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Foreword

il Community-based Health Planning and Services (CHPS)
initiative as a strategy to deliver community level service is
a key health system reform for the Health Sector in general
© and the Ghana Health Service in particular. The levels of
¢ health care provision have been clearly defined and
| articulated in the GHS and Teaching Hospitals ACT, 1996
| (ACT 525). We have, over the years since independence,
| concentrated on improving service delivery at the Hospital
and Health Centres by investing in the construction of
y health facilities, hoping that the presence of these facilities
will lead to an increase in uptake of health services.

However, our OPD attendance is stagnating, maternal mortality, child mortality and
morbidity remain high. There is little or no community participation in health decision
making. If the health sector is to achieve the Health Millennium Development Goals' in
Ghana, then there is the need for a drastic shift in the paradigm of service provision.
CHPS provides us with a vehicle for making this paradigm shift so as to deliver
community level service by engaging communities in taking decisions concerning their
own health and recognizing that the primary producers of health are the individuals
within households especially mothers. It is the goal and vision of the Ghana Health
Service to see that all households have access to community-based service delivery
by 2015. Health Centres and Hospitals will then provide referral services and
backstopping for this level of service delivery.

Two documents “CHPS Operational Policy” and “CHPS National Strategic Plan”
have been produced to provide policy direction as well as strategic guidance for rolling
out CHPS, especially for Sub-district Health Teams, District Health Management
Teams, Regional Health Management Teams, Divisions and our Development
Partners.

It is my hope that these documents will guide the Ghana Health Service and other
service providers inimplementing CHPS.

Implementing the Community level service delivery is not merely an option; it is the key
to attaining universal coverage and as such must be operationalised.

ProfWu Akosa
Direct eneral

Ghana Health Service
January, 2005
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Abbreviations

BCC Behaviour Change Communication

CDMR Case Detection, Mobilization and Referrals
CHC Community Health Compound '
CHPS Community-based Health Planning and Services
CHN Community Health Nurse

CHO Community Health Officer

CHV Community Health Volunteer

DHA District Health Administration

DHMT District Health Management Teams

FP Family Planning

GHS Ghana Health Service

GoG Government of Ghana

GPRS Ghana Poverty Reduction Strategy

HQ Headquarters

IE&C Information Education and Communication
ITN Insecticide Treated Nets

MCH Maternal and Child Health

MDG Millennium Development Goal

MOH Ministry of Health

NGO Non-Governmental Organization

NHRC Navrongo Health Research Centre

NTBA National Traditional Birth Attendant Secretariat
OPD Out-patient department

PHC Primary Health Care

PLWHA People Living with HIV/AIDS

RHA Regional Health Administration

SDHT Sub-district Health Team

STI Sexually Transmitted Infection

SWAp Sector-Wide Approach

TBA Traditional Birth Attendant

TT Tetanus Toxoid

USAID United States Agency for International Development
usD United States Dollar

UTI Urinary Tract Infection

VHV Village Health Volunteer

VHW Village Health Worker
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Background

The Health Status of Ghanaians has been improving since independence, however,
the rate of change has been slowing and current health service indicators are still far
from desirable. Maternal Mortality Rates, Child mortality and morbidity rates remains
high; Malaria and other communicable diseases including HIV/AIDS are persistent.
Between 1957 and 1988 the Ghanaian Child and Infant Mortality Rates had declined
from 154 to 110 and 133 to 57 per 1000 live births, respectively. These declines
however have stopped or been reversed in the past few years. In 2003, Child Mortality
rates were 111 per 1000 live births, approximately the same as in 1988; while Infant
Mortality increased to 64 over the same time period. So, despite substantial
investments in expanding and upgrading the network of government health facilities,
evidence forincreased uptake of health services is mixed.

Extending the coverage of basic and primary health care services to all Ghanaians has
been the major objective of the Ministry of Health since the Alma Ata conference on
“Health for All” in 1977. A major policy statement of the Ministry of Health in 1977 stated
that “most disease problems that cause the high rates of illness and deaths among
Ghanaians are preventable or curable if diagnosed promptly by simple basic and
primary health care procedures. The major objectives (of the ministry) are to extend
coverage of basic and primary health services to the most people possible during the
next ten years. In order to provide this extent of coverage it will be necessary to
engage the co-operation and authorization of the people themselves at the community
level. It will involve virtual curtailment of the sophisticated hospital construction and
renovation and will require a re-orientation and re-deployment of at least some of the
health personnel from hospital-based activities to community-oriented activities.”
(Health Policies for Ghana. NHPU, 1977)

The strategic policy direction of the Ghana Health Service is to have a three tier level of
service provision within a district the District (Hospital) Level, the Sub-District (Health
Centre) Level and Community-based. As captured in the Medium Term Health
Strategy, geographical access is a major barrier to health care and as such, the first
and second five-year programs of works had set out to improve geographic access to
services by building new facilities to expand the government owned and staffed facility
network. In line with this health service delivery strategy, the number of facilities
doubled over the first and second five-year programs of work at the Sub-district and
District Levels, but exacerbated by the 'brain drain’, the investment in 'sub-district
structures' did not remove the barriers to health care. From independence to the early
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80's there was a rapid expansion of government-owned and staffed facilities with the
assumption that these will benefit the poor by increasing geographic access to
relatively low priced services. Overall, the general consensus is that it is now
important to develop the community-based level to focus on the client and community
orientation of the services and to tailor services to individual and community needs and
wishes the 'close-to-client' service delivery system.

Rationale and Evidence

The primary producers of health are the individual households with mothers often
taking the first key decision to seek health care for her sick child. This decision to seek
health care, and which health care is sought, depends on information available to the
household. Communities provide the social cohesion in which families function. And
to increase the uptake of health services by households, it is necessary to provide
health information and education to the households in a way that is acceptable and
convenient for them.

In attempting to address the fundamental challenges in both access and quality of care
and household/community or demand side participation in service provision, Health
System Policy Reform in Ghana focused on the mobilization of health care resources
and the traditional society to achieve the end points of increased health status,
decreased mortality and fertility. This is to be done in the context of the Strategic
Pillars of Health Sector Reform - Improving Access & Gender Equity, Enhancing
Quality, Developing Efficiency, Fostering Partnership and Sustaining financing of
service delivery.

In an effort to provide the Community based level, or 'close-to-client' doorstep health
delivery with household and community involvement, the Ministry of Health through
the Ghana Health Service pioneered the implementation of a national programme to
replicate the results of Navrongo Community Health and Family Planning Project
(CHFP) known as the Community-based Health Planning and Services (CHPS)
initiative in key pilot districts of Nkwanta, Birim North and Asebu-Abura-Kwamankese.
The Community-Based Health Planning and Services (CHPS) Initiative is therefore
the national strategy for implementing community based service delivery by
reorienting and relocating primary health care from sub-district health centres to
convenient community locations. The CHPS organizational change process relies
upon community resources for construction labour, service delivery, and programme
oversight.
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As such, it is a national mobilization of grass-roots action and leadership in health
service delivery. The community-based level service provision will enable the Ghana
Health Service (GHS) to reduce health inequalities and promote equity of health
outcomes by removing geographic barriers to health care. CHPS is a component of
other government policy agendas, such as the Ghana Poverty Reduction Strategy
(GPRS) which identifies CHPS as a key element in pro-poor health services, as well as
the ruling Party's Manifesto which identifies CHPS as a priority health activity. In
addition, various health sector performance reviews since 2002 commended CHPS as
an appropriate way to deliver health care to communities in undeveloped and deprived
areas distant from health facilities.

The specific elements of the CHPS service delivery model are based on Navrongo
research results demonstrating that placing a nurse in the community substantially
reduces childhood mortality, and combining nurse outreach with traditional leader and
volunteer involvement builds male participation in family planning and improves health
service system accountability. Recent results, based on rigorous experimental
research, demonstrate that the Navrongo experiment reduced total fertility by one birth
and childhood mortality by 38 percent in the first three years of project operation.

The advantage of intersectoral action as a tool for placing the nation's health within the
wider national developmental context is key to the effective delivery of poverty-
focused health interventions. A reasonable amount of collaboration is on-going at
different levels of service provision but the level of progress is limited. However,
present arrangements for joint working are either weak or ineffective both at the
national and local levels. There are no guidelines, policies and effective mechanisms
in place for the health sector to work with other government departments and
agencies. Some work has been done in this direction, which needs to be improved and
guided. For the purpose of CHPS, civil society and community-based organizations
have an essential role to play in improving health. Thus, itis imperative that the health
sector provides policy direction for this.
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The CHPS Policy

The strategic policy of the Ghana Health Service is to have a three tier level of service
provision within a district the District (Hospital) Level, the Sub-District (Health Centre)
Level and Community-based level. All Sub-districts are to be divided into zones with a
catchment population of 3000 to 4500 where primary health care services will be
provided to the population by a resident Community Health Officer assisted by the
Community structures and volunteer systems. The deployment of all elements
necessary for the CHO to provide house-to house service shall make that zone a fully
functional CHPS zone within the sub-district

Definition of CHPS

'CHPS is essential health care based on practical, scientifically sound and socially acceptable
methods and technology made universally accessible to individuals and families in the
community through their full participation and at a cost that the community and the country can
afford to maintain at every stage of their development in the spirit of self-determination - It
focuses on the health by the people by placing people's health in people’s hands'

The Community-based Health Planning and Services is defined as ‘the mobilization of
community leadership, decision making systems and resources in a defined
catchment area (zone), the placement of reoriented frontline health staff [known as
Community Health Officers (CHO)], with logistics support and community volunteer
systems to provide services according to the principles of primary health care (PHC-
Plus).' Itis a “close-to-client” service delivery system.

