ROADMAP FOR THE IMPLEMENTATION OF THE BASIC PACKAGE OF HEALTH SERVICES
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National Operational Plan: BPHS

To operationalize the National Health Plan one operational plan for each component of the National Health Plan should be developed. The following is the table of contents for the BPHS plan. Each plan should address targets and indicators, planning and implementation, specific components of national health systems that belong to the BPHS operational plan, and its interfaces with the other aspects of the National Health Plan.
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Section I: BPHS Introduction and Overview

Introduction

This document presents the details of the specific approach to implementing each of the interventions relating to the components of the Basic Package of Health Services.

 Each component, is selected and broken down to or disease/condition starting point, is broken down into a number of interventions, selected on the basis of their feasibility, known cost-effectiveness (from international data), and anticipated affordability. 

The format used to present the interventions has been adopted from the Mother-Baby Package costing spreadsheet developed by the Department of Reproductive Health and Research at WHO. More environmental and preventive interventions do not fit well into this format, and so are presented differently. 

All interventions presented here are proposed standards, ie they may differ from the actual situation.  It proved very difficult to get an idea of what was actually being done.  At the end of each section there is a box that indicates the difference from current practice as far as it was possible to ascertain.  Although the initial intention was to identify the costs of both current practice and possible future service delivery and support, in order to determine the difference between them, this has had to be dropped.

Section II: BPHS Targets and Indicators 

National indicators and targets

a. County Health Services Indicators

As part of the county health plan, CHTs will set targets for the County Health Services Indicators listed in Table 1.  In addition, CHTs will project their progress toward implementation of the BPHS by setting targets to monitor the main BPHS programs.  These targets will be monitored as part of periodic monitoring and evaluation (see Chapter 11: Monitoring and Evaluation).

Table 1: Indicators and Targets
	=Pillar
	County Health Services Indicators
	Status

June 07
	Target 

June 08
	Target 

June 09

	BPHS
	1) % health centers and hospitals offering HIV laboratory diagnosis.
	
	
	

	
	2) % health centers and hospitals offering laboratory testing for tuberculosis.
	
	
	

	
	3) % of all facilities that are providing intensive phase DOTS treatment for tuberculosis.
	
	
	

	
	4) % of facilities with an active CHW program.  
	
	
	

	
	5) % of facilities with active collaboration with TTMs
	
	
	

	HR
	6) % of clinics that have a certified midwife 
	
	
	

	
	7) % health centers and hospitals that have at least four certified midwives and four physician assistants and/or registered nurses.
	
	
	

	
	8) % health centers and hospitals that have a social worker.
	
	
	

	Support Systems
	9) % of facilities without a stock-out of either ACT or Cotrimoxazole in past three mos.
	
	
	

	
	10) % of facilities submitting a timely and complete HMIS monthly report to the CHT. 
	
	
	

	
	11) % of facilities receiving supportive supervisory visit from the CHT in past three mos.
	
	
	

	
	12) % of health centers and hospitals with a functional radio or telephone communication system.
	
	
	

	
	13) % health centers and hospitals with emergency transport system.
	
	
	

	Infra-structure
	14) % of facilities with equipment according to the minimum list in the BPHS.
	
	
	

	
	15) % of health facilities with operating hand pump (or an equivalent safe water source).
	
	
	

	
	16) % of facilities with functional lighting source (generator or solar panels).
	
	
	

	Finance
	17) Cumulative % of the yearly budgeted county allotment that has been drawn down.
	
	
	

	
	18) County Health Office maintains an active financial ledger.
	
	
	

	Partners
	19) Number of County Health Coordination (CHT + NGOs) meetings during last 3 mos.
	
	
	

	
	20) County Health Board established.
	
	
	

	
	21) Number of County Health Board Meetings held during the last three months.
	
	
	

	
	
	
	
	

	Pillar
	Indicators to monitor the main BPHS programs
	Status

June 07
	Target 

June 08
	Target 

June 09

	Maternal

and Newborn Care
	1. Percentage pregnant women receiving antenatal care from a skilled provider.*
	
	
	

	
	1. Percentage pregnant women receiving two or more tetanus toxoid vaccinations during or before pregnancy.*
	
	
	

	
	2. Percentage pregnant women receiving an Insecticide Treated Net during a prenatal care visit.*
	
	
	

	
	4. Percentage births attended by a skilled birth attendant (Certified midwife, registered nurse, physician assistant or doctor.).*

* Number of pregnant women and births is estimated by multiplying the total population of the area by the crude birth rate:  45 per 1000.
	
	
	

	
	5. Case fatality rate of admissions with complications of pregnancy and childbirth
	
	
	

	Child Health
	6. DPT3 coverage: (Total annual DPT3 vaccinations given to infants under one year divided by estimated number of children under one year in the population.)
	
	
	

	
	7. Number of cases of diarrhea treated at the health facility in children under five.
	
	
	

	
	8. Number of cases of pneumonia treated at the health facility in children under five.
	
	
	

	
	9. Number of cases of malaria treated at the health facility in children under five.
	
	
	

	Reproduc-tive Health
	10. Numbers of different types of contraceptive provided.
	
