@ HRIBITAFEH

HEALTH SERVICES IN POOR COUNTIES IN CHINA:
OPPORTUNITIES FOR DONOR SUPPORT

In early 1997 the Chinese Government announced a new health policy initiative. [t has
negotiated a loan from the World Bank (Health VIII) to support implementation of the
policy in 71 poor rural counties. This is a major initiative aimed at addressing some of
the most serious health problems in the country. The Government is seeking donor
support to maximise its impact on the health of people in the project counties and on
the formulation of realistic strategies for improving access to health services
throughout the poorer regions of China.

SUMMARY OF PROPOSED SUPPORT

Purpose

« provide technical support to strengthen implementation of a US$107 million World Bank-
supported project which will improve access 1o basic services for 32 million residents of poor
counties

s support the formulation of strategies for implementing the government's newly announced health
sector reforms in poor rural areas

e strengthen the capacity of Chinese research and training institutions 1o support health sector
development in poor rural areas

Topic areas

« meeting the needs of the poor

» reforming rural health finance

« public health strategies

» re-creating effective county health departments

s strengthening management of township and community health services

o information for management and performance monitoring

Activities

e training technical experts

» operations research and sysiems development

e production of guidelines and training materials

¢ training and technical support for county and township levels

o exchanges of experiences between project counties and provinces

« dissemination of findings to policy-makers and health service managers

Reascns for chaneelling support threugh this project

& it has been designed to support implementation of government policy

e each county has prepared a health resources plan and project implementation plan which has been
officially approved by the county government

o the provincial and national governments have formulated guidelines for each component and they
will monitor the performance of the project counties

» the project will be implemented through a well-developed management system

s the inter-ministerial Project Leading Group, chaired by the Vice-Minister of Health, will deal with
obstacles to implementation and ensure thai the lessons learned are used in policy formulation

For further information contact:
Liu Yunguo, Division Chief, Foreign Loan Office, Ministry of Health

27 Nanwel Road Tel: 86-10-63033032
Xuanwu District Fax: 86-10-63030077
Beijing 100050 E-mail: liuyg@ccs.capm.ac.cn

People’s Republic of China
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BACKGROUND TO THE BASIC HEALTH SERVICES PROJECT

The problems of health services in poor rural China

China made outstanding progress in improving its population’s health during the 1960s
and 1970s, as shown by reductions in infant, child and maternal mortality and increased
life expectancy. This progress was much greater than would have been predicted from
the country’s economic progress during that period. The improvement in health status
has slowed over the last 15 years, despite accelerating growth in GDP and personal
income. Some poor rural areas still have much higher levels of mortality than the rest
of the country.

China’s early health gains were associated with improved basic living conditions for the
rural masses and establishment of a three-tiered health system (village, township and
county level), which emphasised prevention (often through community action) and
accessible primary health care provided by part-time village health workers, who were
supported by the collective health unit. The system of health finance has changed
substantially as an unintended effect of the economic reforms, which began at the end
of the 1970s. This has contributed to problems in the health services of poor counties.

The construction of a three-tiered network of rural health facilities was largely
completed by the early 1970s. The buildings were appropriate to a command economy
with very low income levels. Over the past decade the government has financed major
investments in rebuilding rural facilities. However, conly a small proportion of the new
construction has been in poor counties, largely due to the requirement that local
governments co-finance capital works. Many poor townships (population 20-50,000)
have only a very basic health centre built over 30 years ago. These facilities are often
run down and poorly equipped. The surrounding villages have very basic clinics or
village health workers simply work from their homes.

China is well provided with health workers and poor counties have an average of 1.5
health personnel per thousand population plus one or more part-time ‘rural doctors’
per village. Most people live a few minutes away from a health worker and utilisation
is high, except in some mountainous areas. However, the quality of services is often
low.

Most village health workers received a short training course many years ago.
Previously they were supervised regularly. Many township health centres no longer
play this role, due to financial constraints. Prior to the 1980s the government assigned
trained doctors to the rural areas, but very few are still working in health centres in
poor townships. Facilities in these localities are staffed by people who have, at best,
attended a 2-3 year course at a nearby training centre and almost a third of their
‘doctors’ have not been formally trained. Supervision and inservice training have
declined due to loss of funding and increased competition between facilities.

China’s system of public sector finance is highly decentralised and each level of
government is responsible for its own institutions; county governments fund county
hospitals, township governments fund health centres. Government heaith budgets have
not kept up with cost increases and health centres in poor townships finance 20 percent
or less of their budget from this source. Village health workers who were previously
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paid by production collectives, now earn almost all their health-related income from
user charges. Prior to the 1980s more than 85 percent of villages had a cooperative
medical system which reimbursed a substantial share of medical costs. These have
mostly collapsed so that the majority of rural people pay out-of-pocket for over three-
quarters of the cost of health services.

