health and Management Information System 

2 . 2 2  This subcomponent provides technical assistance and equipment 
necessary for the establishment of a basic health and management 
information system. The HMIS will allow the Central MSPP to 
receive and analyze information from Departmental Directorates. 
This information system will be used for discussion, 
troubleshooting and feedback to the Departmental management teams, 
as well as reporting to the Government and partner agencies on 
health sector operations. 

(b) Management - and Administration 

2.23 Support will be provided for technical assistance and training in 
planning and management, operations research, quality assurance, 
training, supervision, health communication, financing and 
regulatory systems, and human resources management. 

(c) National Health Commission and Aid Coordination 

2 . 2 4  This subcomponent will provide support for the creation and 
operation of an intersectoral advisory body, which will serve as a 
forum for exchange of information, coordination across ministries, 
and representation of the views of private non-profit and for- 
profit actors in the health system. In addition, this 
subcomponent will provide support for several aid coordination 
workshops and follow-up, including dissemination of workshop 
results, one-on-one meetings with donor agencies, and targeted 
studies related to aid coordination. 

4 .  Viability and Permanence of the ReorEanized - Svstem (Amount: 
Full Program: USC4.2 million: 8.4 Percent of  Total Cost: Phase 
I: USC1.3 million: Phase II: USS2.9 million1 

2 . 2 5  This component supports the initial steps toward financial 
sustainability of the health system by using, maintaining and 
updating an analytic base, developing a consolidated accounting of 
sources of health finance, evaluating revenue generation 
experiments, and preparing a workable plan for health system 
financing. Inputs for this component include technical assistance, 
training and workshop support. It is expected that a limited 
number of revenue generation demonstration projects will be 
initiated during the first phase of the program, and some survey 
data collection will be conducted; however, most of the activities 
under this subcomponent will occur during the second program phase. 

(a) Revenue Generation Demonstration Projects 

2 . 2 6  This subcomponent provides technical assistance to UCSs and partner 
institutions for the design of strategies to raise revenues. These 
strategies may promote local revenue generation through the 
provision of health services (e.g., user charges, local health 
insurance systems, or other mechanisms), or through the provision 
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of non-health related goods and/or services (e.g., production and 
sale of handicrafts by NGOs to cross-subsidize health services). 
The approaches used will depend on local conditions, and will be 
proposed in the UCS Plan. Assistance will be provided by both the 
Executing Unit and external technical assistance for development 
and monitoring of resource generation pilots. In addition, this 
subcomponent will support the external evaluation of the various 
revenue generation experiments across UCSs, and provide an analysis 
of the lessons learned, such as estimates of the proportion of 
total costs that can reasonably be covered through user fees in 
rural areas. 

(b) Analvtic Base 

2.27 This subcomponent finances the use of existing data and support for 
a set of studies related to public and private expenditures, and 
the costs of service delivery in public and private institutions. 
The studies would provide, for example, the technical information 
required for national health accounts and for the preparation of a 
"vulnerability index" that can be used to weight allocations from 
the central Government in a way that takes economic and gender 
equity into account. The studies will provide the analytic 
underpinning for a sustainable financing plan. 

(c) Sustainable Financina Plan 

2.28 This subcomponent supports the preparation of a plan for 
sustainable financing at a national level. Technical assistance 
and support for workshops will be provided to synthesize 
information from the two other subcomponents (Revenue Generation 
and Analytic Base), and to gather input from interested parties. 
Under this subcomponent, the MSPP will develop a detailed and 
comprehensive 10-year plan for phasing out of donor support, and 
phasing in increased domestic (public and private) funding through 
mechanisms that promote equity, efficiency and responsiveness to 
consumer choice. 

5. Evaluation and Administration (Amount: Full Program: USs5.4 
million: 10.8 Percent of Total Cost: Phase I: USC1.4 million: 
Phase II: USC4.0 million) 

2.29 This component supports administrative costs of the program, as 
well as the considerable investment in evaluation of the process 
and impact of program activities. Included under this component 
are all consultancies and workshops required for the progressive 
design of the program (i.e., assessing progress and obstacles under 
Phase I, and preparing Phase II workplans). 

F.  Linkage Among Components 

2.30 The components of the program are linked, although they are 
sufficiently independent so that slow progress in one area will not 
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significantly impede progress in others. The linkages can be 
summarized as follows: 

All support to the Departmental level in Component 2 is 
targeted at key functions that help to sustain quality and 
access improvements at the UCS level in Component 1. 

All support to the Central level in Component 3 is targeted 
at key functions that help to sustain supervisory, planning 
and coordination improvements at the Departmental level in 
Component 2. 

The sustainable financing plan (Subcomponent 4 )  builds on 
information generated through implementation of the UCS 
Plans (Subcomponent la). 

The sustainable financing component (Component 4 )  generates 
information that will be disseminated and discussed by the 
National Health Commission (Subcomponent 3c). 

Community participation initiatives (Subcomponent ic) will 
contribute to the success of revenue generation experiments 
(Subcomponent 4a), given the need for the providers of 
services to gain information about and respond to local 
demand, and to take advantage of  local resources. 

G. Program Costs and Financing 

1. Program Costs 

2.31 Total program costs are estimated to be USS50.0 million, of which 
USS45.0 million will be financed with Bank funds. The breakdown of 
costs for Phase I is summarized in Table 5. The cost estimates 
from non-infrastructure and equipment activities are drawn from 
action plans and corresponding levels of effort prepared for each 
of the program activities. Estimates of infrastructure and 
equipment costs are based on an analysis of needs prepared with 
input from the Departmental Directorates. The cost of financing 
service delivery is based on estimates of targeted populations in 
each region and the cost of services to be provided; estimates for 
these can be found in background documents produced during program 
preparation (Study on UCS Implementation; Background Study on 
Decentralization; Background Study of Departmental Investment 
Priorities). It is important to note that the estimated costs of 
services and other activities are subject to revision during the 
Phase I evaluation. 

2. Financing Plan 

2.32 US$45. O million equivalent represents 90 percent of  total program 
costs. Correspondingly, the Bank-financed portions of the Phase I 
and Phase II loans represent 90 percent of sub-program costs. The 
Government will finance USS5.0 million equivalent, or 10 percent of 
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CATEGORIES 

total program costs, divided into the two phases. Given that this 
is considered a Poverty Targeted Investment, the matrix is 90/10. 
The total execution period for each phase will be 36 months, with a 
disbursement period of 40 months. 

IDB GOH TOTAL X OF 
TOTAL 

TABLE 5 
PROGRAM COSTS AND FINANCING PLAN FOR PHASE I 

(US$ thousands) 

Consultancies 

Institutional Strengthening of the Central Directorates 
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I I I I 

Financial Costs 

850 I 200 I 1 0 5 0  I 4 . 2 %  I Subtotal 

I 
~ ~~ 

Inspection Fees 250 I 250 I 1 . 0 %  

600 I 600 I ~ 

2 . 4 %  

Credit Commission 200 I 200 1 ~ 

0 . 8 %  
I I I 

GRAND TOTAL I 22500 I 2500 I 25000 I 100.0% 
I I I 

SHARE OF TOTAL 9 0 . 0 %  I 10.0% I 100.0% I 
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III. EXECUTION 

A .  