	
	

	
	11. Couple-years of protection.


	
	
	

	Disease Control
	12. Number of confirmed new cases of HIV.
	
	
	

	
	13. Number of AIDS cases commenced on treatment.
	
	
	

	
	14. Percentage pregnant women screened for syphilis whose serology is positive.
	
	
	

	
	15. Tuberculosis cure rate:  Percentage sputum positive cases demonstrated to be sputum negative at end of treatment.
	
	
	

	
	16. Tuberculosis detection rate:  Percentage of estimated number of sputum positive cases detected on sputum examination.  (The estimated incidence rate of smear positive cases in Liberia is 132 per 100,000.)
	
	
	


c. Criteria for selection of 40% and 70% of facilities in which BPHS will be implemented

As part of the county health plan, CHTs will determine which facilities to target for the initial 40% and 70% of facilities in which BPHS will be implemented.  The central level will provide the following guidance for selection of health facilities based on the following:

1.  CHTs shall consider: 

a. Implementing partners

b. Existing support systems and accessible resources

c. Availability of equipment

d. Existing infrastructure

e. Drugs

f. Human resources

g. Catchments population

2. Counties should target facilities that are closest to meeting the standards of accreditation. 

3. Counties should also target some poorly functioning facilities located in underserved areas.

4. Accreditation checklists shall be developed at the central level, in collaboration with CHTs, to measure health facility compliance with the Basic Package.  The accreditation process will provide support and follow up to health facilities to provide quality care.

5. The following facility levels will be targeted for initial accreditation:

a. All county hospitals

b. All health centres
c. Clinics will comprise the remainder of the 40% of all facilities (about 100 nationally) 
6. CHTs and the central level will collaborate to ensure that facilities targeted for initial improvement receive the necessary drugs, supplies, equipment and personnel.

7. All CHTs will create their county health plans by the end of August, 2007.

c. Process for establishing county targets

[This section should be fleshed out to include the county health planning tools developed for the county health workshops] 

Counties should consider the following in setting their targets:

· Demographics of the county

· Results of Assessment

· Key health priorities in the county

· Available resources, including NGO support

· Maximums, if applicable (i.e. the number of pregnant women screened for syphilis cannot exceed the number of pregnant women in the county)

The county health planning workshops shall provide detailed explanation on the significance of each indicator.  In addition, the CHTs shall receive applicable training in the reporting and calculations required for each indicator.

Section III: BPHS Planning and Implementation

Chapter 6.  Strategy for planning at county level

a. Planning process and execution of the operational plans

CHTs will attend county health planning workshops to receive guidance from the central level in developing their county health plans.  Workshops will provide CHTs with the necessary tools to create and implement their plans.  The MOHSW will assign representatives from the county health planning committee to serve as technical assistants to the CHTs.  The technical assistants will be responsible for oversight and support of the county’s planning process and subsequent implementation.  The county health workshop manual provides a detailed explanation of the training and tools used at the county health workshop, along with instructions for development and execution of the county health plan.   

- Develop Planning Framework (Use tools from Basics plus modified tools)

- CHTs will conduct stakeholders meeting at county level

- CHTs will collect baseline information using tools above

- Conduct county planning with TA from central

a. Execution of the operational plans

- Implementation of BHPS starts as soon as county plans are completed

- CHTs and partners are expected to work together to achieve targets sets in the plan

- CHT will conduct monthly supportive supervisory visits to health facilities while central level conduct quarterly visits to county

- Midyear review (December 11 2007) will be conducted (lead by central)

2. Institutional Arrangements

As the MOHSW moves forward with decentralization and as international NGOs withdraw, institutional arrangements must be logically and clearly defined. The County Health Team will be strengthened to take on additional management responsibilities with input from the County Health Board. Health facilities will be linked through strong referral systems and communities will be an important part of strengthening primary health care. Private health facilities must follow certain standards set by the government and are strongly encouraged [or required?] to offer the Basic Package.

a. National Health Advisory Council

The National Health Advisory Council (NHAC) will be a multi-disciplinary council appointed by the President with recommendation from the Minister of Health and Social Welfare.  Consisting of no more than 15 members, it will advise the MOHSW on the implementation of the National Health Plan and on priority health policy issues [See National Health Policy].  The NHAC will be established by the end of 2007, and will include representatives from the following groups:

· Ministry of Education 

· Ministry of Planning 

· Ministry of Finance

· Internal affairs

· Mnistry of Gender and Development

· JFK

· Interfaith Advisory Council

· UNMIL

· WHO

· UNFPA

· UNICEF

· Parliament and legislature

·  Training institutions

· Civil Society Association

· Chamber of Commerce

According to the National Health Plan, the NHAC will have the following responsibilities:

[look at current copy of the National Health Plan or Francine to see if these are correct]

· Organizational and managerial issues

· Advocate and ensure that health is central to national development

· Standing review commission on public health law

· International Agreements and treaties to enhance relevance and compliance

· Lobby and assist in mobilizing external resources for health

· Advise the ministry on broad sector policy issues, goals and priorities for future health development

b. County Health Team

As the MOHSW continues to decentralize management of its health system, County Health Teams will be assigned additional management responsibilities. The process will occur as quickly as the capacity of County Health Teams can be increased. Ultimately County Health Teams will be responsible for county level planning and implementation monitoring, human resources management, financial planning and accounting, supportive supervision of health facilities, and storage and distribution of health commodities. The central level in turn will continue to set policies, conduct aggregate planning, and define standards to which counties and health facilities must adhere. [See Chapter 9: National Support Systems]