A number of factors are contributing to a shift from prevention to curative care and to
rapid rises in medical costs. Government grants no longer cover even basic salaries and
health worker income is directly related to their facility’s success in generating
revenue. Local governments still assign new graduates to rural facilities, who then have
to finance the additional salaries. The government has kept the price of preventive
services, routine consultations and bed-days low. In consequence, health facilities have
been under pressure to concentrate on revenue generating curative services, rather than
preventive activities, and promote the sale of drugs and the use of new technologies
which can generate profits. In spite of these efforts, health workers in poor rural areas
earn less than the government basic salary.

These changes have had a considerable impact on access to services. The average
annua! number of outpatient contacts per person tends to be reasonably high.
However, the poor find it difficult to visit a qualified doctor or pay for a full course of
drug therapy. Coverage by preventive services is relatively good. However, in some
poor counties many women stili do not have access to safe delivery and problems with
tuberculosis, schistosomiasis and sexually transmitted diseases persist.

The most serious problems with access to services concern hospital care for the
seriously ill and treatment of chronic illness. Surveys find that a substantial proportion
of people referred to hospital refuse admissior, mostly because of its cost. Many
people borrow money to pay for care and a significant number of very poor families
report a history of serious iliness. In theory, the very poor are provided with a safety
net which covers health, among other things. In practice, poor localities do not allocate
enough to social relief to pay for medical care. Catastrophic illness is a major cause of
poverty in rural China. '

Government policy initiatives

The Chinese government has recognised the need for action to prevent the exclusion of
social groups from the benefits of economic growth. Its major strategy has been to
finance poverty alleviation programmes in designated poor counties. These largely
provide soft loans for productive investments. As the number of poor have diminished,
a substantial proportion of the remainder have been found to suffer from health
problems. This has led to new thinking about the need to invest in human capital and
develop mechanisms to help households avoid the disastrous financial consequences of
serious illness. Some provinces now spend some of their poverty alleviation funds on
health activities.

In January 1997 the State Council released a Decision Paper on Health Reform and
Development setting out the major health priorities to the year 2010. The contents
were the result of a lengthy process of policy analysis and debate which culminated in
China’s first ever National Conference on Health Policy in late 1996, attended by
provincial governors, national decision-makers from all relevant ministries and senior
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health sector officials. Every provincial government held a conference in 1997 to affirm

their support for the new policy. In May 1997 the State Council issued a second

document, on behalf of five ministries, which outlined specific proposals for

restructuring rural health services. Taken together, these documents present an agenda

for major health sector reforms. The key strategies for rural areas are:

« health to retain its share of government budgets as overall expenditure grows;

« public funding for prevention and basic care to improve, especially in poor areas;

o health facilities to be rehabilitated and upgraded, based on regional planning
principles;

» management, supervisory and referral systems to be strengthened;

» systems of community heaith finance to be re-established; and

s personnel policies in the health sector to be improved, including certification of
health workers, rural placements for urban hospital staff, better supervision, and a
stop to the recruitment of unqualified staff.

Both documents stress the need for special measures to address the problems of poor
rural areas. The government has negotiated a US$70 million loan frem the World
Bank, on concessionary IDA terms, to facilitate implementation in a number of pocr
counties.

THE BASIC HEALTH SERVICES PROJECT - HEALTH VIII

Project activities

The basic health services project will support 71 poor counties (average population
450,000), many of them nationally designated poverty areas, in 6 provinces: Qinghai,
Henan, Guizhou, Gansu, Anhui and Shamxi, and the municipality of Chonggqing
(referred to as 7 provinces) to implement the new policy. The first objective 15 to
rehabilitate and reform the health sector and thereby to improve access to effective and
appropriate health services on a sustainable basis. The second is to develop models of
health management and finance which other poor counties can adopt. The total cost
will be US$107 million, of which different levels of government will provide 35
percent and an IDA loan will provide 65 percent. Annex I summarises the project
objectives and Annex II outlines to use of resources in the project.

The project focuses on three main activities: rehabilitating and restructuring the
network of health facilities; improving service quality, effectiveness and efficiency; and
changing the system of heaith finance. County and township governments will
implement the project with managerial and technical support from central and
provincial levels.