Key Elements of CHPS

The key component of CHPS is a community-based service delivery point that focuses
on improved partnership with households, community leaders and social groups
addressing the demand side of service provision and recognising the fact that
households are the primary producers of health. A community health officer (CHO)
engages each Community within the zone (catchment area) in micro planning of health
activities sometimes termed “community decision making systems.”
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Key elements of CHPS
— Community (as social capital)
— Households and individuals (as target)
— Planning with the community (community participation)
— Service delivery with the community (client focused)

A 'zone' usually comprises a delineated health service delivery catchment area of up to
three (3) Unit Committees (population 3000-4500) within a subdistrict.
Frontline health cadres include Community Health Nurses/Nurses, Field Technicians.

The Strategic Goal

The overall strategic goal of CHPS is to improve the health status of people living in
Ghana by facilitating actions and empowerment at household and community levels.

The Vision

The Vision of the Ghana Health Service is to have core services defined within the
CHPS Initiative be available and accessible to all Ghanaians who need it by 2015.

By implementing CHPS, the health sector thus fulfils its health systems reform process
of establishing a whole “District Health System” comprised of three service delivery
levels community level, sub-district (health centre) level and district (hospital) level
with strong referral components between levels.

Obijectives

Within the context of the Ghana Poverty Reduction Strategy (GPRS) community-
based health service delivery using the CHPS approach provides a unique opportunity
for achieving the critical intermediate performance measures of the health sector
programme areas of work. The focus of the CHPS approach is to achieve three
important objectives:

1. Improve equity in access to basic health services.
2. Improve efficiency and responsiveness to client needs.
3. Develop effective intersectoral collaboration.
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Improve Access and Equity to Basic Health Services

The mal-distribution and problems associated with geographical and financial access
coupled with staff attrition of highly qualified staff mean that new ways of working are

required to deal with the basic ailments that plague the poor.
The CHPS strategic response takes into considerations that working with households

and communities to ensure the availability of appropriate community-based services,
and addressing all barriers to access at the local level are some of the most important
areas that require new.and innovative approaches. If this can be achieved, key barriers
are removed. —

Improve Efficiency and Responsiveness to Client Needs

Community-based service provision can only be effective if services are efficiently
delivered and are responsive to client needs. This translates into a requirement for
health worker performance to be dealt with through the introduction of critical tactical
measures such as:

B Improving basic in-service training, supervision and performance

management at the district and sub-district levels;
B Improving remuneration and the incentives to work in deprived areas;
B Improving supply of essential drugs and diagnostics;
B Improving logistics and infrastructure and disseminating clinical audits

regularly; and
B Developing a new sub-district team with a focus on communities and

households.

The content of service provision is a package of interventions that responds to the
needs of communities, is delivered with a human face and provided in a dignified and
culturally sensitive manner. Working through an effective combination of facility and
community- based service providers can achieve this and ensure that the people are
able to access services and health information as and when they need them. It also
requires ensuring increasing accountability and performance of health providers on
quality, responsiveness and efficiency through enabling community organization to
exercise some levels of accountability of providers.
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Improve Inter-Sectoral Collaboration and Partnerships in Service
Delivery

This will require strengthening the role of the community, civil society and community
based organizations to support strategy implementation, client access to services and
protect and promote client rights to quality health services with the following elements.

B Build effective partnership with district assemblies in establishing health
services in the sub-districts in pursuit of reduced health inequities and better
health for all, e.g. improving water availability, sanitation and environmental

health.
B Strengthen the capacity of the sub-district level of the health sector to plan

and manage intersectoral programmes in support of community services and

actions.
B Reorganize the sector's resource flows to support the goal of working in

partnership with communities, households and district assemblies.
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Policy Implementation

Creating the CHPS Zone

The regional and district levels hold the key to achieving the target of providing access
to CHPS services for all households. The first essential and key step in implementing
CHPS is for all districts to conduct a situation analysis of their service delivery and
coverage. This analysis should define minimum indicators to warrant start-up in
CHPS for a district, including physical distances, coverage for basic services and
existing disease patterns. In line with this policy direction, the community level (Level
A) of the District Health System should be implemented such that all people living in
Ghana are covered by its services by the year 2015. To accomplish this, all sub-
districts within every district should be demarcated into service delivery “zones”
following the guidelines provided in the National Implementation Plan.

CHPS zones should be created in synchrony with existing local government structures
utilizing the District Assemblies and Unit Committees (population of 1500). The
recommended population of a CHPS zone is 3000 to 4500 people i.e. covering two to
three Unit Committees of the District Assembly.

11
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Once the decision is taken by the DHMTs and the communities, the transformation of
community health systems from clinic-focused care to community-based care zones
then involves the achievement of “milestones” that are documented in a monitoring
system. The following largely sequential “milestones” are essential to the
establishment of a fully functional CHPS zone within a sub-district (Appendix 3).

1) Preliminary planning involves grouping communities into service zones, specifying
where each nurse is assigned to provide care, identifying community leaders and
planning optimal location of the facilities to be used as service points for community-
based health care (health compounds);

2) Community entry includes conducting meetings and diplomacy with village leaders,
convening public gatherings known as durbars for communicating plans and activities
to communities, and constituting health liaison committees for providing daily support
to the programme;

3) Health compound construction utilizes volunteer labour and community resources
to develop the dwellings where nurses live and work;

4) Procurement of essential equipment such as motorbikes, bicycles, and clinical
equipment;

5) Posting nurses and providing them with technical refresher training and orientation
to communities where they are assigned; and

6) Volunteer recruitment involves engaging health committees in designating health
volunteers to assist with community activities in child health, family planning and other
reproductive health services.

At least 20 specific component activities have been identified (Appendix 3), although
their sequence of implementation differs from locality to locality.
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Community Health Officers

Technical health service provision will be undertaken by trained health providers (i.e.
the frontline health service providers who should be able to deliver a defined package
of health services). These health personnel could be either from the public or private
segments of the health sector. These health personnel are typically the community
health nurses (CHN), community health nurse midwives (CHNM), midwives, enrolled
nurses, field technicians, etc. As the number of trained staff improves, other skilled
staff can be reoriented to provide services at the community level. This frontline staffs
are given standard conversion courses with additional midwifery skills (if they do not
have them already) before being redeployed into the community as community health
officers.

The technical service provision will be supported by others within the community,
especially the following:

B Community-based volunteers
u Community members, community health committees, mothers and

children,
N Community/traditional health delivery personnel (native doctors, TBAs,

herbalists, etc.)

The CHO are expected to deliver a package of essential primary health care and
promotion services at the community level. They are expected to pursue a work routine
that revolves around home visiting, and has its base in outreach by the health provider,
rather than a static service base for the client to attend. The idea is to take services to
the clients rather than follow the traditional method of expecting the client to seek out
the health care provider.
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Community Health Volunteers

CHO will be assisted by community health volunteers who are supervised by a
community health committee. Whether community health volunteers will be usedina
given district or not will depend on the local circumstances and decision-making.
Where they are to be used, guidance on the details of their functioning, issues related
to selection and supervision, and issues related to the community health committee
can be found in the Community Based Health Planning and Services Manual.

The Basic Package of Interventions

The Basic Package of interventions to be delivered by the CHO is in line with the
concept of Primary Health Care "essential health care made universally
accessible to individuals and families in the community by means acceptable to
them, through their full participation and at a cost that the community and the
country can afford". And that this should include at least the following elements:
health education related to prevailing health problems and the methods of preventing
and controlling them; promotion of food supply and proper nutrition; provision of an
adequate supply of safe water and basic sanitation; maternal and child health care,
including family planning; immunization programmes against the major infectious
diseases; prevention and control of locally endemic diseases; appropriate treatment of
common ailments and injuries; and provision of essential drugs. The basic service
package to be delivered in the communities would be as a result of teamwork and not
only by the CHO.

Therefore the recommended Basic Package of Services by the team at the Community
level willin these broad areas:

®  Promotion and prevention
®  Management of minor/common ailments and their referrals; and
B Case detection, mobilization and referral

The specific duties and responsibilities include:

®m Community and compound level education on primary health care;

Immunizing and providing pre and post natal care delivery;

Supervising and monitoring sanitation efforts;

Provision of nutrition education and care;

Primary care for simple cases of diarrhoea, malaria, acute respiratory
diseases, wounds and skin diseases;

Providing referrals for more serious afflictions;

m Provision of education on prevention and management of STDs and HIV/AIDS;
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Provision of family planning services and referrals;

Supervision and monitoring of community volunteers' and TBAs:;
Conducting disease surveillance; and

Submission of written reports to the SDHT.