3 . 1  

3 . 2  

3 . 3  

3 . 4  

Design Principles 

Several principles underlie the design of the program: 

1. Incorporate learning and flexibility 

The program is designed to allow for systematic evaluation and 
adjustment at key stages in implementation. By utilizing a 
"progressive design" in two phases, both the Bank and the 
Government are able to articulate clearly the program's objectives, 
scale and scope. At the same time, the parties are able to respond 
quickly to lessons from experience and to new needs as they emerge. 
For example, during the first two years of the program it is 
anticipated that a variety of UCS organizational structures will be 
tested; at an interim evaluation, positive and negative experiences 
will be reviewed, and the lessons inferred will inform later 
decisions about the organizational structures that will be 
supported. 

2 .  Allocate resources on the basis of demand and absorption 
capac i tv 

Each UCS (or Departmental or Central Directorate) will "draw down" 
program assistance based on individual action plans rather than on 
a central plan that "pushes down" activities and assistance. The 
merits of this approach are as follows: (i) It emphasizes 
decentralized planning and avoids over-centralization of program 
activities at the national level. This also helps create program 
ownership and a participatory approach at the peripheral level to 
drive the program. (ii) It allows existing "pre-UCSs" to access 
resources quickly and to serve as development models for other UCS. 
At the same time it permits non-functioning UCSs to receive the 
assistance to get started without overwhelming their absorptive 
capacity. u/ (iii) It simplifies planning and budgeting for 
the Coordination Unit ("cellule de coordination", or CC) . The CC 
plan/budget will anticipate the demand for each type of assistance, 
e.g., "rehabilitate 50 dispensaries during 1998," without having to 
specify the location of the 50 dispensaries ahead of time. (iv) It 
can create a positive competition between UCSs (o r  Directorates). 

3 .  Anticipate and avoid bottlenecks 

implementation of several parts of the program will benefit from 
strategies that seek to eliminate potential bottlenecks to decision 
making. For example, in the implementation of Component 1 (UCS 
Model), UCS Plans are submitted to be approved by Departmental 

- 11/ A five-level ranking system has been prepared to classify UCSs according to their readiness 
and absorptive capacity, The system ranks the UCSs on the basis of functioning 
infrastructure, community organization, and coordination among partner institutions. 
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Directorates. This system is designed to reinforce the newly 
decentralized functions of the MSPP, but it has the potential to 
impede program implementation if turn-around time at the 
Departmental level is long. Therefore, the UCS Plan can be 
submitted directly to the program executing unit if the 
Departmental Director does not respond within 10 working days. 

4 .  Plan for transfer of responsibilities as capacity grows 

3.5 Current weaknesses of the MSPP imply that it is unlikely that a 
program of this size could be effectively executed in a timely 
manner without the establishment of a coordination unit. While the 
CC will not have a cadre of technical personnel, which would 
duplicate the work of the Ministry itself, it will have 
responsibility for the program's planning, administrative and 
evaluation functions. However, as program activities strengthen 
the capabilities at both Central and Departmental levels, some CC 
functions can be integrated into the daily work of the two 
Ministerial levels. 

B. Organizational Structure for Program ImDlementation 

3 . 6  The executing agency will be the MSPP, which will establish 
acoordination unit ("cellule de coordination") for the 
implementation of the program. Within the organizational structure 
of the MSPP, the CC will be under the Directorate of Planning and 
External Cooperation and, after approval of action plans, will be 
delegated the authority to coordinate program activities and 
approve disbursements to all other relevant units of the Ministry, 
including Central and Departmental Directorates, and participating 
UCS lead institutions. 

1. Coordination Unit Mission and Functions 

3.7 The mission of the CC will be to coordinate the realization of all 
program activities. The functions of the CC are to: (i) prepare 
plans of operation for each component of the program, in 
coordination with the relevant MSPP units (the plans of operations 
are summaries of the detailed workplans for each subcomponent); 
(ii) prepare all relevant documentation related to the satisfaction 
of contractual conditions; (iii) contract and supervise firms and 
individuals for provision of goods and services; (iv) participate 
with relevant units of the MSPP in the elaboration of terms of 
reference for training and technical assistance; (v) ensure 
compliance with the program schedule of activities; (vi) develop 
and maintain a technical and financial information system for 
program activities; (vii) disseminate information about the 
program; (viii) prepare requests to the Bank for disbursement, with 
the required supporting documentation; (ix) establish an accounting 
system that permits adequate control over the utilization of 
program resources (both Bank and counterpart funds); (x) prepare 
periodic technical and financial reports using standard formats; 
(xi) provide technical assistance to other units o f  the Ministry; 
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3 . 8  

3 . 9  

(xii) comply with contractual conditions established in the loan 
contract; and (xii) coordinate the conduct of periodic evaluations 
and phase design exercises. 

2. Coordination Unit Structure and Composition 

At the start of the program, the CC will be composed of five to 
eight professionals in the following specialty areas, as shown in 
Table 6 .  All members of the CC will be contracted to the unit for 
two-year periods. Contract renewals will be based on performance 
evaluations that are incorporated into periodic evaluations. The 
key positions that must be filled prior to first disbursement are: 
Coordinator (i), Technical Specialist(s) ( 1 - 3 )  ( 3 ) ,  and Financial 
Specialist (1) . 

Table 6. Staff im of the Coordinatia 

Position 

Cwränator (11 

Technical Specialistls) 11-31 

UCSs and Depts. North N a t h s t  

UCSs and Depts. Centre, Artibnnite 

Central and sustainable lmancim 

Financiai Soecialists (21 

Administrator Il) 

Information Specialist (1 I 

Responsibilities 

Oversee progress of all prqect activities and 
cmyiliance of procedures with Bank reauirmnts 

~ 

Prepare plans of operatim for the activities under 
lhe¡¡ donan; ensure timely hplementation of 
activities; provide technical assistance to 
departments 

Provide financial and admnistrative support for all 
prqect activities, including maintenance of 
accounting records, processing äsbursements, 
maintaining administrative records, contracts and 
the carrying out of related activities; review all 
contracts and make payments for activities 
approved by the technical cwrúnators 

Provide support within the CC 

Establish and maintain one or more databases for 
the storage and manipulation of information abwt 
project activities, and about Ministry activities 
related to areas of project interest 

hit 

Transfer of Responsibility by Phase II 

These funct im will b transferred 10 the 
corresponding MSPP Departmentai Directorates 
and the Planning Directorate at the central level 

These functions will be transferred to th 
MSPP financial DireClMate 

These funct im will b transferred to the 
MSPP Planning Directaate 

During at least the first six months of the program, the CC will 
require external technical assistance, particularly in the areas of 
preparation of Plans of Operation, and creation of the information 
and accounting systems. In view of the importance of adequate 
dissemination of information about program activities, the 
consultants will also be required to organize workshops with 
relevant Ministry units. 

3 . 1 0  As a condition prior to first disbursement of the financing, the 
Borrower will present evidence to the Bank that it has created 
under the Directorate of Planning and External Cooperation (DPCE) a 
coordination unit ("cellule de coordination") for project execution 
and has staffed it with professionals meeting the qualifications 
outlined above. 
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C .  

3 . 1 1  

3 . 1 2  

3 . 1 3  

3 . 1 4  

3 . 1 5  

3 . 1 6  

General Operational Guidelines 

1. Workplans 

A l l  program activities will be conducted based on the preparation 
of workplans. Separate workplans will be used for each of the 
phases and for each of the subcomponents (i.e., there is a workplan 
for Phase I, Component 3 ) .  The technical inputs for these 
workplans are available in the background documents developed 
during program preparation. 