Every project county is preparing a county health resqurce plan which defines priority
health needs, assesses the physical infrastructure and proposes a development plan.
The project will support the rehabilitation of 1000 township health centres. These are
basic facilities serving a population of 20-40 thousand with an outpatient department, a
clean treatment room, a delivery room and approximately 20 inpatient beds. Ten to
twenty percent are referral facilities, called central township hospitals, with the
capacity to provide simple surgical services. None of the facilities will cost more than
US$50,000.
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Each county will take measures to improve the performance of their health services.
The project will support the establishment of effective supervision, service and referral
relationships between county, township and village levels; it will introduce standard
case management protocols for important health problems and train health workers in
their use; and pilot the use of essential drug fists to reduce dangerous and unnecessary
prescribing.

The counties will give special emphasis to a small number of cost-effective health
interventions such as maternal and child health, tuberculosis control and immunisation,
The project will fund baseline assessments, essential equipment, training and health
education and technical and programme support. The counties will reduce financial
barriers to access to these services.

The counties will support the re-establishment of cooperative medical schemes in a
proportion of project townships. These schemes will derive revenue from individuals,
government and collective bodies. They will fund certain preventive activities and they
will reimburse a proportion of the cost of medical care. The project will fund start up
costs and seed funds to reduce the risk to participants while schemes are being
established.

The government of each participating township will establish a medical relief fund to
provide a safety net for the very poorest households. This fund will finance basic
preventive services and it will subsidise hospital care for common health problems. The
project will fund start up and management costs and service subsidies.

The provincial and central levels will provide technical and managenial support to the
project counties, with project support. They will also draw lessons from the county
experiences for use in other counties in the project provinces and elsewhere in China.

Benefits and target population

The project will provide improved facilities and services for an estimated 32 million
people in 71 counties. Poor families are targeted as the primary beneficiaries through
(i) selecting officially designated poverty counties as the project areas; (ii) limiting
expenditure to township and village-level services, which the better paid government
workers and enterprise employees, who are entitled to medical insurance, tend not to
use; (iii) financing priority interventions for health conditions that particularly affect the
poor, and (iv) improving financial access to essential services with cooperative
financing arrangements and a special fund for the medical relief of very poor families.

The project will help all families in the project areas receive basic health care, with
particular benefits for those with health conditions amenable to the key interventions
supported by the project (primary maternal and child care, tuberculosis control and
immunisation) and for the very poorest households eligible for medical relief.

Residents of other poor areas will benefit from the demonstration of practical
approaches for improving access to basic health services on a sustainable basis. Central
government cannot force iocal governments to implement the new health policy, but it
can influence them by showing them how they can improve local health services. It can
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also influence debates about the appropriate roles of national and provincial
governments in support of basic health services in poor rural areas.

Sustainability of Reforms and Service Improvement

Investment in infrastructure and personmel is required to reverse the health sector’s
deteroration in poor rural areas. The immediate instinct of county governments was to
recerstruct the previously existing infra-structure. However, after preparing health
resource plans (28 of the project counties have reached this stage) they have changed
their perspective. They have emphasised rehabilitation over new construction, many
have reduced their bed numbers and a few have decided to close redundant facilities.
Tre -2sult will be a more cost-effective use of limited health care resources.

Tre izvestment in facilities need not have a substantial impact on their recurrent costs.
Most facilities will not require additional personnel. If they attract more patients, they
may -e able to increase salaries. Increases in some items of non-salary operating
expenditure could be compensated with efficiency gains, if the service improvements
comzonent is successful. For example, there is potential for considerable savings on
rug expenditure, which accounts for more than half of most health centre budgets.
This will only be possible if governments change the pricing structure to enable health
facilzies to charge economic prices for consultations and bed-days and remove the
incerzive to sell too many drugs. The facilities will have to spend more on
malrienance.

o

Courty and township govemments have to allocate more money for certain key health
secter functions. These include monitoring and supervision of the performance of
health facilities, in-service training, and the provision of key public health services. The
goveruments of the participating counties have undertaken to increase their health
budgets in line with economic growth. If the economy continues to grow at current
rates, they should be able to finance these activities.

The cooperative medical schemes will collect modest amounts of money and will
reduce risk to a limited extent. The project will focus on strengthening systems of
government regulation and community supervision to ensure that the schemes are
sustzinable. This will create mechanisms through which communities can influence the
performance of health service providers. As individuals learn to trust these new
instizutions they may be willing to contribute more and their insurance function may
increase.