Services shall be provided in accordance with the existing regulation of the Ghana
Health Service.

The basic package of services provided by the CHO is outlined in appendix 1. The
development of the human and institutional capacities within the CHPS zones for the
different providers is as essential as any emphasis placed on a single one of them. The
emphasis placed on the CHOs in CHPS policy documents does not single them out as
having more priority than the others. The emphasis however draws attention to the
absence of attention to their critical role in primary health care in the past and the need
for a conscious development process as part of the comprehensive improvement of
the sub-district health service system.

Training & Preparation for Volunteers/Assistants

The Community/Village Health Volunteers are the core support persons to the CHOs
and will receive basic training in the Promotion, Prevention and Case Detection
Mobilization and Referral areas. They will also be provided with basic first aid skills in
home accidents. All other activities can only be undertaken under the direct
supervision of the CHO.

Beneficiaries (targets)

As stated earlier the Vision of the Ghana Health Service is to have all Ghanaians
covered by Community based service delivery using CHPS Initiative by 2015. The
beneficiaries or targets of this service delivery are all Households and Communities.

However, within existing financial constraints, it is strongly recommended that the
process of establishing CHPS should prioritized so as to serve the most deprived
communities in both rural and urban areas in districts before the eventual roll out to
cover 100% population of sub-distficts and districts.
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Organizational Context for CHPS
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In implementing the CHPS process reorienting and restructuring the health delivery
system of the MoH is crucial. This requires clear definition and acceptance of the roles
and responsibilities of the District Health Management Team (DHMT), the Sub District
Health Team (SDHT) and other service providers. The organizational layout of Health
Sector service provision is a five-tier service delivery system with the community-
based level forming the frontline or the level 'A'.

The National Level

In the MOH and at the national level of the Ghana Health Service (GHS), the main
functions needed to facilitate the implementation of the Community Health Services
strategy are those of defining policy direction, facilitating policy implementation and
ensuring that the appropriate resources are channeled to support policy
implementation. The national level also needs to play a role in the coordination of
monitoring and evaluation as well as some direct monitoring and evaluation functions
to provide input for refining policy direction. A National Coordination Task Team
constituting the Divisional Directors, Representative Regional and District Directors as
well as the key Development partners has been established under the office of the
Director General of the Ghana Health Service. The National Coordination Task Team
meets on regular basis to take stock of the overall country implementation of CHPS

CHPS. Enerdination Ghana Health Service Organizational Relationship
in Ghana
National Coordinating Director General, GHS
Task Team
General Secretariat
HRDD | |PPME| |HASS]| [ssbm
Fregraviima Training & Monitoring,
Components and . 5 g X
) P Human Evaluation & Logistics Service
their Coordination
Resources Research

Supporting Agencies and T T T T
Donors Strategically . . ;
aligned Development Partners, Cooperating Agencies, NGO's, etc
support for various components

Regional Regional T
Coordination # Support and
Supervision
District Level Districtand |
Coordination w Sub-district
Implementation
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The Regional Level

The Regional Level provides a coordination, support and supervision oversight for

Districts, Sub-districts and CHPS zones. It also provides specialist referral services to
these levels.

The District Level

The District is the major unit of primary health care organization and management for
service delivery in Ghana. Within the district, health services are organized in a three
tiered hierarchy with the District level (level C) at the top, the Sub-district level (level B)
next and the Community level (level A) at the bottom.

District
hospital

patient referral supervision patient referral

Sub-district
level
S"z-dilst;:ict Health centres in Health centres in
ea . - . .
Management s Sub-district Sub-district cen
Teams . x X
(SDHMT) .
8 patient referral patient referral patient referral
supervision supervision supervision
C°Tm“|“'ty CHPS CHPS CHPS CHPS
eve zones with .zones with zones with zones with
Community community community community community
Health support support support support
Committees
systems systems systems systems

The District Health Management Team serves as the decision making, programme
development and co-ordination for CHPS. The District Director of Health Services
(DDHS) who is a member and head of the DHMT functions as the Director of the CHPS
process. One experienced and capable member of the DHMT, the Disease Control

Officer, the Public Health Nurse or the Nutrition Officer is selected to assist the
Director.

The DHMT as the central point for health management in the district processes
decisions and programmes from the Regional Health Management Team and issues
directives for community level health care provision through the Sub-District Health
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Team (SDHT). Specifically, the DHMT develops, organises and implements the
community level health care programme. It collates all field reports form supervisors,
CHOs and Community Health Committees for realistic and community relevant
decisions and effective action. The DHMT oversees the identification, orientation,
training and posting of the CHOs to the Sub-District locations in the communities with
the assistance of the District Public Health Nurse.

While the District Director of Health Services (DDHS) is responsible for overall
programme management, providing guidance and technical assistance, planning and
budgeting DHMT members:

Assistin overall programme management;

Provide guidance and technical assistance to Sub District Health Teams:

Plan and budget programme activities;

Serve as liaison and organise meetings between DHMT and SDHT;

Supply essential medical supplies to SDHT;

Supervise SDHT activities;

Coordinate programme activities of DHMT members and services delivery
units;

Train CHOs; and

Manage data generated by CHOs and Community Health Volunteers and
provide feedback to SDHT.

The Sub-district Level

Each District is zoned into four or more Sub-districts depending on its size. A sub-
district has a population of about 20,000 30,000. Sub-districts in the health sector
administrative classification generally correspond to area councils in the local
government classification; the difference being that sometimes the health sector may
puttwo or three area councils together as one Sub-district.

The Sub District Health Team supervises CHOs and Community Health Volunteers
and provides a liaison to District level offices. SDHT leaders plan and budget
programme activities in their zones. The SDHTs manage the flow of essential
medicines and family planning supplies between the DHMT and the Community
Health Committees who distribute them to the volunteers to complete actual delivery.

Specific responsibilities of the Sub District Health Team include:

® Holding management meetings with Community Health Committees and
CHOs;

®  Collecting data on CHO and Volunteer programmes for the DHMT:

® Managing supplies and monitoring usage of drugs and family planning
materials by CHOs and Volunteers; and
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B Writing progress reports to the DHMT.
® Strengthening of the role of the Sub-District as an operational support unit with
direct responsibility for implementing village level health care is key to the
implementation of CHPS.
The Community Level

There are numerous communities within a sub-district. In rural areas, a community
usually corresponds to a village or cluster of hamlets but it is not always easy to
concisely define a community in terms of population alone. The definition of a
community for purposes of service delivery has to take into account geographic
location as well as population. Some rural communities may have as few as 100 or less
people, but are so far from everybody else it is difficult to group them with another
community. On the other hand, a large town with a several thousand or more
population may not be easy to classify or deliver service to as a single community even
though the people are fairly closely clustered in the same geographic location.

It is recommended that CHPS zones should be created in synchrony with existing local
government structures. The District Assemblies and Unit Committees use population
of 1500. The recommended Population of a CHPS Zones is 3000 to 4500 people i.e.
covering two to three Unit Committees of the District Assembly. The CHPS zone
should have a maximum of TWO trained CHO's placed within them to provide services
to households within the Communities. These services should focus more on
Outreach and House to House services, establishing Community Decision Making
Systems and using community register to trace defaulters and people with special
conditions like pregnant women and children at risk.

The CHO in a CHPS zone is the staff of the Sub-District Health Staff responsible for
advocating for and promoting health in the assigned communities

Volunteer Systems are to be set up in a way that the Community Health Committees
are in direct control of the volunteers. Their selection and incentive systems should be
under the direct control of the Community Health Committee. The District Health
Administration can also provide additional incentives, like Bicycles, through the Sub-
District Health Team.

Within a CHPS zone, the CHO is expected, for the purposes of comprehensive health
services delivery and promotive activities, develop close links with the

Chiefs

Volunteers

Assemblyman

Traditional Birth Attendants
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Private Midwives

Traditional healers

Private Institutions/ Church Hospitals Association of Ghana (CHAG)
Religious groups

District Health Management Teams (DHMT) and District Assemblies

Support and Supervision Systems

The Sub-District Health Team is the direct supervisor of all CHPS zones within the
Sub-district catchment area. The SDHT are responsible for budgeting for CHO service
delivery as well as general activities within the individual CHPS zones. All visitors to the
CHPS zones should at least inform each Sub-district Health Team. There should be
facilitative supervision and support from District to the CHO's and CHPS Zones
through the Sub-district team.

It is recommended that Focal persons should be placed at the Regional and District
Levels to ensure coordination and uniformity in the CHPS Systems set-up.

Health Service Data Returns and Reporting Systems shall follow existing health
Information Systems within the Ghana Health Service. Aggregation of health data from
CHPS zones shall be done at the Sub-district level. However, new forms are to be
developed for

®  Community Level CHO activities; and
®  Volunteers systems reporting through the CHO's to the Sub-districts.
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Resources to Implement CHPS

Financial

Financing CHPS is expected to be an integral part of the Health Sector financing and
must be sustained. Funds to develop the CHPS activities will come from the current
sources of fund as well as those to be generated from health system activities such as
internally generated funds and local based Health Insurance Schemes or Mutual
Health Organizations.