2. Operational Regulations 

All functions, activities, and procedures of the CC as well as for 
each of the components will follow Operational Regulations. The 
Operational Regulations will be elaborated to form the Operational 
Manual for the program, and may be revised as needed, subject to 
Bank approval. 

Prior to first disbursement, the Borrowerwill present the final 
version of the Operational Manual of the program, which consists of 
the operational regulations. The Operational Manual will describe 
all of the functions, activities and procedures of the coordination 
uni ("cellule de coordination"), as well as each of the program 
components. 

3 .  Recognition of Prior Expenditures 

The Bank may reimburse the Borrower for eligible expenses incurred 
after loan approval and prior to loan effectiveness. A l l  such 
expenditures will conform with accepted Bank procedures. 

If as a result of the systematic reviews referred to in Section F 
or o f  other reviews in which the Bank participates, the Bank 
determines that counterpart resources for the Program have not been 
provided on a timely basis by the Government, the Government and 
the Bank shall withhold authorization of all new activities and of 
all new calls for bidding, price competitions, and any other form 
of contracting for the procurement of goods or services to be 
financed with resources of the loan, until the Government has taken 
adequate measures, to the Bank's satisfaction, to fulfill its 
counterpart obligations and to ensure that future counterpart 
resources for the program will be provided on a timely basis. 

4 .  Procurement 

Procurement of goods and services will be done according to Bank 
guidelines, as set forth in Annex B of the loan contract, and will 
be handled by the CC. Public international bidding will be 
renuired for the Drocurement of goods over USS350.000 and 
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construction contracts over USSi.0 million. l2/ In the 
operational annexes, guidelines and procedures pertaining to 
acquisitions under these amounts are presented. All contracting of 
consulting services will be done in accordance with Bank policies 
for the selection and contracting of consultants. 

5 .  Procurement of Information Technologv. - 

3 . 1 7  Prior to the acquisition of computer equipment for program support, 
the Borrower must present to the satisfaction of the Bank 
documentation on system design, that electrical and cabling 
requirements are completed, and that personnel required are 
available and trained in software applications to be utilized. 

D. Phase I Execution of Components 

1. Development of the UCS Model 

3.18 At the start of the program, when it is not expected that the local 
health councils will yet be fully functional, the Departmental 
Directorates in the four departments of the program will identify 
members of a working group for each UCS. Working group members 
will include representatives from the commune (commune doctor or 
local authorities), the community, selected health facilities, and 
NGOs working within the UCS geographic area. The working groups 
will prepare UCS Plans, following a standard format. Each UCS Plan 
will include information about the population to be covered, 
services to be provided, institutional capabilities of the UCS 
partner institutions, management technical assistance and training 
support required, rehabilitation and basic equipment needed by each 
of  the partner institutions, community participation efforts and 
proposed resource generation experiments. (The contents and format 
for a UCS Plan are available in the technical files.) In addition, 
the UCS Plan will identify the lead UCS institution and provide 
detailed information about its financial management capabilities. 
(This institution ultimately will be responsible for managing the 
funds providing under Subcomponent 1 in cases where the local 
health council does not have sufficient management capacity. ) At 
the discretion of  the CC, technical assistance may be contracted to 
assist the with the preparation of UCS Plans. 

3 . 1 9  Each working group will submit its UCS Plan to the corresponding 
Departmental Directorate, which will review and approve the plan 
(or return it to the working group for revisions). The 
Departmental Directorate will pass the approved plan to the 
appropriate Technical Specialist at the CC. 

3.20 The UCS Plan, once submitted to and approved by the Departmental 
Directorate, provides the basic information for resource 

- 12/ It is not anticipated that any contracts of this magnitude will be financed under the 
project . 
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allocation. It indicates the types of services provided by each 
partner institution, as well as the level of utilization. Based on 
utilization information, estimates are made of the population 
served, and a total subsidy is estimated for the UCS. For example, 
the total subsidy could be the sum of US$3 x number of individuals 
for public facilities and US$6 x number of individuals for private 
facilities. l3/ 

3.21 A performance contract or agreement is made between the UCS lead 
agency and the MSPP Departmental Directorate. The contract or 
agreement, in effect for a one-year period, establishes the set of 
services to be provided, the total population to be covered, the 
total amount of funds to be transferred, financial management 
standards to be met, monitoring and evaluation criteria, and 
penalties for non-compliance and/or malfeasance. Upon signature by 
both parties, the specified funds are transferred by check from the 
CC to the UCS lead agency or in cases where it has sufficient 
management capacity, the local health council. The lead agency or 
local health council is then responsible for forming subagreements 
and/or subcontracts with the partner institutions for the delivery 
of services. (Note that according to a legal opinion these 
subagreements and/or subcontracts are outside the scope of the 
program and need not be approved by the Bank or the MSPP, or follow 
a standard format.) 

3.22 To execute this subcomponent, the CC will assist the Departmental 
Directorate or take responsibility for: (i) preparation of 
contracts and/or agreements with the UCS for the delivery of health 
services; (ii) contracting for technical assistance and training 
services ; (iii) contracting for rehabilitation (the small works 
will not be scheduled to begin until after the initiation of 
technical assistance to the UCS); (iv) procuring equipment; (v) 
entering all monitoring and evaluation information presented in the 
UCS Plan into the program database; (vi) disbursing an advance 
payment for health services to the lead UCS institution, which will 
manage the funds. All civil works must conform to the technical 
and economic criteria established in the Operational Regulations. 

3.23 Prior t o  f i r s t  disbursement, the Borrower w i l l  present evidence t o  
the Bank tha t  i t  has delegated authori ty  t o  the Departmental 
Directorates i n  the departments o f  North, Northwest, Art iboni te  and 
Centre t o  contract f o r  services  with "Communal Health Uni t s" .  The 
UCS i s  the fundamental element of the decentralized national heal th  
system, and must meet c r i t e r i a  established i n  the Operational 
Regulations. 

- 13/ At the inception of the project, the subsidy rate will vary between USS3 and USS6, to be 
calculated based on the following factors: share of personnel paid by the public sector 
(ranging from 0-100, with a higher subsidy given for UCS that have a smaller proportion of 
public sector personnel); and types of services provided (full or partial package of 
services). Later in the project, the subsidy rates will be weighted with a "vulnerability 
index" to achieve economic and gender equity objectives; they will also be changed to reflect 
increases in community and household contributions through user fees and other mechanisms. 
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3 . 2 4  Prior to first disbursement, the Borrower will present evidence to 
the Bank that it has made the necessary provisions for a line-item 
in the MSPP budget for non-personnel recurrent costs of UCS. 

2 .  Institutional Strengthening of Departmental Directorates 

3.25 During the first 12 months of the program, each of the Departmental 
Directorates will develop a Plan for Departmental-level 
strengthening, based on a standard format. Technical assistance 
will be provided by the CC and/or individual consultants to support 
development of the Plan. Based on technical information included 
in the background study on decentralization, the Plan will include 
information about the geographic boundaries, and environmental and 
health conditions within the Department, the overall Departmental 
strategy, the management technical assistance and training support 
required, the rehabilitation and basic equipment needed, plans for 
creation of a health council in each of the UCS, and a list of all 
partner institutions in each of the UCS. In addition, the 
Departmental Plan will provide detailed information about the 
Directorate‘s financial management capabilities. It is anticipated 
that all four Departmental plans will be developed during the first 
six months of the program. 