Present social relief provisions do not protect the very poor adequately. Local
governments in the project counties have agreed to finance a package of basic medical
benedts for the poorest 1-5 percent of the population. If they establish an effective
saferv net at an affordable cost, it may encourage therh to continue to fund it after the
project ends. It will also demonstrate to higher levels of government a mechanism
whereby resources from anti-poverty programmes and other fiscal transfers to poor
areas can be used to reduce the risk of destitution due to serious illness. This will
conzribute to effective implementation of the government’s poverty reduction strategy.
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Project design, planning and implementation

The organisation of the Basic Health Services Project reflects China’s decentraiised
system of public administration. All levels of government and the World Bank have
invested a substantial amount of resources (approximately US$2 million) in a lengthy
period of project preparation. The national level produced guidelines for resource
planning and the design of components and tested them in three pilot counties. It then
trained personnel from the lower levels to use these guidelines. Each county prepared a
detailed situation analysis and plan. These documents underwent three iterations of
review by the provincial level and revision before being formally ratified by the county
government. The counties which have persisted through this process understand the
project well and seriously want to implement it.

The project management system extends from national to township levels. There is a
national leading group, headed by the Vice-Minister of Health, and a national project
management office. The provincial and county levels have leading groups, chaired by
the vice-governor of the relevant level of government. They also have project
management offices. The townships have a project management group under the
government head. The leading groups include decision-makers from relevant sectors
such as finance, planning, civil affairs, personnel and so forth. They are responsible for
overall project implementation. The management offices provide the necessary
administrative and logistic support.

The national and provincial levels will provide the project counties with technical
support. The government has established national specialist groups on planning, health
services improvement and local health finance. These groups include experienced
health service managers and highly regarded personnel from universities and research
institutions. They will produce project implementation guidelines, train and support
provincial experts, and supervise implementation. Every project province has similar
expert groups which combine government officials and experts from research and/or
training institutions. They will help the counties implement the project.

County-level activities are financed by county and township governments. The central
government will on-lend most of the World Bank funds through the provinces to the
lower levels, who will be responsible for repayment. This puts a heavy burden on
governments of poor areas, but it ensures that they own the project. They have a
powerful incentive to implement the project effectively.

This model of project finance makes it difficult to fund substantial inputs by Chinese or
foreign experts. While it removes the temptation to include unproductive activities, it
can reduce the impact of the project in the project counties. It can also lead to missed
opportunities for strengthening China’s capacity to implement its new health policy in
poor rural areas.

FURTHER SUPPORT FOR THE BASIC HEALTH SERVICES PROJECT

The capacity of each provincial expert team to provide effective technical support to
approximately 10 counties will strongly influence the success of the project. The expert
teams are mostly partnerships between government and a local research and training
institution. The latter institutions will play a critical role.
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Due to financial constraints, the project provides limited technical support for the
provincial expert groups. The national expert groups will be funded to develop
guidelines and training materials and organise very short training courses for the
provincial teams. There are also limited funds for some foreign experts to attend
national workshops and for a number of study tours abroad. The budget covers a
minimum set of inputs to ensure implementation and provide contact with foreign
expertise. Modest amounts of additional funding could substantially increase the
capacity of provincial institutions to support project implementation, and increase the
contribution of the project to national efforts to formulate strategies for improving
access to health services in poor rural areas.

The Basic Health Services Project provides a structure for donors to provide cost-

effective support for health improvements. This 1s due to a number of factors:

+ its role in government’s strategy for assisting poor counties to implement the new
health sector policies;

¢ the investment of resources and time by governments of the participating counties in
designing their local project;

¢ the comrmitment by county governments to support project implementation and
establish mechanisms to monitor local services and make them more accountable to
the community;

¢ the clearly defined role of provincial and national levels in providing counties with
technical support and monitoring their performance;

« the establishment of central expert groups to develop implementation guidelines,
train provincial experts and ensure that lessons learned are widely disseminated,;

o the existence of a well-tested project management system with an experienced
national office; and

¢ the establishment of provincial and national inter-ministerial leading groups to
facilitate implementation and create links with policy makers.

By funding activities linked to this project, donors avoid having to invest heavily in
negotiations with provincial and county governments. They also do not need to create
new systems for financial management and project supervision. This allows them to
focus their resources on the provision of the most cost-effective support.

Donor support does not need to be integrated into the implementation of the Basic
Health Services Project. However, additional activities have to be consistent with the
system of project technical support. This could be achieved by identifying a key
institution to play a leadership role: either a centre of national excellence or a
particularly good provincial institution. That institution would develop its own
expertise and support sister institutions in the project provinces. The overall aims of
the support would be to improve the capacity of all levels of government to support
the provision of effective services at an affordable cost in the project areas and to
contribute to the formulation of strategies for improving access to services in other
poor areas of China. Support would be provided by Chinese and international experis.