Current sources of funds:
Government resources
Community

Non Governmental Organizations
Donor Agencies

Community Based Organizations
District Assemblies

Civil Society Organizations

HIPC funds

H EEHE B EERN

System Funds expected
® Health Insurance or Mutual Health Organization
® Internally generated

(Need to look separately at Capital/Development funding and then
recurrent/operational funding resources (e.g. Mutuals). It should be clear that RHAs
and DHAs should set aside budgets for scaling up and supporting CHPS).

Human Resources

Success of CHPS depends on the availability of human resources to be deployed in
communities as Community Health Officers.

As stated in this policy, technical health service provision will be undertaken by trained
health providers (i.e. the frontline health service providers who should be able to
deliver defined package of health services). These health personnel could either come
from public or private segments of the health sector). Implementing a country-wide
communitybased services, whether urban or rural, using the present cadre of
Community Health Nurses, will require about ten times the present number CHNs in
the employment of the Ghana Health Service. To address this situation, the following
strategies will be adopted:

® Pre-Service schools will expand numbers through doubling intake, and new
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schools will be established in each of the ten regions to complement the
existing ones at Winneba, Oda, Tamale and Ho

= Existing cadres to be retrained with standard package to become CHOs

= Quality of Care will be strengthened through regular in service training for
CHOs and strong supervision from strengthen SDHTSs.

®  Incentives systems will be developed to retain CHOs for at least 3-4 years in
a zone

Logistics

The goal of the CHPS logistics effort is to make every CHPS zone

efficiently run through the procurement of service delivery, transport,
communication and personal comfort logistics for the Community Health
Officer(s) stationed in the zone. The following logistics shall be provided as a
minimum to all CHPS zones to make them fully operational

Service Delivery Logistics
®  Cold Chain equipment
Service delivery consumables
Working gear
Communication equipment two way radio or mobile phones etc.
Personal Digital Assistants (PDA's) for data collection

Mobility Logistics
E  Motorcycle for the CHO
®  Bicycles for the Volunteers in each Community within the zone
= And where necessary the following:
Tricycles, Tiller Ambulance, Tractor Ambulance, Motorboat

Comfort Logistics
®  Accommodation; new, rented, renovated
®  Consumerdurables; Bed, Furniture, TV, Radio Set, Kitchen ware, etc

Detailed logistics needs will be determined and revised from time to time by GHS
Logistics committee and may vary according to location, and other factors such as
water, electricity availability.
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Monitoring, Evaluation and Feedback Systems

The appropriate type of monitoring and evaluation for this program is a formative
evaluation of the relevance, progress and effectiveness of implementation of the
different components of the program, with the results being fed back into a redesign of
the program. Monitoring and evaluation will occur at all levels namely:

- Community
Sub-district
District
National

To lend coherence to the scaling up process of CHPS Implementation, a Monitoring
and Evaluation component has been developed to assess achievements, report
progress to all key actors in the health sector and take stock of problems that may
arise. The Monitoring and Evaluation component of CHPS administration lies within
the PPME Division of the Ghana Health Service. This is in line with the overall
organizational layout of CHPS Coordination within the Ghana Health Service.

The monitoring and evaluation unit has the following tasks:

® Organize and ascertain the development of the national plan of action fore the
implementation of the CHPS program. This involves the development of
annual operational plans and targets for all districts and regions in CHPS
implementation

B Develop and maintain support systems for DHMT and RHMT in sourcing for
resources including funds for district and community level operations

®  Seek and co-ordinate technical assistance for capacity building in terms of
training for all levels of staff and development of appropriate community level
IEC materials for professional and non professional health providers engaged

L.

v -
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in community based health care delivery

®  Provide/organize advocacy for the CHPS program activities among policy
makers, donor agencies and high level professionals and authorities

® Document and organize the dissemination of experiences in the
implementation of the CHPS program among all districts and regions

®  Organize and supervise technical assistance in the monitoring and impact
evaluation of the nation wide implementation of CHPS

® Operate as the central co-ordination unit for the expanded nation wide
implementation of the CHPS process

Rolling Out CHPS Zones as Learning Organizations.

The Ghana Health Service is determined to create cohesive structures at the
zonal level with shared visions of improving the health of each house hold
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Recommended boundaries of Basic Package of Services to
be provided by CHOs

Promotion and Prevention:

Advocacy on community sanitation

Community directed treatments

Distribution of insecticide treated nets (ITNs)

Distribution of condoms and non-injectable FP devices

Counseling on STls/Family Planning services, counseling and advice
Counseling on ante-natal and post-natal care

House to house visits coverage

Provision of Expanded Programme in Immunization (EPI) services
Provide and support community based DOTS

Curative and rehabilitative - Management of minor ailments and Referrals

Treatment of uncomplicated malaria and fevers

Treatment of simple cough and URTlIs

Treatment of simple diarrhea

First Aid for burns, cuts, toxic inhalations and consumptions (Home
Accidents)

Blood pressure monitoring

First Aid for spontaneous delivery

Case Detection, Mobilization and Referrals (CDMR)

Reporting of unusual conditions

Referral of all conditions beyond the scope of authority

Mobilization of communities for health talks creating community awareness
Mobilization of communities for outreach services

Providing support for Community Decision Making Systems

Availability and completeness of community register
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DETAILED JOB DESCRIPTION FOR COMMUNITY HEALTH OFFICERS IN CHPS

Job Title: Community Health Officer (CHO).

Job Purpose: The CHO serves as a front line health worker based in the community.
He/She collaborates with community members, other service providers and partners
in the planning, management, implementation and promotion of quality health
services.

In so doing he/she will reorient health care from the clinic to the home and thus make
health care more efficient, effective, affordable and accessible to the community
members.

Department: Sub-District Health Team.

Responsible to: Sub-District Health Team Leader

District Director of Health Services

Duties and Responsibilities:

1

Al

o

10.
11.

12.

13.

14.
15.
16.
17.

18.
19.
20.
21,

Prepare and implement action plans on community health programs and
activities in collaboration with community members and other partners.

Carry out regular home visits.

Provide Ante Natal service both in the homes and communities

Monitor growth and development of children in the communities.

Provide immunization to children, pregnant women and other individuals in the
homes and communities.

Create awareness, motivate individuals and couples to consider family
planning, help them make appropriate methods.

Provide appropriate Family Planning services to individuals and couples both
in homes and communities.

Carry out surveillance on health events in the community and report promptly.
Conduct emergency deliveries in the home and community.

Provide postnatal care in homes and community.

Recognize complications in pregnancy, delivery and post delivery and make
prompt referrals

Manage commonly occurring conditions in the community, using standard
treatment guidelines and protocols.

Provide health promotion and health education services on  specific health
issues in the home and community.

Facilitate compilation of community registers.

Keep and update community health register and submit report promptly.
Supervise, monitor and support TBAs, and other community health volunteers
Collaborate with Traditional Healers and other service providers chemical
sellers, private midwives

Assistin mobilizing community resources for health programmers.

Perform and other duties assigned to him/her by the immediate supervisor
Perform periodic self-appraisals

Prepare and submit report on community health activities regularly
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Supervisory Responsibilities:
Appraise the performance of village and community health volunteers and ensure
quality of care at community level.

Relationships

Internal Director, DHA; Sub-District Team Leader; Sub-District Teams members,
Midwives

External Community Leader, District Assembly members, Unit Committee
Members, Village/Community Volunteers, Private Midwives, Community Members,
TBAs, Chemical Sellers, Teachers, Agriculture Extension Officers, GPRTU, and
other Health Service Providers.

Performance Criteria

Accuracy of entries in community Health registers.
Completeness of Community Health Registers.

Percentage of planned community health activities/activities implemented.
Percentage of prompt referrals carried out

Percentage of reports submitted prompt

Immunization Coverage

Family planning acceptance coverage

Ante Natal coverage

Post Natal Coverage

Number of meetings held with Community Health Volunteers

Job Specification

Essential: CHN certificate, Field Technician certificate, or Midwifery certificate.
Desirable: In-service Training on components of CHO functions

Orientation of CHPS program (including management and advocacy)

® In-service training in Reproductive Health programs
B |n-service training in management of commonly occurring conditions
B |n-service training in health promotion strategies and disease prevention.

Working Experience

Essential: At least one year's placement in health centre.

Desirable: At least six months practice in the sub-district or attachment with a
practicing CHO.