Given the broad set of health priorities the County Health Teams must execute, the shift from vertical to integrated systems development is essential. Integrated management of human, financial, and material resources will be necessary. For example, items procured through vertically funded programs must be seen as county resources and their use prioritized according to county priorities. Additionally, members of the County Health Teams currently have similar sets of broad responsibilities, but each cover different health programs without combining responsibilities. The County Health Team will be restructured to integrate these health programs through re-assigning responsibilities [See Figure xxx]. The restructuring process must be clearly defined and accompanied with support from the central MOHSW.

Under the new structure, the County Health Officer is responsible for managing the County Health Team and its strategy for strengthening health delivery in the county. The County Health Services Administrator (CHSA) and the Community Health Department Director (CHDD) will manage much of the day-to-day work. The CHSA will prioritize and approve the use of county resources (such as vehicles), manage finances, facilitate planning, maintain the human resources database, and manage communications. The CHDD will oversee the county’s coordinated training strategy, facilitate supervision of health facilities, ensure guidelines are followed, and monitor the implementation of BPHS. 

Members of the Community Health Department will not be focused on one health program, but through the District Health Officers will be responsible for the supervision of all health programs within a district, even if NGOs or specific health programs pay their incentives. Salaries and incentives will be standardized in the Human Resources for Health Plan, and all funds should adhere to these standards. Each Community Health Department will be staffed with trainers who are primarily clinicians, and participate in and conduct training sessions as determined by the CHDD. Each of the trainers will be broadly trained on the BPHS and each will have an area within which the person is an expert. County Pharmacists will oversee the management of supplies by approving quantities requisitioned by health facilities and ensuring proper storage and distribution. [Training component will be more defined once training modules are better defined]

Key functions will be managed as follows:

· Monitoring and supervision: The County Pharmacist, County Health Trainers, and Surveillance Officer will travel to health facilities. Data management: The Data Manager, County Data Entry Clerk, County Registrar, and Surveillance Officer will collaborate on the collection, entry, and analysis of data.  The Data Manager will be the focal person for the HMIS.  The logistician will be responsible for IT maintenance and support.

· Supply management: The County Pharmacist will monitor the use of health commodities and delivery in collaboration with the Depot Assistant and Drug Depot Focal Person, who both report to NDS.

· Budgeting: With the assistance of the accountant, the CHSA will develop the budget and monitor the use of funds.

· Payroll: The Human Resources Manager and accountant together will manage the payment of staff. In addition, the Human Resource Manager will be responsible for managing the HR database, and monitoring the hiring and redeployment of staff.

In a situation with sufficient human resources, members of the County Health Teams will only have County Health Team duties. In the near-term, staff can have at most two roles: one on the County Health Team, and one as a health facility staff. As additional health staff are recruited, County Health Team members will be relieved of their clinical duties. County Heath Officers and County Health Services Administrators are hired by the CMO while the remaining County Health Team is hired by the CHO and CHSA with approval of the Assistant Minister for Curative Services.

County Health Team members must maximize the time spent working in their counties. Thus they, particularly County Health Officers, must receive approval via radio, phone, or letter from the CMOs office before making trips to Monrovia.

All County Health Team staff will be in place by the end of Q3. The team will receive management training, which will establish team working relationships under the new County Health Team structure will be established. The MOHSW is currently developing a strategy for strengthening management within the health system, which will benefit County Health Teams.


[image: image2.wmf]Table xxx: County Health Team Structure

Accountant

Human Resources Manager

Data Manager / HMIS Focal Person

Logistician

County Health Services Administrator

Nursing Director

Hospital Medical Director

Clinical Supervisor

Social Welfare Supervisor

Environmental Health Supervisor

Surveillance Officer

Community Health Department Director

Pharmacist

County Health Officer


Notes:

1.  District Health Officers are co-opted to monthly meetings 

2.  Large counties have an option for an additional Clinical Supervisor (Nimba, Lofa, Montserrado)

3.  The shaded positions comprise the top management team

c. County Health and Social Welfare Board

As the policy-making structure at the county level, the County Health and Social Welfare Board (CHSWB) will advise the County Health Officer on health policy within the county and assist the County Health Team with multi-sectoral coordination of resources and plans. The CHSWB will meet once a quarter to review the County Health Team’s implementation strategy and progress, monitor the use of financial and non-financial resources in the county, ensure activities are coordinated and resources are used well, and advise on health priorities. Each year, the CHSWB will review and approve the county health plan and budget prior to submission for the MOHSW’s annual budgeting process.