The staff of Chinese research and training institutions have many of the skills required

to support project activities. However, local governments have not previously
allocated sufficient resources to use them well. As a result these institutions have
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limited experience providing technical support to health service managers. They have
also not worked closely with Chinese experts outside the academic system. The Basic
Health Services Project provides an opportunity to strengthen links between these
institutions, experienced managers willing to offer consultancy services and provincial
and county health departments. However, this will only be possible if adequate
resources are made available.

Chinese institutions can benefit from foreign technical assistance which includes the
activities listed below. The appropriate design of the foreign technical assistance will
vary according to the specific need and topic area and mught include:

s short visits to China by foreign experts to participate in specific activities such as
the provision of training, the design and implementation of an analytical study,
provision of technical support for a specific aspect of project implementation, and
so forth; o

» longer stays in China by foreign experts to assist with the establishment of a specific
training course or the development of an institutional innovation;

e visits by Chinese experts abroad to undertake a specific task, such as the
development of training materials, design of a programme of work and so forth,

s participation of Chinese experts in short intensive courses or well-designed study
tours to learn from international experience; and

e formal degree training by Chinese experts, where there is a special need.

The project will last for 6 years, beginning in 1998. It will begin slowly as the
participating provinces and counties build their capacity to implement an ambitious
rehabilitation and reform programme. There are many options for the design of
complementary projects to provide additional technical assistance. The next section
outlines the major topic areas requiring capacity building and the following one
summarises the kinds of activities which require funding. The cost of support will
depend on the kinds of activities supported, the degree to which support is extended to
grassroots levels, and the balance between Chinese and foreign technical assistance. A
rough estimate is that each topic area could cost US$200,000 per year.

TOPIC AREAS REQUIRING CAPACITY BUILDING
The Ministry of Health has identified the following six topics as particularly important
to project implementation.

Meeting the needs of the poor

The project counties have agreed to set up small medical relief funds, but they have

little experience with this kind of provision. The expert team needs to develop an inter-

disciplinary approach in order to maximise the impact of this innovation. The aims

would be to improve the performance of existing medical relief schemes and formulate

options for more effectively addressing the health needs of the very poor. A work

programme might include:

e establishment of a multi-disciplinary team which encourages collaboration between
institutions involved in public health, rural social welfare, and poverty alleviation;

e training provincial experts in quantitative and qualitative methodologies for
identifying the health service needs of the poor and designing and monitoring
appropriate programmes,
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» short training courses and study tours to expose Chinese experts to relevant
international experience; '

e development of systems to monitor and supervise the performance of medical relief
funds in project counties;

s evaluation of good practice models and intervention studies to develop and test
innovative approaches;

¢ production of guidelines and training materials,

¢ training for county and township personnel; and

# organisation of activities to foster communication between institutions involved in
different aspects of poverty alleviation.

Reforming rural health finance
The government’s strategy for improving access to services and reducing the financial
risk of catastrophic illness is to increase local government funding of key public health
functions and encourage localities to establish cooperative medical schemes. There is
already research underway on the design of systems of revenue collection and benefits
payment. There has been little work on the implications of large scale implementation
of health prepayment schemes in poor rural areas. This will require effective
management systems, county-level menitoring and regulation, and mechanisms to
make schemes answerable to the community. This could be supported through:

o training experts in skills relevant to local government finance and widespread
introduction of prepayment schemes (public sector resource allocation, economics
of prepayment, local government financial management, participatory approaches
for assessing needs and supervising funds, contracting with health facilities,
monitoring provider performance and so forth),

e development of systems for routine monitoring of schemes by government and
communities and for monitoring the allocation of public funds;

o evaluation of the performance of a selection of schemes and formulation of
recommendations to improve scheme management, government regulation and
democratic supervision;

s intervention studies to develop good practice working models;

¢ production of training materials and management guidelines for township health
centre managers, county level regulators and community representatives;

» development of appropriate mnformation systems to be used by government
regulators and community representatives;

e training county, township and village level personnel (if enough funds are available);
and

¢ organisation of provincial and national meetings for stake-holders (county health
bureau personnel, the association of township hospital managers, and so forth)

Public health strategies

The project provides limited resources to support an analytical approach to the
identification of health problems and the design of cost-effective intervention
strategies. Most counties have selected interventions which are already widely known.
Support could be given for more systematic approaches to the formulation of public
health strategies. The activities could include:

e training experts in relevant skills for identification of priority health problems,

design of interventions and monitoring and evaluation of effectiveness;
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» detailed studies in some project counties to identify priority problems;

e evaluation of programmes in project counties to make recommendations for
redesign;

e intervention studies which address poorly understood problems such as injuries,
reproductive health, causes of non-communicable diseases, and the special problems
of residents of remote areas;

¢ preparation of guidelines for programme design and implementation;

¢ production of training material;

o financial support for interventions in project counties (if sufficient rescurces are
available); and

» establishment of a centre of expertise in public health strategies or specific
interventions.