3 . 2 6  The Departmental Plans will be submitted to the CC and reviewed by 
the DPCE for approval by the Director General. Once a Department’s 
Plan is approved, the CC will: (i) prepare requisitions for 
technical assistance and training services; (ii) prepare 
requisitions for rehabilitation (the rehabilitation will not be 
scheduled to begin until after the initiation of technical 
assistance to the Departmental Directorate); (iii) procure 
equipment; (iv) enter all monitoring and evaluation information 
presented in the UCS plan into the program database. All civil 
works must conform to the technical and economic criteria 
established in the Operational Regulations. 

3. Institutional StrenntheninE of Central Directorates 

3.27 During the first 12 months of the program, workplans will be 
developed in each of the following areas: governance, planning, 
financial management, information systems, human resource 
management, regulation, and quality assurance. The workplans will 
be prepared by working groups comprised of designated individuals 
from the relevant central directorates (e.g., for planning, the 
Planning Directorate; for financial management, the Financial 
Directorate). Technical assistance for development of the 
workplans will be provided by the CC and, and the CC’s discretion, 
external consultants. Based on the analytic work developed during 
program preparation (see Institutional Evaluation of MSPP, and 
Training Needs Study), the workplans will include information about 
the Directorates’ role under a decentralized system, a timetable 
and budget for activities, the management technical assistance and 
training support required, and basic equipment needed. It is 
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anticipated that workplans for all of the relevant areas listed 
above will be developed during the first 6 months of the program. 

3 . 2 8  The workplans will be discussed with the CC and submitted jointly 
by the CC and the Directorate to the General Director approval. 
Once a workplan is approved, the CC will assist the Central 
Directorates or take responsibility for: (i) preparing requisitions 
for technical assistance and training services; (ii) procuring 
equipment; and (iii) entering all monitoring and evaluation 
information presented in the UCS plan into the program database. 

4 .  Viabilitv and Permanence of the Reorganized System 

3 . 2 9  Two types of activities will occur under this subcomponent: (i) 
Technical assistance will be contracted by the CC to design and 
execute studies to build the analytic base for sustainable 
financing. These include a household demand study, a private 
sector cost study, a public sector cost study and a national health 
accounts study. Study results will be disseminated through 
workshops; and (ii) Based on approved UCS Plans, funds will be 
disbursed to UCS lead institutions to conduct and evaluate revenue 
generation experiments. 

5. Evaluation and Administration 

3 . 3 0  In addition to routine administration of the program, the CC will 
contract consultants to conduct evaluation of Phase I and design of  
Phase II activities and disbursement targets. 

E. SuDervision and Evaluations 

1. External Audit 

3 . 3 1  The Borrower, through the Executing Agency, will present annually 
the workplans and the financial statement of the program certified 
through formal external audits acceptable to the Bank. 

2 .  Annual ReDorts 

3.32  During the execution of the program, the CC will present progress 
reports on both physical and financial achievements, which will 
include : status of fulfillment of contractual obligations; 
progress on each workplan with impact indicators for all 
subcomponents; and indicators of progress as shown in the Logical 
Framework (see Annex 1). These reports should also include 
statements on activities programmed for the subsequent review 
period, with terms of reference for studies and consultants. 

3 .  Promam Supervision 

3 . 3 3  The Country Office will be responsible for the supervision of 
program execution. The Bank will carry out a series of missions to 
review the general advance of the program, workplans, and will seek 
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Categories 

Health Status 

immediate solutions for bottlenecks or other problems that arise 
during implementation. 

Verifiable Indicators By 24 
months 

50 Access to minimum package of services 1% of househdds in 4 departments1 

4 .  Phase I Evaluation and Design of Phase II 

Infrastructure and Ep ipnen t  

Financial System and Management 

Health facilities have adequate equipnent to provide ninnium package CA services 
I% of facilities in 4 departmentsl 

Health facilities are using minimum financial and management package 1% of 
facilities in 4 departmentsl 

50 

50 

I Planning and Manapment I UCS have development plans Inunber of UCS in 4 departmentsl - 1  15 

Planning and Manageniant 

Financial Managenient 

Departmental Directorates have annual and fou-year pians Inmber of directorates) 

Departmental Directorates use a financial system and modern management 

4 

4 

Planning and Management 

National Health Information System 

Central Directorates have an operational manual and fiveyear plan 1% of Central 
Directorates1 

Health facilities in tha country use c m o n  data collection forms W 

1 O0 

70 

Planning of the Financial System 

____ ___ 

Progressive and global draft plan of finmcing the health system prepared Ves 
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Caiponent 

UCS Model 

Departmental Directorates 

Central Directorates 

Financial Sustainabilitv 

5. Disbursement Schedule 

Year 1 Year 2 

2 . 4  4 . 0  

1 . 0  1 . 4  

0.7 1 . 3  

0.4 0 . 4  

Year 3 

6 . 0  

1 . 5  

0 . 5  

0 .5  

8 . 5  

42 

I Total I 4.5 I 7.1 

Total x 
12 .4  62  

3 . 9  19 

2.5 12 

1 . 3  6 

20.1 

1 O0 1 %  I 22 I 35 
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IV. BENEFITS AND RISKS 

A .  Benefits 

4.1 Program investments will have direct benefits for the Haitian 
population through two central mechanisms: (i) increasing the cost- 
effectiveness of the package of health care services; and (ii) 
increasing population coverage of health services. Using 
relatively conservative assumptions about these two factors, the 
effect of the program on health status can be quantified. Relevant 
indicators include the pre- and post-program number of disability- 
adjusted life years lost, or DALYs (taking into consideration both 
morbidity and mortality), and the number o f  deaths averted due to 
program interventions. The analysis covered benefits of the full 
program, rather than Phase I. (Details of this analysis can be 
found in the Economic and Financial Analysis, in the technical 
files.) &/ 

4.2 The total burden of disease without the program is estimated to be 
1,425,000 DALYs lost per year. This figure is net of the burden 
avoided--112,500 DALYs--from consumption of health services 
available in the absence of the program. With the program's more 
cost-effective package of health services, there is projected to be 
a net reduction in the burden of disease, equal to 104,215 DALYs in 
Year 1, a figure that drops to 94,333 by Year 6 .  The reduction in 
the burden o f  disease attributable to the program is therefore 6.7 
percent in Year 1, and 5.6 percent by Year 6 .  The present value of 
the disease burden avoided from the program over six years, with a 
5 percent annual discount rate, is 496,417 DALYs, or 5.8 percent of 
the present value of the burden of disease without the program. 
The cost-effectiveness of program funds is estimated at USS35.85 
per DALY saved, while the number of lives saved with the program is 
estimated at 12,410. 

1. Sensitivity Analysis 

4.3 This estimate is relatively robust to varying assumptions of out- 
of-pocket spending and price elasticity. If current per capita 
out-of-pocket spending on health care were US$ó.OO instead of 
USS4.50 (as assumed in the base scenario reported above), program 
impact would be greater: more beneficiaries would be covered by the 
program (almost 3.0 million people by Year 6 ) ,  the reduction in the 
burden of disease would be 6.1 percent, and the number of lives 
saved by the program would increase to 14 ,000  people. If current 
per capita spending were only USS3.00, or well below the cost of 
the basic package of USS4.50, the program beneficiary population 
would remain rather stagnant at 2.0 million people; the burden of 

- 14/ Indirect benefits will be generated by project activities that improve aid coordination, 
enhance health service supervision, and develop health and management information systems. 
These benefits, though real, are difficult to quantify, and therefore are excluded from this 
analysis. 
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4 . 4  

4.5 

4 . 6  

4.7 

disease would drop by only 5.4 percent, and the number of deaths 
averted would only be 9,000. Finally, if current out-of-pocket 
spending were USS4.50, as in the base scenario, but demand price 
elasticity were only -0.25, then program impact would be milder. 
This is so  because people would respond more moderately to the 
subsidy offered by the program. 