The board will be chaired by the Development Superintendent and will consist of health care providers; representatives of district health services; representative of the superintendent’s council; implementing NGOs; the local Ministries of Education, Agriculture, Public Works, and Rural Development; and representatives of local health professionals and traditional healers. It shall function as a sub-committee of the County Support Team  (CST), to whom it will make semi-annual reports. [See Appendix of National Health Policy]

Each county will constitute and hold its first CHSWB meeting in Q3 of 2007. Minutes from this meeting will be submitted to the MOHSW for review and approval.

d. NGOs

Supporting over 80% of existing health facilities, NGOs and FBOs are an integral part of the health system. Over the next two years the majority of NGOs will be transferring their facilities to the MOHSW or shifting their contracts from emergency relief to development assistance.  Given that the funding source of many NGO health facilities will be changing over the next two years, it will be important for the MOHSW to ensure NGOs follow national health policies and guidelines. New NGOs are to establish a contract with the Ministry of Health, detailing the method in which they will support the delivery of health services.  Similarly, NGOs must renew contracts with the Ministry of Health when their internal contracts have changed.  The initial intent for contracts should be communicated through the Minister of Health and Social Welfare.  All other NGO communications should be transmitted through the CHO.  

Each county will have an NGO support the County Health team in the implementation of the National Health Plan. The NGO Coordinating committees within each should determine which NGO will serve as the implementing partner [see Appendix xxx]. In Grand Kru and River Gee, the HSCC will be responsible for recruiting an NGO to serve as the implementing partner.  NGOs and FBOs are expected to implement the Basic Package in the government facilities in which they work.

Table xxx: Implementing NGOs supporting each county

In addition, the MOHSW and County Health Teams must maintain a schedule of when NGO contracts are terminating or changing. County Health Teams should work with NGOs ahead of time to develop a plan for how the NGO will phase out its current health delivery structure. The CHO will oversee the schedule and logistics of NGO pullouts and transitions.  This process will be supervised by the Deputy Minister for Curative Services.  At a minimum, this plan must detail the following:

· Timeline for transferring staff salaries

· Outline of health facility systems managed by the NGO and plan for transferring capacity (e.g. financing)

· Schedule for phasing out previous supply of health commodities

· Shift in responsibilities from NGO to NGO or NGO toCHT in supporting and supervising health facility

· Budget implication of NGO pull out

Phase out of NGOs should involve a graduate shift of responsibilities from the NGO to the health facility and to the new managing entity (new NGO or CHT). In order to facilitate a smooth transition, CHOs will meet with NGO representatives in their counties monthly and as need arises.  The MOHSW will develop a planning template to assist NGOs with this planning process.

[See Appendix xxx for schedule for NGO pull out]

e. Communities

The Basic Package for Health Services is built on the idea that the health system should be fundamentally based on the principles of primary health care. The community, through the Community Development Council, will play an important role in the implementation of the Basic Package.

The communities served by each health clinic will form a Community Development Council that will be responsible for mobilizing resources within the community, identifying and communicating the community’s health priorities to the County Health Team, and identifying and supporting CHWs and TTMs.

The Community Development Council will report to the county’s Community Health Division.  The Community Health Division (which lies under the Community Health Department Director) will develop and institutionalize guidelines and procedures for community health activities and will perform monitoring and evaluation of the activities of CHWs and TTMs.  The Community Health Division will report to the CHT and will be coordinated by the Primary Health Care Office within the MOHSW.  The Primary Health Care Office will standardize training materials and community health programs.  Both the Primary Health Care Office and the Community Health Division will collaborate with NGOs to coordinate community health activities.  

Each County’s Community Health Division will need to assess community health training needs within each county by performing an assessment.  Training will emphasize integration of services and elimination of vertical programs.  Based on the results of the assessment, each Community Health Division will coordinate curriculum development and training manuals, with guidance from the Primary Health Care Office.   See Appendix xxx for TOR for each of these groups.

b. Referral systems

With equity as a guiding principle to the National Health Plan, it is essential to establish strong referral systems for ensuring patients can access necessary services from facilities beyond that closest to their community. Referral systems will be used to refer patients in need of curative services; or to refer patient specimens to assist clinicians with more complex diagnoses or treatment decision-making.

A successful referral system will be dependent on reliable radio communication between facilities and ambulances.  Radio protocols will be finalized by the MOHSW Communications Department, with input from the partners and the EPI program.  CHTs will provide a list of facilities with functioning radios and will determine the amount and location for additional radios that will be procured with World Bank funds.

i. Patient referral

The Emergency Care Guidelines and Clinic Manuals  [See Chapter 6: Clinical Tools] will define the process for patient referral including the following:

· Persons qualified to make the referral

· Form used to make referral

· Information and documents to be included with referral

· Person qualified to receive referral

· Methods for transporting referral

· System for triaging patients for each transportation referral method

· Follow up of patient outcome

· Transfer of patient medical records

· Communication (radio) use

When patients should be referred to and back from a higher facility is defined in BPHS.

As part of the County Health Plan process, counties will define the catchment area within which referrals will occur.

ii. Specimen referral

The equipment, human resources, and laboratory infrastructure required for reliable testing beyond simple microscopy and rapid tests are expensive and complicated, and thus can only be offered at designated laboratories. To assist health professionals with clinical decision-making, it is important for all patients to have access to laboratory tests wherever they are treated. Because it is difficult to refer patients for a laboratory test, a system to transfer patient specimens for the following laboratory tests will be implemented:

[Actually BPHS is slim on laboratory diagnostics. Given that most blood samples must be transported within 1 day, are there samples that must be referred?]