Re-creating effective county health departments
One of the key factors for project success is the ability of county-level personnel to
play an active role in planning the construction programme, organising in-service
training, supervising service provision, enforcing regulations, providing technical
support to community representatives on cooperative medical schemes, and publishing
appropriate information. This work will be carried out by employees of the county
health bureau and of other county health facilities such as the hospital, anti-epidemic
station and maternal and child health centre. There is a need for work to enable the
counties to perform these functions effectively. Work on this topic will involve:

o working closely with a small number of counties to define the role of county
personnel in project implementation;

» intervention studies to develop innovative approaches to planning, supervision,
regulation and information provision;

o development of guidelines on county health service management, supervision and
regulation (care needs to be taken to ensure that work by the other topic groups
feeds into these guidelines) ;

« development of training courses for county health service managers; and

e creation of links between institutions working -on health and local government
management to improve understanding of issues of local government finance and
management in the health sector and of health in local government.

Managing township and community health services

Township heaiu cenues have a hey fole Ul providing Laesie Lcaiill Sciviees alid
supervising and supporting village health workers. It will not be enough simply to
instruct managers of these facilities to modify their behaviour. They will have to be
convinced that new approaches will enable them to address the financial problems of
their health facilities better than the old ones. This topic can be divided into facility and
service delivery management.

Health facility management

There is very little professional expertise in the design and management of rural health

facilities in China. Activities could include:

e site visits and evaluations of different building strategies within the project focusing
particularly on good practice models;
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s intervention studies in a small number of localities to develop innovative facilities
using appropriate technologies and evaluate their cost and functionality;

¢ development of strategies for maintenance of heaith facilities;

» development of alternative designs and technical guidelines for rural health facility
planning and management; and

» dissemination of information to stake-holders in local government, the construction
industry, health departments and associations of health facility managers.

Township health service management

The aim of work in this topic area is to develop working models of how health centres

can improve their performance and re-establish cooperative relationships with village

health, while improving their financial situation. Activities will include:

s training experts in met‘lodologxes for research on issues of health service quality and
efficiency;

» intervention studies aimed at identifying the services health facilities should provide
(based on studies with service users and providers to identify their needs and the
kinds of services they feel should be provided) and defining a strategy to enable
them to improve their performance;

¢ development of demonstration models and evaluation of their performance in
meeting the needs of users and of health workers (focusing particularly on
townships which have established cooperative medical schemes);

o production of guidelines for the management of township health services;

e organisation of training courses for managers of township health centres; and

s development of links between health service managers and researchers focusing on
issues of effective and efficient rural health service management.

Information systems for management and performance monitoring

The project counties will collect a substantial amount of information to monitor project

imnplementation. Support is required to ensure that the best use is made of this

information, without creating a vertical information system which is not linked to

service managers. This will involve:

¢ working with a small number of counties to develop simple reports useful to facility
and programme managers, county-level personnel with regulatory responsibilities,
and community organisations;

e analysis of routine data and production of reports which compare the performance
of project counties and townships;

e development of efficient use of electronic communications; and

s training of managers, regulators and community representatives in information use.

ACTIVITIES REQUIRING SUPPORT

This section outlines a number of activities requiring support. Each topic area will
involve a different combination of activities and different mix of Chinese and
international technical assistance.

Training technical experts

There is a shortage of people with expertise in technical disciplines, which include
health planning, health service programming (identification of needs, service design,
evaluation of effectiveness), financial analysis of health systems, rural health facility

—151—



management, and economic appraisal of health activities. They could be trained in
relatively short courses (6-12 months) which would be established at a Chinese
institution. Trainees would come from government health departments and research
and training institutions. Foreign experts could contribute by traning key staff,
assisting with course design and helping develop training materials.

Operations research and systems development

China is embarking on a major programme of rural health reforms. The initial tendency

of health service managers is to imagine they can return to the models which worked

so well during the 1970s. However, the radical economic and institutional changes

which have taken place make this unrealistic. There is a need for systematic study of

different health sector strategies to identify those which work best. This is particularly

important in China’s highly decentralised system, where county governments have to

be convinced of the superiority of alternative sectoral strategies. The following

activities could contribute to this:

¢ systematic monitoring and evaluation of the approaches to specific issues by the
project counties;

+ identification and detailed analysis of best practice models; and

e intervention studies to develop innovative approaches

Production of guidelines and training materials

The project has limited funds for the production of guidelines for project
implementation. However, it cannot finance more substantial work to draw on the
experience of the project counties to produce manuals and materials for use in training
programmes arcund the country. There are virtually no provisions for alternative forms
of communication such as simple guidelines for use at county and township levels, the
use of the media, multi-media training materials and so forth.