Skills required

Communication and interpersonal relations
Decision making and problem solving skills
Planning and organization

Recording and reporting

Communicating in the local dialect
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® Participatory Rapid Appraisals

®  Technical skills (in reproductive, health family planning, treating minor
ailments, immunization, health promotion)

B Monitoring skills

Supervisory skills

®  Motor bike and bicycle riding

Personal qualities/attributes:
B |nitiative and drive
Tack and cultural sensitivity
Self discipline
Tolerance
Understanding
Hardworking and perseverance
Trustworthy

Minimum Reward and incentive package
®  Opportunity for reposting after satisfactory two-years service
®  Opportunities for further training and upgrading
B Sub District allocation of FEs should be sent to support activities in CHPS

Functional components of CHOs in CHPS

Home visits

Health Promotion, Disease Prevention and Basic Surveillance activities
Immunizations '
Family Planning Activities

Antenatal care

Basic Health Services

Post-natal Care Activities

Managing Commonly occurring illnesses including Home Accidents
Delivery Responsibility

IE&C Services

Compilation of Community and Health Registers

Supporting and monitoring TBAs and volunteers

Collaboration with community agencies
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Appendix 2: CHO Activities by Level and their indicators

Activities by level

Indicators

1) Direct activities of the CHO

...to be reported by the CHO

determined by the sub-district
e.g. guinea worm, Emergency
delivery

Preventive - | House to house visits, FP, Number of Households visited,
Promotion | Immunization status, Health Number of F/P acceptors, Fully
Education, Referrals, special immunized kids, rare special) cases
cases picked up —e.g. HIV, picked up, Number of cases
Community sensitization on community has been sensitized on
specific health issues; (e.g. insecticide treated nets); Number
Community mobilization, mop | of community durbars attended,
up immunization activities Number of mop up activities
organized and carried out.
Curative Management of minor ailments | Number of uncomplicated
e.g. First Aid, Malaria, malaria/fever cases treated/refer red,
Diarrhea, referrals, Follow-up number of diarrhea cases
of cases treated/referred. Number of cases
given First Aide and referred,
Number of cases given follow-up.
Reporting | Reporting to sub-district, Number reports written and submitted
supervision of volunteers, completely and timely; Number of
Financial administration volunteers/TBAs supervised; State of
(accountability) accountability with sub-district
Other Special case reports as Number of special cases picke d up

and reported on, Number of
emergency deliveries carried out.

2) In-direct contributions to corporate

...to be obtained from the sub-district

by health centre team,

activities records

Preventive | Routine immunization, ANC, Fully immunized (or # of defaulters)

- PNC, CWC Durbars, School from examination of Road to Health

Promotion | Health, Compilation of cards on home visits; ANC

community register, attendance; PNC attendance; results

of school health screening;
availability, completeness and use of
community register.

Curative OPD cases (reated at outreach | # and type of cases seen and treated

Reporting

Use of HMIS

Evidence based decision making.
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Other

Rare and targeted disease
conditions

Rare and targeted disease
conditions picked up at
outreach, e.g. tuberculosis,
yaws, polio, Oncho,
elephantiasis.

3) In-direct act
district

ivities impacting output from the sub-

...to be obtained from the sub-
district records

Preventive — | Immunization ( e.g. TT of pregnant | TT injections given at outreach
Promotion women), clinical and surgical OPD:; # of clinical and surgical
methods of FP (minilap contraceptive devices supplied
sterilization, .vasectomy, [IUCD, as a result of referrals from
Norplant implant, etc, CHO:
Curative OPD attendance, referred cases OPD attendance; # of referred
cases from CHO;
Reporting Reports received from CHPS zones | Timeliness and completeness of
reports from CHO
Other Rare or targeted cases unearthed # of rare cases or targeted cases

from home visits

identified by CHO
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Appendix 3: The CHPS Activity Sequence

The operationalization of the Community-based Health Planning and Services
process demands systematic planning and execution of the DHMT, the SDHT and the
Community leadership as well as the citizenry at large. A step-by-step activity
sequence is provided as a guideline for implementation based on the NHRC
experience. As with any guideline, these steps can be modified to suit the specific
needs in a given district.

‘T&CTIVITY ONE: PROGRAM PLANNING —

e Situation analysis and problem identification at the level of the DHMT

e Consultation with District Assembly — the Chief Executive and the Social Services Sub
Committee

e Selection of Communities.

Responsible Institution/Official:
e The DHMT (DDHS & PHOs)

Milestone/Indicator:
e Compiled Situational Analysis of Available Resources and Program Requirements.

ACTIVITY TWO: CONSULTATION AND SENSITIZATION OF HEALTH WORKERS.

Responsible Institution/Official:
e DHMT

Milestone/Indicator:
e Health Workers Acceptance of CHO Concept

ACTIVITY THREE: DIALOGUE WITH COMMUNITY LEADERSHIP
District Assembly, Area Council and Unit
Committee Members responsible for
Communities, Chiefs, Elders, Women Leaders etc.
Responsible Institution/Official:
e DHMT (DDHS/PHOs)
Milestone/ Indicator:
e Community Leaders Acceptance Recorded
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ACTIVITY FOUR: COMMUNITY INFORMATION DURBAR -

Responsible Institution/Official:
Community Leaders supported by the DHHMT
Milestone/Indicator:
e Informed Community Created

ACTIVITY FIVE: SELECTION AND TRAINING OF CHOS.
Responsible Institution/Official:

DHMT/SDHT
Milestone/Indicator ~ Certification of CHOs

ACTIVITY SIX: SELECTION AND ORIENTATION OF COMMUNITY HEALTH
COMMITTEE MEMBERS; AND DURBAR FOR APPROVAL OF COMMUNITY
HEALTH COMMITTEE

Responsible Institution/Official:
e Community Leadership and SDHT/DHMT
Milestone/Indicator
e Community Health Committee Members Confirmed
e Community Health Committee members Sign
e Commitment Contract

ACTIVITY SEVEN: COMPILATION OF COMMUNITY PROFILE —
Information on Geographic and
Demographic Characteristic, Existing
Health Features and Facilities.
Responsible Institution/Official:
e DHMT,SDHT, and Community Health Committee and Leadership
Milestone/Indicator:
e Community Profile Brief and Register Established

ACTIVITY: EIGHT: CONSTRUCTION OF COMMUNITY HEALTH COMPOUND
Responsible Institution/Official:

¢ Community Health Committee and Community Leadership
Milestone/Indicator

Community Health Compound constructed

ACTIVITY NINE: MOBILISATION OF LOGISTICS
Responsible Institution/Official:
e DHMT

Milestone/Indicator
e Logistics Stocking and Management System Established
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ACTIVITY FOUR: COMMUNITY INFORMATION DURBAR —

Responsible Institution/Official:

e Community Leaders supported by the DHHMT
Milestone/Indicator:

e Informed Community Created

ACTIVITY FIVE: SELECTION AND TRAINING OF CHOS.
Responsible Institution/Official:

DHMT/SDHT
Milestone/Indicator ~ Certification of CHOs

ACTIVITY SIX: SELECTION AND ORIENTATION OF COMMUNITY HEALTH
COMMITTEE MEMBERS; AND DURBAR FOR APPROVAL OF COMMUNITY
HEALTH COMMITTEE

Responsible Institution/Official:
¢ Community Leadership and SDHT/DHMT
Milestone/Indicator
e Community Health Committee Members Confirmed
e Community Health Committee members Sign
e Commitment Contract

ACTIVITY SEVEN: COMPILATION OF COMMUNITY PROFILE —
Information on Geographic and
Demographic Characteristic, Existing
Health Features and Facilities.
Responsible Institution/Official:
e DHMT,SDHT, and Community Health Committee and Leadership
Milestone/Indicator:
e Community Profile Brief and Register Established

ACTIVITY: EIGHT: CONSTRUCTION OF COMMUNITY HEALTH COMPOUND
Responsible Institution/Official:

e Community Health Committee and Community Leadership
Milestone/Indicator

Community Health Compound constructed

ACTIVITY NINE: MOBILISATION OF LOGISTICS
Responsible Institution/Official:
e DHMT

Milestone/Indicator
e Logistics Stocking and Management System Established
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Appendix 4: Milestones in establishing community-based services by
type of operational change required in the scaling-up process

Type of operation in the ....

(rarely available); sub-
district and district hospital
equipment

nurse; basic clinical
equipment for community
health compounds

Milestone
...existing clinic-based ... community- based
system services Implementation tasks
Planning District Health Defined community service ~ Community mapping and
Management Team; areas, termed “zones;” enumeration;
office-based planning traditional leaders; outreach to traditional leaders
community nurses
Community None Community leadership Community awareness
Ent support for health services; building, Liaison with leaders;
ey c it health Community Health Committee
ommumty Y : Selection; training of
committees for governing community nurse for
operations community entry; community
leadership training
Community None Community constructed or Community mobilization for
o refurbished nurse service facility development;
Heaith (SUb'd'Str.'Ct healt_h gentre and dwelling units; community support for
cé d and hospital services) R
ompoun community ownership of
primary service point
Essential Four-wheel vehicle for bi- Bicycles or motorbikes for Procurement of bicycles,
Ediilaisnt weekly outreach clinics continuous outreach by motorbikes, and basic

community clinical equipment

Nurse Posting

Nurses resident at the sub-
district or district level; sub-
district health centre based
services;

passive (facility-focused);
bi-weekly/monthly outreach
clinics at fixed locations

Community resident nurses
providing static services
based in community health
compound augmented by
active (client-seeking)
outreach to families in their
homes

Supervisory provision of fuel for
household visitation activities
and supplies for clinical work;
supervisory community
backstopping of nursing
operations; community support
for operations; in-service
training for nurses; motorbike
rider training and maintenance
capacity building

Volunteer

Deployment

None

Selection by traditional
leaders and Community
Health Committees,
supervision by Community
Health Committees; training
by District Health
Management Team