The MOHSW will develop a Standard Operating Procedure for sample transportation that will include the following components:

· Test requisitioning

· Specimen collection

· Specimen transportation method

· Specimen reception procedure

· Results and data management

· Communication methods

Counties will define the schedule for transporting samples within their county health plans.

Referral systems

With equity as a guiding principle to the National Health Plan, it is essential to establish strong referral systems for ensuring patients can access necessary services from facilities beyond that closest to their community. Referral systems will be used to refer patients in need of curative services; or to refer patient specimens to assist clinicians with more complex diagnoses or treatment decision-making.

A successful referral system will be dependent on reliable radio communication between facilities and ambulances.  Radio protocols will be finalized by the MOHSW Communications Department, with input from the partners and the EPI program.  CHTs will provide a list of facilities with functioning radios and will determine the amount and location for additional radios that will be procured with World Bank funds.

Patient referral

The Emergency Care Guidelines and Clinic Manuals  [See Chapter 6: Clinical Tools] will define the process for patient referral including the following:

· Persons qualified to make the referral

· Form used to make referral

· Information and documents to be included with referral

· Person qualified to receive referral

· Methods for transporting referral

· System for triaging patients for each transportation referral method

· Follow up of patient outcome

· Transfer of patient medical records

· Communication (radio) use

When patients should be referred to and back from a higher facility is defined in BPHS.

As part of the County Health Plan process, counties will define the catchment area within which referrals will occur.

Specimen referral

The equipment, human resources, and laboratory infrastructure required for reliable testing beyond simple microscopy and rapid tests are expensive and complicated, and thus can only be offered at designated laboratories. To assist health professionals with clinical decision-making, it is important for all patients to have access to laboratory tests wherever they are treated. Because it is difficult to refer patients for a laboratory test, a system to transfer patient specimens for the following laboratory tests will be implemented:

[Actually BPHS is slim on laboratory diagnostics. Given that most blood samples must be transported within 1 day, are there samples that must be referred?]

The MOHSW will develop a Standard Operating Procedure for sample transportation that will include the following components:

· Test requisitioning

· Specimen collection

· Specimen transportation method

· Specimen reception procedure

· Results and data management

· Communication methods

Counties will define the schedule for transporting samples within their county health plans.

Accreditation and monitoring

BPHS Accreditation Checklist – DRAFT

Accreditation Process

I. Standards

a. Core standards (listed in bold) are required by BPHS.

b. Non-core standards are not required by BPHS, but important to delivery high-quality patient care. [This draft does not contain a comprehensive list]

c. Standards are rated as “C” if compliant, and “NC” if not compliant. 

II. Accreditation levels

a. 1- star accreditation is given if 80% of critical standards are met.

b. 2-star accreditation is given if 100% of critical standards are met. The facility is now fully implementing BPHS.

c. 3-star accreditation is given if 100% of critical standards and 50% of non-core standards are met. The facility has exceeded the minimum requirements of implementing BPHS.

III. Accreditation Visits

a. Before receipt of 2-star accreditation, facilities will receive accreditation visits once every 6 months.

b. Once the facility receives 2-star accreditation, accreditation visits will occur every year , or 6 months after the operator of health facility has changed (e.g. NGO pull-out )
c. At visits, standards will be put into the format of a checklist as follows (C = compliant, NC = non-compliant)

	No
	Standard
	C
	NC
	Comment

	
	
	
	
	


Accreditation Standards – Health Clinic

1. Human Resources

1.1. The Officer-in-Charge is a certified Physician Assistant or Registered Nurse

1.2. The facility meets minimum staffing requirements as described in the BPHS

1.3. The facility employs paid or volunteer clinic staff in addition to minimum staffing requirements

1.4. The facility has an active Community Health Worker program 
 as defined by…

1.5. The facility actively collaborates with TTMs
 in order to ensure clean and safe deliveries and prompt referral of complications…

1.6. Job descriptions for all staff are on file

1.7. All staff have attended BPHS trainings [contingent on developing training strategy]

1.8. All staff have successfully completed the competency test for their position 
1.9. The facility has a performance management process for its personnel in which all employees are formally evaluated at least annually and action plans for improved performance are documented. 
2. Drugs and supplies

2.1. The facility has a paper-based inventory management system to prevent stock-outs and drug expiry 

2.2. There are proper and safe disposal of all expired drugs

2.3. Facility staff follow the rational use of drugs as outlined by pharmacy/drug instructions

2.4. The facility has and implements a plan for training health workers on appropriate pharmacy management techniques including ordering, storing, dosing, and distributing drugs.