Training and technical support for county and township level personnel

The project includes limited amounts of short course training for county and township
personnel. If research and training at higher levels leads to mew ideas for project
implementation, additional resources will be required to transform this information into
activities on the ground. These resources would fund the organisation of short training
courses and visits by technical experts to counties. In addition the project provinces
need to develop training for county-level personnel in health service supervision and
regulation and for managers of township health centres.

Organised exchanges of experiences between project counties and provinces

The project makes limited provision for short meetings attended largely by project

managers. Additional activities which would strengthen implementation include:

¢ meetings of administrative or professional groups such as township health centre
managers, experts in particular programmes, CMS managers and so forth;

e creation of newsletters or electronic networks;

« meetings which involve decision-makers in county and township governments or
representatives of local communities; and

e study visits to sites of best practice models.
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Dissemination of findings to policy-makers and health service managers

Additional resources are required to draw on the experience of project counties to

influence policy debates at national and provincial levels. This could fiund:

 training for Chinese experts and decision-makers on approaches to policy analysis;

¢ international exchanges aimed at exploring specific strategic options;

s focused meetings between experts and high level policy-makers; and

« production of a newsletter to monitor key aspects of policy implementation in poor
rural areas and report on innovative strategies.
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ANNEX 1

BASIC HEALTH SERVICES PROJECT OBJECTIVES AND PERFORMANCE
INDICATORS

The project aims to achieve sustainable health improvement for
the populations of poor rural counties through:

(1) improved allocation and management of health resources

(2) upgrading of health facilities at township level

(3) improved quality and effectiveness health services and
programs

(4) increase risk sharing and the affordability of essential health
care for poor families.

« Bed occupancy of township health centers (THCs) and
central township hospitals (CTHs).

« Ratio of OPD visits: professional staff in THC and CTH.
o # (%) upgraded health facilities according to the CHRP.

« # (%) CTHs have both effective referral and supervision
agreements with county hospitals and using standard
clinical protocols.

e A coverage measure for each priority intervention
selected by the county; e.g., hospital delivery, TB case
detection and completion, and EPI coverage .

» Number of townships with CMS schemes lasting two or
more years.

= % of the eligible poor population receiving poverty
fund .
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Component A. Planning, Management and Health
Infrastructure

A-1. Established system and capability for county health
resource planning (CHRP).

A-2. Upgraded health facilities at both central and general
townships to meet the needs for their revised functions under the
CHRP.

A-3. Improved information system, which can provide useful

and timely information to health service managers and other
interested parties at each level.

Component B. Health Service Improvement

B-1. Improved guality of health services at township and village
level through: implementing referral and supervision
agreements between service levels; introducing standard clinical
protocols; implementing national hospital procedures for
infection control and X-ray safety; and introducing policies and
procedures to reduce dangerous and excessive drug use.

B-2. Improved county wide programs to prevent or control
selected high priority health problems for which cost-effective
interventions are available in China, but not yet adequately
implemented in the project areas.

Component C. Cooperative Medical Systemn {CMS)

C-1. Establish cooperative medical insurance schemes in the
project areas.

C-2. Establish a system to fund medical relief for the very poor.

» % counties with approved CHRP and annual review.

¢ # (%) upgraded health facilities according to the CHRP.

» Guidelines with agreed content, format, frequency and
distribution for township and county level reports.

 # (%) counties praviding satisfactory six monthly
project progress reporis and annual health sector status
reports within target dale

» # (%) CTHs and THCs have effective referral and
supervision agrezments with county hospitals.

& # (%) CTH/THC using standard clinical protocols for
maternal and child care.

s # (%) CTH/THC complying with national infection
control requirements.

e # (%) CTH/THC complying with nadonal X-ray safety
requirements.

e # (%)THC and village clinics using essential drugs.

e A coverage measure of the priority health interventions
(e.g., bospital delivery, TB case detection and
completion, and EPI coverage.

» % townships with CMS schemes meeting agreed
conditions for project support.

» % population covered by CMS.

L]

» % township CMS schemes producing satisfactory
annual report and passing financial audit.

* % county CMS offices producing annual report with
comparative indicators on CMS schemes.