Train community leaders in
volunteer recruitment and
management; train Community
Health Committees to select
and supervise volunteers;

train volunteers
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Appendix 5: CHPS Logistics Requirements and Funding Source

CHPS LOGISTICS REQUIREMENT
NO. LOGISTICS DETAILS Possible FUNDING
SOURCE
1 ACCOMMODATION Home: two bedrooms, DA
kitchen, toilet, bath, COMMUNITIES
store, hall
Community Health DA, COMMUNITIES
Compound
2 FURNITURE Living Room set DHA
Dining Hall Set DHA
3 TV Black and white DHA
4 RADIO DHA
5 KITCHEN WARE set of plates & cups DHA
set of cooking ware DHA
set of cutlery DHA
6 REFRIDGERATOR Gas and Elect. DHA, RHA
Y4 DRUGS Basic Drugs DHA
8 WORKING GEAR Boot RHA, DHA
Rain Coat RHA, DHA
Heavy Duty Gloves RHA, DHA
9 REPACKAGE DELKIT RHA, DHA
10 STETHOSOSCOPE DHA
11 CONSUMABLES Basic Consumables RHA, DHA
12 THERMOMETRES DHA
13 ANGIOPOID LAMPS DHA
14 WEIGHING SCALE Bathroom Scale DHA
Salter Hanging DHA
15 TRAINING MANUALS & DISSEMINATION HQ, RHA
16 IE & C MATERIALS HQ,RHA
17 COLD BOXES HQ
18 TRANSPORT Motorcycle HQ
19 Bicycle HQ, RHA
Boat HQ
20 BOAT LOGISTICS Flash Light HQ
Camp Bed
Student Mattress
Life Jacket
Kerosene Stove
Megaphone
Wellington boot
21 DELIVERY KIT DHA
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Megaphone
Wellington boot
21 DELIVERY KIT DHA
22 SOLAR ELECTRIFICATION DHA
23 THERMOMETER DHA
22 STERILISER (SIMPLE) DHA
23 VACCINE CARRIERS DHA
24 COMMUNICATION DHA
25 TORCH LIGHT DHA
26 POTABLE WATER DA, DHA







DRAFT PLANS FOR
ROLLING OUT CHPS



FEHASOY
fioud € 8G 01 Auios) MOy SEBIY  SSINIIE] Bunsiexa| 40 Bqua yyEsy B SpnIu PR0D SUOT Y (H00G OF dit UOHEIRUO ) 888107
10 AIGEEAR U pUSHEp [l UORESEUOHBIECD , 104 Aauouig g, | ¥un v o0 ¢ 03 din Busidiod SSUOT O PBIRDIBUISH BT O} SI IOSIPGNS YO8 ],
v8 |6, |6 Jzub |8ZL |¥8L |90Z [89Z |90€ |v9E [I6Z |9LET 621 8cl Wilol s
24
gz ez vz |zc loe ez | | |82 |8 | |FRE 98 8l LIRYUON | 0L
g FA 8 6 6 6 g A S R T =T A 4 06 e 9 BI00Y l8jedl” |6
6 |6 & A R EDR O U L A A L 65 5 1sap Jeddn |8
Z |5 g |6 EA FA T =T =1 VA S VA =" 2= 15 8 jsegqieddn|L
5 lor (oL |eL (gL |9z |oF |1G |ES |(¥8 |l6  |LIF 6 P! uiajsed|9
E ¢ yZ |Gl |EE ISP (L |FE |5LE Ll 1z nueysy| g
7z lor lst (8L |&b [2E |BE |ES |ES |6% |¥T  |BFE 86 6l ojeyy Buoig|y
I S 8 B & PR S = I o =a S [ ) 0s Sl BHOAIE
¥ ¥ g T F R (=T =T N T A | o 1 == 1 04 £l uIsisafn iz
G (i g |5 £ T 1 7 vz |Bz |6l |28l 19 £l edusdi L
G10Z| FLOZ | €10Z| ZLOZ | LL0Z | 0LOZ | 600Z |800Z|200Z) 900Z | S00Z 1. suljaping puIsipqns | PUsl|g ceﬁwm
7. 1eak yoee esijeuoneiado 10} paziajliold SaU07 Jo ON Buimoyjoy pajedsewsq)  Jo "ON jo oN
SaU07 J0 ON

~ AMVININNS TYNOI93Y TYNOILYN

SdHO 1LNO ONITI0Y ¥0d SNV1d TVNOIO3Y 14Vid

>
2
S
a
=
S
<
2
S
S
[
Q
o}
v
&
P
O
o
&
=DM
(=

>

i




43

ATy
5
£ ==

$

TENGASOY £ 10 21uaD Yyesy & PW,
Moud & ag o3 Ayroeg inoyim seary sewroe; Bunsisxe| spnpaw pinod suoz v (000G 03 dn UONEINGO ) SB8UNLILIOD Juf] b 10 ¢ -
40 AYHGEHEAR LD PUBGBD ji UONESHBLONEISHD 10] Aoty 1T, 01 dn Buisudwos seuoz Ol PBIEIIELIEY 80 O] S DUSPGHS YoeT If, $
6 |6 2L €L 6L 8L (6L |kZ (€2 |92 |0/ 66 violL m,
Q
6 N
| Z C £ £ N 1 Z E 5 F e £l AT 8 S
b Iz Z g £ | ¥l ¥ L33 YIWESIS| L
Z C £ £ £ Z Z c 81 49 SYIdVIVEEIS| 9
£ b £ L 2 A | T Z £ ¥ &l ¥ LS3M il g
¥ G H £ £ Lz 9 LEVd YA P
C Z cl £ TN WAL £
A o L m c | Z C m < iZ (i ey 2
£ & L £ c £ |E ¥ & £ g 0e £l IENEEWY Y dYHIr L
SLOZ|YI0Z | £10Z | Z1L0Z | L1L0Z | 0LOZ | 600Z | 800Z| L00Z | 900Z | S00Z L, aulaping puIsipgng wpmsig
v I fiumoy(o) pajesiewag j0 "oN
Z, leah yoea asyjeuonerado 10§ pazuaiong sauoy jo oy S2107 Jo o

1S3M ¥3ddn :uoibay jo awen

SdHI LNO ONITTOY HO4 SNV1d TVNOI93IY 14vid




TEHGE0Y € 40 elual YHESY
Apionud & g 0) Ajior] Inoym SESIY SEIIOR] B SPRIOW PINOD SUOT Y {nooe o1 dn uouEndo ) SeEIIILIC,) Ul § 0
WICENEAR GO PUSTIBD [fith UONBSIEUONEISH0 10} Apiotig 17| £ 01 din Busudiios S8uoT O pajeEsn 8g 0] BI IDISIPGNS YIET I,
6 A T v P 1 A £+ T V2 T 1 3 8¢ |i8l 1% wIioL I ZL
6
L L Z L £ ' A A 3 &l G NV AILNEYD| 8
| L L l L ! ' Z rd A 9 Wy davNISNIINYLL L
L | L | L I | L | ¥ il G Y¥ETNE19
| l L l ‘ £ £ ¥ 4 L4 ¥ 9e 9 anNOg| G
L C c C G Bl 9 15340 MAMYE| P
l ! L ! z C C L t I G FZ & 1593 MAMYE E
| L il o Z Z c Z L 81 & YONVLIYOI08| 2
C c il il < c C & £ ¥ e G WNYARYN YNISSYA| L
GL0Z | FL0Z | €40Z | ZL0Z | 1LOZ | 0L0Z| 6002 |800Z|200Z| 9002 | SO0 L. BUljBpING wistpgng pslg
fuimojjo} pajesiewag jo "ON
7. 1eak yoea asijeuoneiado 10} paziiajiiolid sauoy jo oN SaU07 Jo ON

1Sv3 ¥addn :uoifay jo aweN

SdHD LNO ONITIOYH ¥04 SNV1d TVNOIO3IY 14Vid

CHPS: Operational policy

ATy

e w'
,@r




45

JENTE0Y E 10 a0 .@g
Auoud & aq o] Apoey inoylis sessy  Saniion) Bulsisxe HHEBY B BPNFIU PIROD SUOT W (005G 0} G UONEINGO 4) SeaiLon) Jiur)
10 AWIGENENE U pusdap [jim UONESIEUONEISHD 10] Aoti4 1g,| P10 § 01 dn BUstdiios seuoz o pajesiewap ag 0] St 100sIpgne yoeg i, e
Z 0L |51 8L 6L |Z¢ |6f |£G £5 166 |¥Z  |6¥E 86 . wWioL IM
z £ £ ¥ Zl £ IHONIA 61 H
74 i il c c G il £ Z L 7 4 Nndd gL 8
s | L Z Z £ & E E £ 8¢ 9 NanNg3iv| LL %
C | Z L £ 8 £ HIHON NYWYT| 9L %
| } ¥ { | £ £ Z £ £ 4 e TodIDINGIN MYWIHOZL G 9
} < < 4 Fi fr £ £z L THAIDINAW INYANNS | 7L
| | L } & E & L £ HIHON O49NNSY I EL
i [ L C 3 z ' L L % L 21 g HUNEY 2L
[ Z I L c L £ il £ HLINOS OMwL LL
I g G ¥ ¥ Ll ) dNES| 0L
l L | L Z L L g WINYHOYN| 6
i L I L L L o L & C HINOS O49NNEY| 8
| ! I | Z A z Z Z gl g HLINOS NWwr| 2
L L E Z £ Z £ E a1 G ML 9
I r G £ 5 81 5 HIHON ONYL| G
C £ ¥ 5 £ ¢ £ WrHdd3d ¢
g b & ¥ [ £ 2] g g £ l i 8 WYWHOA €
| Z £ ¥ £ g e 8z g HINCOS Ody N 2
L & L Z 4 C Z £ il 4 c ¥l B VS HIHON OdYLINIA| L
SLOZ | FLOZ| €102 | ZL0Z | LL0Z|01L0Z|600Z| 800Z | 200Z|900Z|S00Z| L. auisping wsipgns 1Bsig
: buimoyjoy pajesiewaq|  jo ‘o
Z. ieak yoes asieuonerado o) pazusiuold salo7 jo oy 59107 §0 ON
04YHY ONOXE :uoibay Jo aweN