2.5. Patients are properly dosed (medical record review)

2.6. Facility records show the provision of the following supplies to patients

2.6.1. ITNs

2.6.2. Tetanus Toxoid 
2.6.3. Iron, folic acid, multivitamins, vitamin A, oral rehydration solution

2.6.4. IPT

2.6.5. Mebendazole

2.6.6. Condoms

2.7. Essential drugs to be provided by the clinic, according to the list in BPHS, are available (unless there is currently a national stock-out) [key items not to forget are listed below]

3. Equipment

3.1. A system for tracking the inventory of equipment is in place

3.2. Preventive maintenance procedures for equipment are in place

3.3. Procedures for repairing broken equipment are in place including replacement and new equipment.

3.4. The facility has a monitoring system that tracks equipment maintenance activity.

3.5. The facility has a policy that directs staff on discarding equipment that cannot be repaired. Safe disposal procedures are in place so that the disposal of items does not create a hazard or unsafe environment. 

3.6. The facility is equipped according to the minimum list in BPHS

4. Infrastructure

4.1. Facility infrastructure is sound and weather-proof

4.2. The facility has a functional lighting source (generator or solar panels)

4.3. The facility conducts regular preventive maintenance for water and electrical systems

4.4. The facility has procedures for addressing breakdowns in the water and electrical systems

4.5. Facility has power during working hours (8:00am-4:00 pm)

4.6. The facility has a monitoring system in place that performs periodic
 surveillance of the facility’s infrastructure including appropriate lighting, electricity, water supply  

5. Guidelines and Protocols

5.1. Patient care guidelines are in place and accessible to all health staff

5.2. Facility staff are aware of and adhere to patient care guidelines

5.3. Clinic protocols are posted in appropriate locations

5.4. Facility staff are aware of and adhere to clinic protocols

6. Medical Records Management

6.1. The Clinic utilizes a single, unified registration system for all patients 

6.2. The Clinic utilizes a medical record tracking system to facilitate the generation, completion, and filing of medical records. This system is the central tool for the patient registration process. 

6.3. The Clinic utilizes a uniform set of documents/forms that comprise a complete medical record for the duration of a patient’s care. The documents include observation sheets (vital sign record), medication administration record, referral events, and progress notes. (Observe 10 randomly selected files).

6.4. The proper handling and confidentiality of medical records is ensured

7. Infection Prevention

7.1. The clinic has a safe water source, such as an operating hand pump 
that ensures running water is available at all times
.

7.2. The clinic has clearly defined policies and procedures on personal protective equipment and cleaning supplies. 

7.3. Infection prevention standards are implemented and documented at the clinic including proper hand hygiene (employing the use of soap
 and disposable hand towels
), transmission-based precautions, post-exposure prophylaxis, needle sticks, environmental infection prevention (observe document)

7.4. There is an established policy for the above infection prevention standards that health facility staff are trained in.

7.5. The Hospital implements universal precautions and conducts surveillance to assess adherence to policies and procedures for implementing universal precautions.
7.6. The clinic adheres to proper waste disposal practices

7.7. Blood is drawn using the vacutainer system

7.8. A facility has an established surveillance system in place that tracks facility and staff adherence to infection prevention standards and ensures the technical capacity required to adhere to infection prevention guidelines is available.  

8. Services – Maternal and Newborn Care

8.1. Patient medical records show mothers are screened for high-risk pregnancy

8.2. Patient medical records record the following:

8.2.1. growth of the fetus (height of fundus)

8.2.2. Patient medical records record mother’s weight gain

8.2.3. Screening for severe pre-eclampsia or hypertension

8.2.4. Screening and treatment of malaria

8.3. Facility contains IEC/BCC material on

8.3.1. Diet and rest during pregnancy

8.3.2. ANC & staying healthy in pregnancy

8.3.3. Birth preparedness and danger signs

8.3.4. Safe home delivery

8.3.5. Family planning

8.3.6. Use of ITNs

8.4. [How to monitor complications of pregnancy]

8.5. [etc]

9. Services – Reproductive and Adolescent Health

10. Services – Child Health

11. Services – Communicable Disease Control

12. Services – Mental Health

13. Services – Emergency Care

14. Service – Laboratory

14.1. Facility provides malaria rapid test diagnosis by rapid test and microscopy

14.2. Facility provides proteinura and glucosuria testing

14.3. Facility provides RPR syphilis testing

15. Referral and Outreach

15.1. Standards and criteria for the referral of patients to other health facilities are implemented, which include a standardized referral form and clinical documents that are to accompany the patient

15.2. The facility has a listing of facilities to which patients can be referred, depending on the diagnosed condition

15.3. Hospital staff are trained on, familiar with, and understand the importance of the referral system including relevant standards, criteria, and forms 

15.4. A medical record review shows referrals are made under circumstances defined in BPHS

15.5. There is a standardized method for tracking and monitoring referrals. 

15.6. The health facility promotes and publicizes the referral system throughout the community in order to ensure all constituents are aware of the applicable service pathway.

16. Management Reporting

16.1. There is a clear process for coordination and communication between the OIC
 and the staff

16.2. There is a clear process for coordination and communication 
between the health facility and the County Health Team

16.3. The health facility submits monthly HMIS 
reports 

16.4. Monthly health facility statistics are submitted to County Health Teams documenting adverse events including both patient and staff problems.

There is a great management tool used in resource poor setting called “management by exception” In short, it is used to identify where action is needed when standards/procedures fall short of their goals. For example, if vaccination coverage drops below a certain point, this would be considered a “trigger mechanism” that signals something has gone wrong and action needs to happen in order to get back on track. Ideally, there would be an established procedure that would then be activated. 