¢ % population satisfied with CMS.

o % of the poor among the eligible poor population
receiving support from the fund.
* Amount of fund expenditure.
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Component D. Project Coordination and Support

D-1. Provide the structure for effective project planning, « # provinces with fully staffed PMU.
budgeting, management and technical supervision at provincial | ° Average lime for claim and disbursement cycle in each
and central levels. provinge.

D-2. Improve the capacity of provinces to provide technical
support to the project areas and to disseminate the experience
gained in project areas to other counties.

« Number of visits by provincial experts to the project
counties

* % of counties complving with their annual training
plans by component

D-3. Ensure that the central level can provide technical support

1o the provinces and use the experience of the project to  Number of visits by central experts 1o the project

contribute to policy development and national dissemination. provinces
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ANNEX II

SUMMARY OF BASIC HEALTH §ERVICES PROJECT

A Improved Planning, Management and Health Infrastructure

Al.  Improved Health Sector Planning. This subcomponent supports
implementation of the county health resource plan (CHRP) approved before
appraisal by agreement with the Bank, through funding incremental costs of the
planning unit of each county health burean, including: (i) local training and
experience exchange for health planners; (i1} progress review through reports
and site visits; and (jii) techmucal support to prepare annual workplans.

A2, Upgrading of Township Health Facilities. Based on revised service
functions and standards, defired in the CHRP, this subcomponent will
construct or rebuild and equip about 1,000 township health centers (THCs) and
referral level central township hospitals (CTHs) and institute arrangements for
maintenance and repair. The project will fund construction costs, equipment,
training and supervision. The subcomponent will be implemented by county
health bureaus with technical supervision by county public works agencies and
higher level bureaus. :

A3, Improved Management Information System. This subcomponent
will improve the collection and use of information for planning and monitoring
health programs and project progress, through: (i) improvements to the current
reporting systern; (i) surveys; and (iii) limited additional indicators for project
monitoring. The project will fund equipment, software development, training in
data management, analysis and use, survey costs, supervision and technical
support. This subcomponent will be implemented by the county health bureau,
with technical support from prefectural and provincial health bureaus, and
from the Center for Health Statistics and Information (CHSI) in the Ministry of
Health (MOH).

B. Health Service Improvement
This component will improve the quality and effectiveness of the township and
village health programs in the project areas through:

Bl.  Improved Health Service Delivery. This subcomponent will:

(i) establish effective supervision, service and referral relationships between
county, township and village levels; (ii) implement standard case management
for common health problems and procedures for infection control and x-ray
safety; and (iii) pilot the use of essential drug lists to reduce dangerous and
unnecessary preseribing. This component will be preferentially implemented in
townships where CMS schemes are set up (see Cl below). The project will
fund the development and introduction of policies and procedures, staff
training, clinical supervision and technical support.
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B2. Priority Health Interventions. The project will improve the coverage
of selected cost-effective health interventions, targeting important health
problems in the project areas. Priority will be given to improving maternal and
child health (MCH), tuberculosis control and immunization programs, with
others to be selected if these programs are already active (see Annex 2 for a
full list). This subcomponent will be implemented by the county health bureau
through township and village services, with project funding for baseline
assessments, essential equipment, training and health education, and technical
and program support.

C. Increased Affordability of Health Care .
This component will introduce risk sharing for health care costs and reduce
financial barriers to essential services. ’

ClL. Cooperative Medical Insurance System (CMS). This subcomponent
will help townships to establish risk sharing schemes, based on criteria and
guidelines acceptable to IDA, beginning slowly and expanding according to
experience. The project will fund start up costs, such as baseline analysis,
scheme design, community mobilization and management development, and
seed funds to promote initial participation. The county health bureau will
supervise and monitor the schemes, with technical support from provincial
health bureau. :

C2.  Poverty Relief. A poverty fund will be established in each township
participating in the project, as a means to reimburse service providers in whole
or part payment for essential preventive services and inpatient care for the
poorest 5 percent of households, according to eligibility criteria acceptable to
IDA. The fund will be managed at township level and supervised by the
county health bureau. The project will fund start up and management costs
and service subsidies.

D.  Project Coordination and Support

Through this component the participating provinces and national level agencies
will: (1) monitor and supervise the project; {ii) provide technical support to
project implementing units; (iii) appraise proposals for the second group of
counties; (iv) conduct investigations related to project progress or health
problems in the project areas; and (v) analyze and disseminate the project
experience. The project will fund training and technical assistance to increase
capacity at central and provincial levels, including formation of an expert
panel; and the operating costs of the project management and supervision.

Policy,
Institution
building

Policy,
Institution
Building

Policy,
Institution
Building

Institution
Building and
Project
Managemnt

212

10.8

6.2

Total

100.0
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