2. Benefits to Women 

A s  with most basic health projects, women and their children are 
expected to be the primary direct beneficiaries of program 
investments. It is estimated that approximately 840,000 women will 
benefit from better and more accessible health services during and 
after program implementation. (Among this population are nearly 
700,000 women living below the poverty line.) The types of health 
services provided, including enhanced maternal care, will 
disproportionately benefit reproductive-age women who currently 
experience high rates of morbidity and mortality related to 
childbearing. 

The mechanisms developed under this program for community 
participation in the management and financing of health care are 
anticipated to have positive effects on women. It is expected that 
local-level decision making will be more responsive to women's 
health needs, and social and financial constraints. 

Women will also benefit from training, in proportion to their 
representation as health workers. In addition, funds will be 
provided under the program for a set of special studies to examine 
the gender-specific impact of changes in the health system (see Box 
2); results will influence the development of the country's 
financing and other reform plans. 

Boi 2. Operationt Research Issues Related to Gender Differentials 
~ 

Given the lack of data on hedth financing m d  health seeking behaviors in Haiti, and the genaral lack of understanding of gender.specific impacts of health 
reforms, support will be provided under the project to conduct operatiaia1 stuäes that address the following questions: 

(II How does the impletmntat¡n of changes in management and staffing of health services alfect women's oppatuiities for employment in the health sector? 

(21 For differential weighing of resources between geographic areas. what is the optimal index to ensure sensitivity to social vdnarability? 

(31 How can cmmunity-based structures best integrate the participation of all health service users, m d  particularly women? 

(41 What process and ouicane indicatas we most appopriate lor monitoring the impact of chenges ai the health of wanen and ai gender-based inequalities? 

Note: There and other risearch priorities are described in Standing, 1997. 

All evaluation indicators related to utilization of health 
services, expenditures on health services, and employment of health 
workers will be disaggregated by gender. 
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3. Environmental and Social Viability 

4.8 

B .  

4.9 

4.10 

4.11 

4.12 

4.13 

Training of health workers in environmental management for health 
facilities is foreseen under the program. The small-scale civil 
works are not expected to have negative environmental impact. 

Pronram - Risks 

Two types of risks affect the potential impact of the program: (i) 
constraints to successful implementation; and (ii) constraints to 
long-term sustainability of program benefits. 

1. Constraints to ImDlementation 

Aside from standard risks associated with political instability and 
institutional weakness, implementation may not yield the 
anticipated benefits if the plans developed under the program--and 
particularly the UCS Plans--fail to adequately identify and respond 
to local health needs. This may occur if the working groups 
established emphasize the financial or political interests of the 
UCS partner institutions over the health needs (and demands) of the 
community. While several safeguards are in place, including the 
establishment of local health councils, this risk is inherent to a 
demand-driven approach to allocation of program resources that 
supports decentralized decision making. 

A second possible constraint to implementation is the potential for 
urgent needs to divert resources from investments that will bring 
about structural improvements in health service delivery. This 
could occur, for example, if the Government of Haiti could find no 
other sources of funds for its essential drugs program, and sought 
to reallocate a share of the proceeds of the IDB loan to procure 
and distribute medicine. To some extent, this risk is mitigated 
through the establishment of benchmarks for each phase. 

2. Constraints to Sustainabilitv 

Institutional and financial factors also influence the long-term 
sustainability of the program. Institutional sustainability--that 
is, the continued existence of and support for a mechanism to 
channel public funds to NGO providers--depends on continuing 
interest of the Government to form partnerships with the private 
sector, and on continuing (and growing) capacity of NGO providers 
to deliver services through performance contracts. The greatest 
risk to institutional sustainability, therefore, is the potential 
for a dramatic shift of course within the Haitian Government 
resulting from a backlash against private-public partnerships. 

Financial sustainability- -a central objective of the program as a 
whole--is dependent on the ability (and willingness) of the 
Government and private entities to generate additional revenues for 
health services, and to finance the recurrent costs associated with 
investments under the program. There are two types of recurrent 
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costs to consider, although one is far more significant than the 
other: (i) There will be a negligible increase in operational 
expenditures associated with capital improvements under the 
program. The small scale of the civil works and the minimal 
equipment purchases are not expected to increase the maintenance or 
other costs to the MSPP. (ii) To continue to cover the 
beneficiary population by contracting for health services through 
the UCS model will imply an increase in the MSPP's recurrent cost 
obligations. Applying assumptions regarding beneficiary 
contributions mobilized during and after implementation, it is 
estimated that the recurrent cost burden on the Government will be 
approximately US$3 million per year. This represents about a 10 
percent increase over the current recurrent budget, exclusive of 
external aid. i5/ Whether or not this level of additional 
spending is sustainable remains a question that cannot be answered 
with certainty, given existing knowledge of political and economic 
conditions. However, the program seeks to establish the funding 
channel, planning capacity, revenue generation and aid coordination 
mechanisms that will contribute to the likelihood that additional 
expenditures on health services can be achieved and used 
efficiently. 

- 15/ In absolute terms, this implies about a US$l per capita increase in expenditures for the 
population in the four departments. 
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Investment progran activities in fwc departments rmi cmtrikrte ta a natimd: 
1. Decrease in the infant mortality rate from 7411000 to 5011000 
2. Decrease in the chilmood mortdity rate from 13111000 to 11011000 
3. Decrease in the fertility rate f r m  4.6 to 4 

LOGICAL FRAMEWORK FOR THE MSPP/IDB INVESTMENT PROGRAM 

The creatim of a fuictimd C m M m  U i t  with the cgaeity to 
cmdnute t e c k a l  aid financial assistace targeted by the pgeet. 

The utiliuatim of p*ct resarces f a  targeted actirities. 

CONCEPTUAL APPROACH: Strengthen the support components o f  the heal th  system, especia l ly  a t  the C m n i t y  Health U n i t  (UCS) and departmental 
levels, t o  establ ish and sustain a M i n i m u m  Package o f  Services (PMS) a t  the comnunity and heal th  center levels. 
see attachment: A Conceptual Framework f o r  an In tegrated Health System o f  H a i t i  

60AL: Improve the hedth status of the Haitian 
popilatim 

PURPOSE Improve the quality, efficiency ad equty 
of hedth service provision by strengtheiq the 
support canponents of ai integrated and sustainable 
health cae  system in which both NGO and public 
providers are waking in an efficient aid caordnated 
m r .  

1.4 The coverage rates lutilizatim by the popilatiml increases by at least 10% fw each cmponent of the 
mimm package of services IPMSI 

- 1/ All indicators are for five years in the four departments assisted by the investment program except if otherwise indicated. 
- Ft-lS includes comprehensive child health; maternal health; reproductive health; control of transmissible diseases; medical-surgical 

emergencies; water and sanitation; essential medicines; health education; and basic dental care. 
Level 4 means that four basic services are available and functional on a continuous basis, but certain elements of the health services 3/  
are missing; comunity organization is active for the health program: population is covered by the institutional and comunity 
network, but not throughout the entire UCS. 