17. Health Outcomes

**Add later once 3-star accreditation is established**

Regulatory Boards

A. Liberia Medical Board

The board shall efficiently discharge its functions of registration, regulation, inspection and training of medical doctors and dentists.  Its authority is derived from the Minister of Health.  

The Board shall:

· Strive for better regulation, maintenance and the enhancement of professional standards among all registered cadres;

· Investigate complaints of professional misconduct and negligence against any registered member;

· Maintain high standards of teaching in all institutions under the Medical Board and other health training institutions by monitoring the relevance of syllabi, staffing levels and availability of necessary infrastructure and equipment;

· Provide for better registration/licensure procedures and retrieval of information on registration data;

· Inspect, register and monitor all private and public clinics, health centers and hospitals;

· Periodically review the previous Medical Act to meet changing needs and requirements;

· Introduce and maintain a specialist register;

· Administer National Board Examination for license to practice medicine and dentistry in Liberia; and

· Register and license both national and foreign trained doctors for practice in Liberia.

B. Liberia Board of Nursing and Midwifery

The board shall set and maintain standards in nursing, nurse/midwifery, midwifery, trained and traditional midwifery education, practice and service through the provision of appropriate nursing regulations.  Its authority is derived from the Minister of Health.

The Board shall:

· Maintain high standards of teaching in all nursing programs;

· Review regularly the syllabi and curricula of nursing programs;

· Conduct national board examinations;

· Inspect training institutions and clinical facilities;

· Inspect and accredit new teaching facilities and programs and re-accredit existing ones;

· Collaborate with the Coordinating Education Committee to maintain high standards of nursing through provision of in-service and continuing education programs; 

· Provide registration procedures and maintain registers for nurses, RN/midwives, midwives and TTMs;

· Register and license both national and foreign trained nurses and midwives;

· Enforce discipline through prompt and objective investigations and take appropriate action;

· Regularly review the Nursing and Midwives Act in keeping with trends in health care;

· Liaise with the relevant professional organizations and implementing partners, e.g. International Council of Nurses, West Africa College of Nursing; and

· Monitor, through inspection, standards of nursing care at clinics, health centers and hospitals.

C. The Pharmacy Board

The statutes creating the Pharmacy Board shall be amended to limit the board to the regulation and control of the practice of the profession of pharmacy.  Its authority is derived from the Minister of Health.

The Board shall:

· Register all medicines for use in Liberia;

· Advise the MOHSW on selection of drugs for importation based on national treatment protocols;

· Advise NDS on importation of selected products;

· Carry out quality assurance testing on random samples of health products received by NDS;

· Inspect pharmacies and medicines stores to ensure compliance with relevant legislation concerning premises and proper storage of drugs and medical supplies;

· Determine and set standards for the regulation and control of the practice and training of pharmacists and pharmacy auxiliary practitioners;

· Establish and maintain registers of persons licensed to practice as pharmacists and pharmacy auxiliary practitioners in Liberia and require annual re-registration;

· Establish and periodically review a code of conduct for the practice of the pharmacy profession in Liberia;

· Establish and periodically review a code of ethical practice for use of drugs and medicines for all health workers;

· Establish Continuing Professional Development scheme;

· Increase awareness and compliance by pharmacists and pharmaceutical institutions of legislation, regulation and guidelines through their regular publication, advocacy and dissemination;

· Administer Pharmacy National Board Examinations; and

· Collaborate with the Ministry of Education in the accreditation of Pharmacy training institutions in the country.

D. The Laboratory Board

E. The Physician Assistant Board

F. Board of Allied Health Professionals

By an act of Legislature this Board shall set and maintain standards for all other Allied Health professionals.

Clinical skills and quality of care

8. Clinical Tools

The development and standardization of treatment guidelines and clinical protocols is essential to providing quality patient care. All health facilities should make patient treatment and management decisions based upon disease-specific treatment guidelines and protocols. In addition, Health Centers and Community Clinics should conduct daily operations under the guidance of a clinic manual. Finally, patient data should be captured in clinical registers and a standard patient medical record, which will be developed and implemented. 

The CMO will assemble a technical team to create these clinical tools. The technical team will draw upon current best practices by reviewing clinic manuals, treatment guidelines, clinic protocols, and patient medical records currently in use at government, NGO, and FBO-supported health facilities. In addition, the technical team will draw upon specialists and experts while developing the tools. 

Care should be taken to ensure that the relevance of clinical tools to each facility level is defined. Guidelines should specify when referral to a different level of care is necessary.
 The Clinical Tools listed here are not meant to comprise an exhaustive list, but rather to define a minimum standard of Clinical Tools for compliance with BPHS.  Therefore, the technical team should compile additional Clinical Tools as they see fit.  In addition, the technical team will meet once a year after its initial meeting to evaluate the use of and potential addition to existing clinical tools.

Procurement of commercially available manuscripts or printing of manuscripts created by the technical team will begin immediately after appropriate documents have been selected.  The proper implementation of Clinical Tools is not possible without structured training to health facility staff. One of the first priorities of implementing BPHS will be the development of these clinical tools, as they will be an integral part of trainings required to roll out BPHS [See Chapter 3].  The technical team will coordinate with the training committee to ensure that Clinical Tools are consistent with and incorporated in staff trainings.