SdHO 1NO ONITT0Y ¥O4 SNV1d TVNOI93IY 1L4Via



TERASOY B 10 8ijU8D
Apiond & 8 0] AYoB] JOYM SESIY SBINIDE] YyBaY B SPRIOU PI0D BUOT Y (DNG O dn vongtido ) seapILoD Jun
(ESHBUONEBISHD 10§ A0S 1Ty|  p 0 ¢ OF dn Buisuchuod S8U0Z o peleewap 8q o} St JRSIPGRS HOET ihy
T P N % B S ¥4 > 245 w0162
L |E Z ! El 9 1534, IH3IAAEE| LT
Z b £ Bl g 15v3 IH3AA3E|02
! L L gl g SNI440(61
! z £ 9 G TN ISYNE0| 8L
Z Z C JHIvaA| LL
| A gL |r e G ISWINNA| 9L
. ] 8 £ 8l L ISVHNOIAAISWHNM3| Gl
| z L z L z 8 2l = NIgvNrnsrd gl
L N A 4 1z g YHOMTAA| EL
SFILY-IAMLNE0F
| L l L L Zl g W ADYIEVAMN WINIALY | T L
z Z I L g 9 il 9 WANO N WINIAALY | L L
oLt L | L b Gl 3 HLNOS Wiy JINYEY| 0L
c A A Z £l g HLIHON Wiv JLNYEY| 6
c £ £ g £ 1530 JISNYINY| 8
| L | l 23 g 15vd JISNYWY| L
5 £ 4 g TeHINID ISHYWY| 9
| c Z A A ¥ E iz = HLNOS ONY OdvHY| G
g |t £ L G HIHON ONY OdvHY| i
< L 8l 2 JHIMAIE WAOIY|E .
[ PO N R A =1 g HLNOS ISNYOY| 2 =
O O A Gl B RLHON [SNVaY]| L 3
GLOZ| PL0Z €402 210Z | 110Z | 0L0Z | 600Z|800Z | 200Z | 900Z | S00C L. auljaping pmsipgns wsiq 2
Bumojjo} pajediewa( Jo "oN g
7. 1eak yoea asijeuoneiado 10j paziIalliolld Sauoz Jo oN sauo7 Jo oN o
ILNVHSY :uoifay Jo aweN ::
SdHD 1NO ONITIO0Y 304 SNV1d TVNOIO3Y 14Vid




[ENCS0Y E 10 aijuss YyEsy
Aoud & aq oy Ayroey moyum seaty sanmoey Bunsiaxs £ Sprjout pinod suoz v ([000G 03 din wonEndog) SesLor) Juf] b 10
40 AUHGENEAR U pusdap [jiv LONESIEUONRISD 10} Among g, £ 01 dn Buisudwioo seuoz o peeewsp e of StINNSWGNS 4oBF I,
G ol 2L 9L 8L |62 |tb 56 |16 |89 [¥6 FA% 4 6 wiolL PW,
8l -y
! l C Z Z L. £ ¥ ¥ bl s g HYLT0D - A - WNHNS| LL .m
g |3 |5 [ |& Z HLNOS Widid| 9} w
.u G g b ¥ 2 L a WY LE3M G G
E Lo o5 voe Ty g Ik g HLNOS Widwiotv| ) 5
Z £ £ £ ¥ i ¥ ¥ £ e G HLHON WIdYAAY €
b g g 8 ¥ 4 14 NIV - 3N Z L
< £ 9 ¥ G g & g9c ¥ SHNIVd WvHdY L
c Z Z £ A £ ¥i i MY WY ASO0NSY] 0
L Z £ 5 e v i1 5 Q8044 - OAl6
Z c z c c £ C £ £ E £ e g DO - YANYIN| 8
| ¢ £ L Z E £ E ) ¥ 7 4 HLNOS NHYA | L
¢ z v Z Z c c C Z T 0z r 153/ NHYA| 9
Z c l | £ oz e g HLHOMN WIHIg G
£ g 8 ¥ Z 3 WAAYILINYA| P
| ¥ G C o S i 4 WIdIGIgdva €
L ¥ £ Z £ C Z s £ ¥z g VALY Z
I G Z £ (i £ ¥ il 4 WiHvy 18%3| L
SLOZ | vI0Z | £107 | 2102 | 11L0Z | 0L0Z | 6002 | 800Z | 200Z | 9007 | 007 g ?.Mﬁ M::MMMWQ.& PUSIPGNS
z. 1eak yoea ssyjeuoneiado 10j pazisliiolld satio7 jo o ! mmsww i a Jo oN puIsig
NY3Lsv3a :uoibay jo awenN
SdHO 1NO 9NITT0Y ¥04 SNV1d TVNOI93Y 14viad




TENaEOy B 0 Bua0 Yiesy € ephjoul
pInos 8u0z Y (006G 01 tn LONBINGO ) SBEIIIIOT M § 10 £ O
funsiaxe jo i Bisuduos SBU0T OJU PEIEJBWIB) 84 OF 81 JXSIPGNS YO8F I,
I 5 6 11 9L |4z ST |2 1091 , 0z wiol
9l
! £ £ f 4 v 4 £ < il < LE ¥ 1A Gl
| | | Z il ¥ 4 1 t £z g NEMOL HIHOM P L
b | ! | C ! b C < £ 2 9 MENOL HINOS e
L L C 6 RIEr AR
5 L il L f Z Gl g 1S9 L1
L L L E £ 3gaIANY NTAYAY| 0L
L L L L ¥ ¥ TIDINAN OH| 6
L L I £ ¥ A0 HLNOS| 8
l £ £ E £ £ £ £ A I 52 | OanNvdA| L
C L C 5 o JOHOH| 9
¥ £ L G g MNYAISYT G
L L b L 14 tr 183aravy
A4 g VINYAANI €
L L L C 5 c 1893 HOWHA| T
} il 4 b 3 £ 153 IHOWEAL L
GLOZ |PL0Z | £L0Z | ZL0Z | 110Z | 0L0Z | 600Z | 800Z | 200Z | 900Z | S00C L. sutjaping wsipgng psi
) Buimojjoy pajealewaq| jo "oN
. 1eak yoea asijeuoneiado 1oy pazusiiolid sauoz jo oN 53107 JO ON

VLTOA :u0i52y Jo aweN

SdHD 1LNO ONIT10Y ¥04 SNV1d TVNOIO3Y 14vid

CHPS:: Operational policy

s

48




Ajsoud & ag o A

JIEAR WO pUSED [l UoNESIELO BT

By 0y Im Sealy  Saiyjoe) fuysisxs BUOZ W (000G 01 d uonepndo ) ssepuwon un ¢ 10 ¢ 0}
§ oS gy | Buisuchuod Seuoz oju paiedIBwEaD 8G 01 1 IDSIPGNS 4983 e

¥ ,\ 7 x._,(
9 /L /8 |6 |6 |6 |8 [ZL]LL|SL]|c |s6 (3

8
L
| | z 12 £ Anjediaiungy weaj | g
T £ ¥ 1se] el g
z A £ g Z £ FoolE S 57 £ lEaph e
| Z ¥ £ ¥ i £ E 12 v |2 et 4 1580 awbueg|g
£ £ z £ z £ Z £ £ Il e 4 1223 awbueq|z
g - | | L e 1 ola ey |

SL0Z TLOZ| €102 | ZL0Z | L1L0Z | 0L0Z | 6007 | 800Z | 2007 | 9007|5007 L. duijaping nsipgng pinsiq

Buimoyjo) pajesiewaq jo oN
Z. 1eak yoea asijeuoneiado 10 pazuaiiong $3107 jo oN SaU07 Jo oN