- 
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1. DevelopRnt of the UCS Ilode1 i n  Four Departnients 

Prograil Corpaients 

1.1. Planning and Management: Achieve 
an acceptable maiagement of UCS bared m 
advmed and appopiate pianriing 

1.2 Infrastructure and Equipment: Increase 
the capacity of ucss to povide the minmum I package of health services f w  their level of 
cmipkxity 

1.3. Supply l i ne  and Logrtim: EstaMish a 
WltrbUCS system of essential meäcine 
distribution that decreases stack-outs of 
essential medicine. 

Verifiable Indicators 

90% of UCS have a developnent plan that fixes the 
geqlrghic l i t s  of the UCS and its dynctives and 
mpiantation maegier (wt iculaly a strategy Ia 
effective participation of the popiatid 

90% of UCS are headed by a Cmmni tv  He& 
C m l  having a tectnicd capacity in the areas of 
general arhirlstratim, finares p e r d  stock 
management ad supervision of inrtitutiand pdicies 

90% of he& facilities of the UCS have the mcessay 
equpnent and the capacity to pmide the mi- 
pack- of services at their level of canplexity. 

90% of UCS have established a health m y  
CMlespanding t0 MTM 

90% of instiMim have the mirimm infrastructue 
n e c e w v  f a  their C ~ ~ O O M V  

100% of ucs health facilites sanitary of the ucs 
have a reliable stack of essential drugs. 

karis of Verification 

ucs Plan 

Repcuts of the camcils 

Evaluation 

S<iperviim repcuts 

Erahiarim 

Superviion repats 

tinpartant Conditions 

E s t & h g  a caitract between the 
Oepatmem and UCS Wak Graip f a  
the p*urattim of the ucs 
derekprrnt Pia 

The timing of the UCS 
hvdapr rn t  pian 

Lag4 status of couyils 

Aválabie resarces f a  the trgniq 
of c m i l s  

Exisîence of equipnem list by kvd 

Existence of norms la infrastructure 
and equipment 

F u n c t M  kpafmpntsl proeuement 
system 

Revision of acquisition procedues 

E i i s t m  of an essential medicine 
lin by level 

AvailaMty of p e r s m l  

Act i v i  t i  es 

s9me of the c m a c t  wim the UCS work @ r q  

Elabanim ni the UCS hvekpnent plais 

O k l i N t h  of mnrJanent tods in cl^ tho92 
c& the mnrJanent of the c m m n d  
resarces of UCSs 

hpkmnta t im  of laal health e m i s  

Acq!&bm ad dstrMm of equPnent 

Rehabihtatim of inframuctues 

Cmtuction of inframuctue 

hpkmnta t im  of maintenme system 

EstabLUh decentraked w t s  

E s t Y i n t  of minagement camittees 

D i W M t h  of t d s  fa stock m a q e m n t  

T r w  m stock minagement f a  depot persomel: 
Wakshoo 



s ixda i  Auwow 

E T  30 E ased 
5700-VH 
I XBNNV 
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Prograri Coilponen ts 

1.8 Education and Information for Health: 
Put in piae a locd system of informatim 
edueatim and cmmunicaticn by usiq locd 
c h l s  

1.9 Ouality Assurance and Operational 
Research Create a locd mechalm to study 
and solve problem and to scpenise the 
application of nimimun package of services 

Verifiable Indicators 

100% of UCS plans take into a c c m t  IEC 

90% of health faclities have a cderda~ of activities 
f a  IEC. and and ut ih  IEC mateti& 

70% of the p n g r a m d  IEC activities ae executed 

90% ni health facilities satisfy the n ~ m  of 
infrastructure and persanel, ¡.e., they are accredited 
by the depatmntd level 

1000% of reference hospitds benefit fran a system of 
gudity ~wance (Circle of û d i t y l  

25% of UCS utilize the Operat id  Research to seek 
sdutians for local problems 

kans of Verification 

Supervision reports 

ucs pia 

Accreditation Report 

Supervisim 

Reseach Protocols 

Reports 

Ilportant Conditions 

Reswces are avdabk f a  IEC 

Health institutkm ae accredted at 
the level of I pa tmsn t  

Elabaatim of a gude to evduate 
the satisfaction of health system 
users 

Activities 

O m n a t i o n  of IEC materials 

Tram of leaders ad c-ty ywpr m IEC 

use of tradmmdllocd channels of c m m m m  

Interventions by m w  media and o h  charnels 

Tramg of mutd wakers m IEC 

Create a system to qerv ise instituthm 

D i  of m and t r m  of r á t a y  
personnel cmcerniy matters of and m principles 
of O p e r a t i d  Research 

Establidrng a qudtty circle at the levei of 
reference hospitds 

National Conferem of UCSs to shae 
experiences, lessons leaned and OR resins 
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2. Institutional Strengthening of Departmental Directorates in fair departlents 
_ _ _ _ _ _ _ _ _ _ _ _  ~ 

Program Canpanentr 

2.1 Planning and Managament. Achieve 
decentrdized mn*pment of the health 
depatment based on mud ad f w  yea 
depatmentai pians which include thu 
developnent ad coordination of UCSs 

2.2. Infrastructure. Equipment and 
Human Resources To make Departmental 
Directions mare capable far their fuictions of 
plamng comrd ad codnat ion 

2.3 Supply System: inpiement a plan ad 
a functiond departmemd mechalm for the 
distribution of essentid medicines 

Vsrifiable Indicators 
~ ~ 

All Departmentd Directionr have ai amid 
piam taking into SCOUlt me follomng 
cmponents: the geographic dulmtatim of 

develapmnt ad the finaneing of UCS$ and 
cmmni t y  partlcipatim 

UCSS. the fMlMtiai Of CCSP, the 

All departmentd directims have the 
inírastructwe, equpnent ad necessacy 
hunan resources f w  their functioniq 

All departmental depots do not record stock. 
outs lasting me than 3 days foc the 5 most 
essential medicines 

Means al Vsnfiution 

Evduation 

Supervision reports 

Reports 

Supervision 

Orgaigran of Departmental Directorate 

Reports 

Supervision 

h ipa run t  Conä t imr  

Exinence of a f r a r m r k  ad tcd for 
planing 

DefWtim of a p h i n g  cycle 

Legd statute for he& cancilr 

Existence of q d i e d  p e r s m l  at 
departmentd kvel 

Centrd depots re fmt iot ing adequately 

Ham fa depots exist 

Ac î im t in  

Devdopnem of ai mud plan ad a plan 
for f a r  yea5 

Supervisim of 
ucss 

Instdlatial of health c m i l c  

Puri& errkutkm of mul plais 

T r m  in planing ad managsment for the 
Staff of the Departmentd Direction 

dabaatim of p l a ~  of 

Creation of a capacity f a  Mntenance of 
midl equpnent 

Evduaim of nec& of the D.D. in hman 
resarces, equpnent and m Umastructve 

Endomnent in hunn r e m c e s  

AcqUsitim of equpnnt 

Rehabilitatiai M cmstructim of 
Hifrasüuctve 

Create andlor reinforce departmentd depots 
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Program Components 

2.4. Health Information System IHISI 
Estahlishnent of a f u r t i a d  departmental 
hedth information system (HISI that produces 
epldemdogied and m a g e m n t  data that 
can help decisiamakhg. 

2.5. Financial management system 
Establish a f i m i d  system and a system for 
ai efficient and transparent dlccation of 

2.6. Community Participation Achieve the 
@¡cation of a decentrdiation @icy that 
strengthens the capacities of participation by 
the pqniiation 

2.7. Training, Suparvidon and Logistia 
Create a mechanism f a  inService trairiq 
ad sipervision of cmipetence of hedth 
p e r s m l  and strengthen the sipervision 
capaity of the Departmntd Direction 

YsrifiaMs Indcatar 

AU Departments participate in hedth 
infmnation system (HISI 

All depatments we data generated by the 
hedth infamatiai system (HISI to make 
deCiSiOnr 

All Deparmntd Directions use a f inar id  
system and modern m a n m n t  procedures 

All d e p a m n t d  pias have a cmponent of 
camunitv paticipation 

AU depampntr have ai inservice trahitg 
prograi and m e c h a r m  f a  supervision of 
cmpetence 

AU departments have a m t l ú y  supervision 
schedde 

50% of problems identifed at the UCS level 
are resolved appropriately 

Meant of Vonfication 

HIS Reports 

supervision 

~ 

Evaluation 

Audit 

~ 

Depatmentd Plai 

Evduatim 

Departmentd pian 

Sqmviuai  reports 

Evdwtion 

Impatant Condtions 

Existence of qwlifisd p e r s m l  
lephidagisi ad statistician) 

~ 

Modetriration of the acwning and finanehg 
m e m  

Existence of qualified p e r s m l  laccomtat 

Insíitutiondizatim of the cmmni t y  
participation 

Elaborate of the MSPP decentralization pdicy 

Chaiee of strategy f a  inservice training 

lqiemmation of the HIS at the 
deprmmd kvel 

Dirssminaim of tods fa data colleetion 

M r y p m n t  of health infamath with 
f e e & x k  

Strengthmig of depatmentd staff in HIS 
(trkhg, recruitment1 

~ 

l q i e m n t  ai æeeptaue f inar id  ad 
acewiting system 

ImpiRnent mecham0 for fniancid CMitrd 
and aikathm of appropriate resarces 

Strengthening of departmenid in æcomtiq 

Creation of C m ü s  

Awareness increasing caripágns 

Inplementath of milt isectad depatmentd 
CMiIS 

Elabaatim and q iemmat ion  of hsenin 
trahing at the deprbnentd 

Elatmratim of a depatmentd apwvisim 
pin 

Orgarization of supervisim visits 

Stre-ng of ripervision mecharm 
Idissemination of instrunents. irairing1 



Pragan Camponants 

2.8 Eduution and Infennation lor 
Health impkmnt a departmental plai fw  
mlamatim sducatim ad cammication 

cannu!jcatm 
IIECI by using local system of 50% of pogrsmied activities are executed 

75% of Departmental Oirect iw use 
Operatimd Research to seek sdutiw fw  
local problems 

50% of Departmental Oirectiw benefit f r m  
a system of UUdiQ c m t d  ICirck of OUdityJ 

2.9 Ouaiiíy Assurana and Operational 
Raserch: Create a local mechanism to 
s t d y  ad sdve problems ad to supervise 
the appiication of PMS ad management 
rmrm 

Reports 

Supetririon 

Verifiable Indicators M ~ n t  of Y e n f i u i i r n  
I 

AII Departmental ucs pians take into accwnt I IEC  PI^ 
IEC 

bnporruit Conditirnt 

Resources are adatin f a  IEC 
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A c t i w t i a  

Interventims f a  m d a  

Strengthm Departmental ad UCS capacity 
fa IFi! 

TI* of p e r m  in l t lB  p&*s of 
Oudity Assuaice ad D p e r a h d  Reraach 

Natimd Conference of UCSs to share 
experiences leraons k r n e d  ad OR r e d s  
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3. Institutional Strengthening of thecentral Directorates 

Prngrm Components 

3.1 Planning and management: Establish 
decentrdized maiagemem of the hedth 
system based m amid ad five yea 
pianng ad m appopriate nppat 
r n C h a i S l l l S  

Verifiable I n d i u t a s  

AU Centrd Drec t im  have a operationd 
amid pian based m the five yea MSPP 
pin 

70% of pngranned activities in amua! plan 
are executed 

100% of budaet fa amud dwi is disbumd 

Means of Verification 

Plan 

Evaluatim 

L n i u t m t  conditions 

Famd asipnan of persanel I o  @ate lhe 
five yea MSPP pin 

Knariedge of available hdgetay resouces 

Activities 

Ohgmtie imentay ad evduatian of 
-ids f a  centrd ad departmemd 
aectimr. 

Creaticm of five yea plam by the MSPP 

Di-c Mventsy ad evduatian of 
potentids f a  centrd ad departmentd 
drectaates 

Oevdopnent and disseminatiai of planing 
tods 

Suppat fa the elaboration of depaûnentd 
pim 

Development of an agaiizatimd ad iegd 
cadre fa the locd baith c m l s  

Suppat f a  w a k  m a Natimal Health 
Cmmirwm 

Suppat fa developnent of health ec&s 
c @ h t l e s  

Fuictiming strwtwe of the Centrai SUDpat 
hWI¡t&E fa ucs 

Strengtheiriig of the centrd staff m 
maiaiement I t ránim & i ü d  staffl 



Progm Cmponsnts 

3.2 Health Inf~matim Svr tm IHISI 
Establish a f u z t i m J  Hedm Infamatim 
Syrm (HISI by 0uppatHig the CASIS 
1-t Cmmittee f a  the Health 
Infamatim Svstanl 

Vsrifiabh Indicators 

90% of depaîments s u b i t  a quarterly 
cmpiete repat 

90% of institutimr in the cwntry use the 
s a m  &ta collect f a m  

Means of Verification 

Repats 

*rvisim 

Evaluation 

hwrtmt conditions 

Le CASIS d e s i  the HIS 
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Creatim ot a natimd Uri f a  infmnatim 
techndagy to est& a hncticml 
mfmnfiim n h w k  betwan the central 
unitr ald depaftmmal áectimr 

bnplementation oí HIS m a naimd =aie 

Developrrnt oí nmqemmt poeedues f a  
the HIS 

Produetian of bareline database dccunents 

E Q U ~  atfra.StruCMeS (depamd ad 
cemral level) in m i a l  nd cmpiter 
equipnent that use alternative energy 
souces 
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Progm Components 

3.3. Financial S p t m  and Regulation 
Oevelop ard adopt a progressiva ad adapted 

manapment system 
global pian to moderni2e the finaicial 

3.4 Training Increase cmipetenee of the 
prromel at the UCS, deparniemai ad 
centrai levels to unpiement the n a t i d  
health pdicy 

~ 

Verifiable i n d u t o r t  
~ 

75% of departments ad UCS wiich ae 
exmined successfully canpiete n mät 

50% of UCS benefit f r m  technicd suppat 

Number of persons trained by level ard by 
tvpe of training 

Meant of Verification 

Evaluatim 

Audit 

Nationd training pian 

hwrtmt Conätionr AiCtidtias 

ModetnUatim of the accamirg system ad 
mrypmem procedues 

D e f i R h  oí a inhimm mnr~emnt 
pack* IPMGI wim tmis mmr and 
procedues 

Impkmntaîian of a general irippectim u l t  

Sqmt f a  the preparatim of a cmrdidated 
budget 

Creaìm of a &ta base with f m i d  
infwmatim 

Elabwatm of a natimd pahcy f a  irmng 
and npervtstm 

Elabwabffl of a curictiun cmfamng to the 
needs oí the system 

Evaiuatim of tram needs 

Elabwatm of an i m v t c e  tran#ig pagtan 
and progran f a  traning oí new persmnel 
f a  the UCS 

Tramig of iranets at the central. 
deprtmntd ad UCS levels 

Data bars m iramg at the MMNI~I level 
mantmad by the Drectaate of Hman 
Rerarces 