V20V ¥31VIYD :uoibay jo awep|

SdHD LNO ONITT10Y HO4 SNV1d TVNOIDIY 14vid

49

s,

iew | i
J«x_._

CHPS: Operational policy



TENGEDY B 10 edues
Ayoud & o 03 Aoy oy sealy  seipoey Bunsisxe YIESY & BRI PINOD BUOZ Y (000G O dit LONEINGD ) SeBIILILIOD HUf
10 AiGENEAR LD PUBHSP (i UOLESIEUONEBH0 10) Aot 1T, | $10 ¢ 0 dn BuisudiioD Seunz O peleliewiap 84 0] 81 INSINGNS YIE8F <.
¥ ¥ 9 [T F T (1 L YA P YA | Ot b 0l W0l
vl
z |z 14 14 LEIM VINYHY | EL
I z § v |5 e &l 5 NYWYNS NIAMOY | EL
| L | l 4 L ! £ L g L1S3AN HNIWNY YESYA LL
| | ! b L I 4 L L2 Zl 4 vig|0l
I Z 4 g 1z & Zl £ 0s38vnri e
£ |4 E £l ¥ 1893 [ANINY vESYAL B
A 1 | S ¥ OHOWOr L
L | L l L L Z L L i Zl g 18v3 YINTZIN| 9
| | L z L T L L il g A8 OSYIMHNY INVIZIB| G
L A A L i L3 WEEYMI P
£ Z Z £ A T 4 I g 1Sv3 YLINvHY YWWHS €
L Z £ £ E E iy ¥ Z 9z g OSMvIN IWMI35]E
C & A < £ Z A L c i g 15v3 wSSYAL HOHOdW] |
GLOZ | FLOZ |£40Z | ZLOZ | LLOZ | 0L0Z | 600Z [800Z| L00Z| 900Z | S00C L. duljeping
Buimojjo) paieatewag | PIISIPANS pusig
7. 1eak |pea asijeuoneiado 10) pazliajliolld Sauoz jo oN $3U07 Jo ON Ju "y &
N¥3LSAM :uoibay jo sweN)
{ hed
SdHD 1LNO DNITT0Y 04 SNV1d TVNOIO3IY 14Vid S




Apioud & aq o) Aunoey noyim seaty sanyioe) Bunsigxa
10 Ayjicieiens wo pusdap yim uonesyeuoiEisto {0y Aot 1z,

1eydsoy
40 BAUSD YYesy & SpnfOul pIn0d SUDT v (D00G 01 dn uonsndog) seepuwkon
#un 10 ¢ 0} dn Buisudwios sauoz oju pajeaewap aq of st JaspGne yoeg .,

] z s J9 |2 LAt A T A LT A T A YR FTT) 19 wiol|6Z
Sl
14}
A A A 5 gl 5 YOWOS| €1
| | L | | I L Loje N g1 G THUANID 43ddn| 21
¢z Iz AN A FA ] G NYIIS LMY ] L L
N FA [ FA A FA at = YAN3S NLN43 NLNARY| 0L
A £ i TYAIDINAW LEYOD IdvD| 6
L | ! | Z 1z 2 sl ¥ ASTANYIWTA NFISY YHNEV| 8
Z FAREE R F A (174 4 NIISEI NYANT OAVINOMY| L
L | Lot = v WY HE NIFOT0 YINNAISY] 9
£ v e £ 4 HIHON NISEY|§
£ z £z o 14 HLNOS NISSY| 1
! } L | N F4 z g |z sl 14 YHIAANIA AT ONYINEH O] €
L | L Lot | Lo b Ll g8 YNOOY|Z
L | L L I Z |z It z 1z lz I 5 W3Hav 04NY93 wNOT YONIWOH| L
SLOZ | FLOZ|£10Z|Z10Z | LLOZ |0L0Z|600Z | 800Z | 200Z |900Z | S007 L. BuiapIng PIsIpgng wmsiq
Bummojjoy pajessewesg j0 "oN

Z. 1eak yoes ssieuoneiado 10) pazialiiolid sauoz Jo oy

Sau07 jo oN

TVHIND :UoI6oy 0 alieN

SdHO 1NO ONITT0Y ¥Od4 SNV1d TVNOIDIY 14Vvid

oy
I3
¥
8
W
m.
()




BRGS0y £ 10 adusD Yyeay 8 sprjiul pirod
Andoud B 8 o Ajoe oylis Sealy  Seiioe] bunstsxa BUOZ ¥ {00G 01 A HONEING0 ) SBBRILILOT JUf) ¥ 40 € OF dn
J0 AUFGEIEAE HO PUSCED [jiM UONESHEUONEIBHD 10§ Awong 1, Buisuduiod SOUOT O PajBdEWap 8q 0 81 JAISIPANS YO8 .
gz |2z vz ez Joe lez |1z iz |8 8T MT ¥ 98 wioL
z L2 z b e Pzl 8 ¥ ajele |yniinzqez| gl
A £ A [V I 4 Zz £ |2 ZZ S pua ki Ll
L } L L L ! ! L 8 g IsmuduERy 15344 G
z | ! L £ L | A | i gl G efuog [eauad| g,
z |l | booL z vt ¥l E eluog 1534 1
z |z & £ |z I Z Z € 12 T [ g nbungquiny/uoioL) g
| o 1 L T EERE g ajewe][Z]
T Z L A Z z z |Z L 0 g uopuenynbnsses) ||
z |z c L [ z c A P | e 5 wodalay/eqoqes) o)
| L ! 2 L ! L L b L 0l £ Yinog equinuen)) g
L L Z £ L z } z | b gl w YLOp EquInuen) g
| - It i R TR T O V' £ ebiesen|
A A PR R R D DO (A A L (=L £ nbaysno| g
A 4 & z |z | T T | |2 L 1z g isudwep] 15e3| §
! L L 0 1 | | g C nbrubungyoniun ) | i
[ 4 d z g £ z |1g T Iz | i 9 eluog) 1se3| £
L ! L i L Z Z L ! Z El 9 EQIEAEIMES |
z 2 |V g [z g g g g g b |k 9 sjeg| | Koy
GLOZ| ¥1L0Z| £L0Z |2102[110Z| 0L0Z | 600Z | 800Z | 200Z | 900Z| S00C L. suljaping 2
Buimojjoy pajeasewaq| PIHSIPANS pusiq 5
Z. 1eak yoea asijeuoperado 10j pazuallolld SaU07 Jo ON S8uo07 Jo oN jo"ON W
NY3HLHON :uoibay jo aweN @
; :
SdHD 1LNO ONITI0Y 304 SNV1d TVNOIO3Y 14vdd




\&M.H\/ i
>

CHPS: Operational policy

38 | ORI [ TS0 (OBI|0E ] Be0 | 003 | 1530] (00 | 30% T8Ra]  Swkn LR e

WA C[C|i|»eooa [Tt noi[6]B8]Z]8]c P|clclon el
N " 1A dnap| g | man ™ .
g & I Eo PETE=Ty ik . B -
------------------------------------------------------- ””g AR N AR EER CAE AN R AL RAE AEE AL SARAAE AL AN AEE AR AR AR A ”§w “§~§“

Hea) HILSI93Y VO TVLVN LNV




Q.ﬁﬁm:v? m Mmwﬁ.‘muwaamm_umﬁz}&ﬁgﬁw5&% éﬁmﬁr méz.wfm @:{mﬂ%:?ﬁﬁai m::.:m..w A z;..z‘?:_u__q:
sy etay ajseap 1 XI5 40 :eq AU :
ybiam Moneso )
. sEAIPPY

Lof s iy e e b T IS NG SRR S R el e e v B R Lt i ..wEON\b:_umn

Aea ) 43151934 NOILVZINNWNI

54 @ CHPS: Operational policy




ON NN usab sisouohelr sisouefielq  [CoD[CoO[( 30 (ON BSHAIURLILIOD] onNjuaned] on Bay| 3lva
SEUIEY digaay|palajay JuBLIREI | [EUOIPPY jedouug ased|esed| xag| afy| uogelnT) ssEIpPY awep no SIHN
PO | Man
teerrrececnane “HQ_bm_D‘...;:.......w...........:..::.......... “ao_&ﬁ_°|n=m B D T TR TR nacowmg—_umu
RN ¥31S193Y SLISIA IWOH/(OHD) WOOY SNILTNSNOD/AdO

CHPS: Operational policy







e

\g.l. il
o

CHPS: Operational policy

SyaL | SIeaunion (Aue ) UanGO[ [0003S[ yisia] OHO|EaInG 35001y o] aouBiprty /18608 | |00yagANEIeT ETCTa]
SYEWEY POpALIY SATIAIES AWIOH £ Runuwwos
BaH [00yD (aR=1F151
[EREERI] S 0OIG (4211) uoneso ’ i
ueisinaTing BuRsei { A1eL IEaH

" owsig ¢

oz/Apoed

JIea A

 ¥3LSIOIY NOILOWOYHd HLTVIH ALINAWWOD




CHPS: Operational policy




. ‘gus‘ ﬂ"w ”,ﬁgwngﬁgﬁ‘i?&?%azﬂmm %aﬁwﬁn,ﬁm
| - ponel mdeioy | . : .
wo o en. oo %
ooy i vk g

o :-U-.Hwﬂn ey

e el

e JEsL

/&SE.
Tam . nIwe
SN

- weuey ; e g

)
&
g
K
H
g
S




This report was made possible through an award of the Population Council that is supported by the Office of Population,
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