Productiffl ad dffusim of raillirbJ materiais 



P r w m  Components 

3.5 Human Resources Have available 
quafied health persml 

3.6 Supervision Inerease the suppat 
capacity ad supervision by the Centrd 
Directim 

~ 

Verifiable Indiutas 
~ 

90% of p e r s m l  are recruted accwding 10 
estaüirhed mm 

90% of p e r s m l  ae evaluated scwdmg to 
e s t a b l i d  ncms 

All Centrd Directions have supervision $ans 

At least two supervision trips per department 
ae caducted 

50% of the p-oblems identifed at the 
depatment level are resdved approptiately 

Means of Verification 

Reports 

Analysis of dala bara 

Supervision reports 

hoor tan t  Conditiona 

S i t i i c a t i o n  of poeedues for accessing 
resaxces f w  supervision 
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Activities 

Revision ad mp*mntatia, of reerubnent 
mmo 

Disramation ad use of recru!ment mmo 

Ebatim of a career piai 

hnplementattim of software IM Miasanem 
of petnmiel and salaries 

Develop mechaian fa contrd ad 
accreätation of p e r s m p l  

Establish norms IOI p e r m 1  evdwtim 

Modernin p e r s m l  maiagemem 

Elaboration of m ad guidehslchecklists 
f a  sipafViSiffl O f  perSWl8l ad hedm 
facilites. 

Elabaation of an integrated supervision pin 

O p e r a t i d  research on pians 

OM* IqUsPd msterialp to fo as to 
streqthm the supervision capafity of the 
central level 

Trairiq ad TA fa developing the MM 
ad guddines 
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3.7 Education and Infmatim for 
Health: Increase poplation +cess to hedth I 
information 

3.8 Iluality Assurance and Operational 
Research Put into application updated and 

Verifiable Indicatorr 

80% of institutions use a micunUn package 
of IEC 

100% of the PMS campwients are regdated 
by updated norms 

75% of depattmentd and UCS t e m  are 
trained in the pinciples of O d i t y  Asswme 
or Operatiwid Research 

Means of Verification 

Reports 

Supervirion 

Norm 

Training modules 

Training reports 

h u m a n t  Conditions ACtiVitiEl 

Develop operatimd ad strategic pias oí 
c m m n i c a i m  

Finñiize the selection of IEC materids 

The probetion ad attrim of IEC 
mawids 

Creation of a centrd docunentation centet 
ad depot f a  IWtWidS 

Suppat fa qwatimd research ad 
evduatiw of IEC 

sippat to the 0.0. for the e l h r a t i m  ad 
nplementation of the deparmntd IEC piai 

Imentay of existhg m ad need fa 
updated m 

inpiememaim of ethics c&ee 

Elhrbaatim d a  Updm Of Mmvi f a  the 
dfíerent cmpmsnts of the PMS ad the 
different suppat cmipmsnts f a  PMS 

Workshop m the mthoddogy of the 
fmniation of nmns. Oujnv Asarme 
(circle of adiw ad opetat id Resemh 

Distributim ad pmtion of PMS m 
ad the p i r i  encircles Wty ad 
Operaîtimd Research 
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4.1 Planning of the Financial System: 

4.2 I n m e  Generation: Inereare gradually 
local finaicilg for the fuictionilg of the ucs 

VerifiaMe Indicators 

All the UCS in 4 deparmnts are abk to 
cover at least 25% of their recurrent costs 
within 6 years 

A progressive increasa in tha percentage oi 
the natimd &@t allccated t o  peripherd 
structues. to reach 50% 

4. Viability and Permanence of the Reorganizad System 

25% of UCS utiüze O p e r a t i d  Research to 
develop and test locai incm gmration 
strategies e.g., systms of mitwlizatim ad 
innram. 

Mem of Verification 

Plal 

UCS h t s :  A d  UCS reports. 
Evduatim 

Cmsdidned Budget 

MSPP Budget 

Protocds 

Reports 

Irqxutant cadtimr 

Develapnent by the MSPP of a &@ting by 
pqan K C M ~  to needs ad ni 

accordance mth equty rathec than a &@t 
uder bared m p e v w  f d n g  Im rairne) 

Activities 

OiverafifKatial ad nlbilizatiai w c e s  of 

nfmnatim m * ad pirate heah 
fwUr& Of the heah SWAM. h e k p m i t o f  

expndtures 

Imprwernent of the p r f m n r r e  in the 
ästrbutim of the pibk he& Meet by 
deveiqne the inf- ad the M i c  
capacity to the scqpat dsCiskJlmkiIq. 

IdmMy IXW dWMbrcr f a  wrtalishle 
finaich inckkq operatimal research m 
the f m i n g  of the svstml 

Develop a system M a f d  IM 
ästributim of nationd sil>ri&s which is 
equtabk 

Operationd reserch for the mpiemematim 
of atenatire financm mechaiisms 

Implemmatial of pilot erperker in 
r e v m  gsnacatim at the lœrl level 

Exchqe of re&s frm operatiad 
research m r e v a  generatia 
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Principal 
Prograin 
Procurement 

REORGANIZATION OF THE NATIONAL HEALTH SYSTEM 
PHASE I 

Financing ( X )  Method Precpalificatim Approximte 
Piiblicatim Date 
in AEA 
(semester/year) IDE Loca 1 

A. Procurement 

Computing 
Equipment and 
Software 

Vehicles 

Photocopy 
Mach i ne 

Network 
Equi p e n t  

O f f i c e  
Furni t u r e  

O f f i ce  
Equ i p e n t  

Basic Medical 
Equipment 

Pracuremji of S e r v i i l  

Cosmet i c  
Re a i r s  

Rehab i l i t a t i on  

of  Goods 

1 O0 In ternat ional  Y es 1 /99 
Competitive 
Bidding 

Competi t i  ve 
Bidding 

1 O0 Loca i Y es 

1 O0 Loca i Y es 
Competitive 
Bidding 

1 O0 In ternat ional  Y es 3/99 
Competitive 
Bidding 

1 O0 Loca 1 No 
Compe t i t i ve 
Bidding 

1 O0 Loca l No 
Competitive 
Bidding 

Competitive 
Bidding 

1 O0 In ternat ional  Y es 6/99 

Consultancies 
( F i r m )  

Consultancies 
( Ind iv iduals)  

Loca 1 
Shopping 

Loca l 
Competitive 
Bidding 

In ternat ional  
Competitive 
Bidding 

N/A 

Other Services I 100 I 

No 

Yes 

Y es 3/99 

No 

N/A 

~ 

N /A 



RGII-HA1 OOP 
Original: English 

PROPOSED RESOLUTION 

HAITI. LOAN /SF-HA TO THE REPUBLIQUE D’HAIT1 
(Program for the Reorganization of the Health Sector, Phase I) 

The Board of Executive Directors 

RESOLVES: 

That the President of the Bank, or such representative as he shall designate, is authorized, in the 
name and on behalf of the Bank, to enter into such contract or contracts as may be necessary with 
the République d’Haïti, as Borrower, for the purpose of granting it a financing to cooperate in the 
execution Program for the Reorganization of the Health Sector, Phase 1 .  Such financing will be for 
the amount of up to US$22,500,000, or its equivalent in other currencies, except that of Haïti, which 
are part of the resources of the Fund for Special Operations, and will be subject to the “Special 
Contractual Conditions” and the “Terms and Financial Conditions” of the Executive Summary of 
the Loan Proposal. 