8.1  Facility Manuals

Clinic Manuals outline the daily clinic schedule and activities for staff, patient intake, and facility management. The clinic manual will define the following:


Staff

· Staff shifts

· Staff responsibilities and division of workload

· Organizational structure of facility staff

Patient management

· Scheduling of patients

· Flow of patients through the clinic

· Forms necessary to gather appropriate medical information

· Privacy and patient confidentiality

· Patient referral procedures

· Patient bill of rights / Protecting the Patient 

· Laboratory Manuals for facilities with a lab (see Chapter XXX)

Facility Management

· Safe water

· Schedule for use of the generator

· Maintenance of plumbing, electricity, carpentry

· Security

· Design of Waiting Rooms, Exam Rooms, Labs, Washrooms, and Offices

· Storage and management of medical records

Initially, the clinic manual will be simple and only direct the most essential activities such as staffing and patient confidentiality. The clinic manual will develop as other components of the health system develop.

8.2 Treatment Guidelines and Clinical Protocols

Treatment Guidelines provide directions to health workers in the curative and preventive treatment of common patient complaints. Clinical protocols are a component of treatment guidelines, but exist in more abbreviated form in order to provide easy reference to health workers. Protocols can be easily adapted into tools such as posters and pocket references.  In cases where clinical protocols are finalized before the corresponding treatment guidelines, they can be distributed ahead of time. The following guidelines and protocols will be implemented in accordance with BPHS:

	Guideline
	Key Protocols

	Antenatal Care
	· Counseling

· VCT

· PMTCT

	Care of Women and Infants in Labor and Delivery
	· Emergency obstetric care

· Postpartum care

· Newborn care

	Integrated Management of Childhood Illness
	· Expanded program on immunization

· Infant and child nutrition

	Syndromic Management of STIs
	

	HIV/AIDS Care and Treatment
	

	Tuberculosis Care and Treatment
	

	Malaria Treatment
	

	Blood Safety
	

	Treatment of Diseases with Epidemic Potential
	

	Rational Use of Drugs (Essential Drug Program Guidelines)
	

	Mental Health
	

	Ambulance Use
	

	Emergency Care
	· Maintenance of respiration and circulation in an emergency


Other protocols to develop are:

· Family Planning

· Family Life Skills

· Rape

8.3 Clinical registers

Clinical registers will assist health facilities in tracking patients and reporting data. Registers will be distributed through the County Health Team. Some will be pre-printed while others will be blank registers into which data columns are drawn. The technical team will review and revise registers currently in practice. The following registers should be kept by facilities providing the service:

· Patient registration

· EPI logbook

· Antenatal care register

· HIV testing, ART, and PMTCT registers

· Diseases with epidemic potential logbook

· Deliveries

· Family Planning

· Postpartum care

· Pharmaceutical records

· …

8.4 Patient Medical Record

The technical team will gather patient medical records currently used in government, NGO, FBO-supported facilities. The Committee will use these forms to determine best practices and develop standard forms for patient medical records. It is important that the technical team consider the components of the Basic Package and HMIS data collection needs in deciding what information to collect from patients.  In addition, the technical team will collaborate with HMIS in the creation and implementation of the forms.

To ensure that health facilities have an ample supply of forms, CHTs will create a schedule and mechanism for regular distribution of forms to health facilities.  The following forms will be developed by the technical team:

	Maternal and Newborn Health
	· Antenatal care visit / pregnancy complications

· Labor and delivery care (mother and newborn)

· Emergency obstetric care

· Postpartum visit

· Newborn visit

· PMTCT

	Child Health
	· Immunization and injection form

· Complete immunization history

· Sick/counseling visit

	Reproductive and Adolescent Health
	· Family planning visit

· STI testing, treatment, and follow up

· General/counseling visit

· Rape and sexual assault form

	Communicable Disease Control
	· HCT 

· HIV management card

· ART / medication management visit

· HIV sick visit (pre and post ART forms)

· TB testing

· TB visit

· TB Medication and visit management card

· Malaria testing, treatment and follow up

· Other diseases: testing, treatment and follow up (typhoid, meningitis, jaundice and yellow fever, hemorrhagic fever, measles, pertussis, acute watery diarrhea and bloody diarrhea, neonatal tetanus, acute flaccid paralysis)

	Mental Health
	· Mental health history

· Mental health screening forms (Depression, Anxiety, PTSD, Psychotic disorders, substance abuse, …)

· Counseling and social work notes / treatment plan

	Emergency Care
	· …

	General
	· Intake form, including demographics, personal and family medical history, current medications, medication allergies, vital signs, LMP, LNMP, major patient complaint

· Progress notes

· Lab requisition and results

· Complete medication history and current medication list


Chapter 3: Human Resources

3.1 Situational Analysis

3.2 Hiring process and recruitment by position

3.3 Redeployment analysis

3.4 Training

The training of health care staff will accomplish the following goals:

(1) Familiarize health workers with the National Health Policy, National Health Plan, and the BPHS

(2) Train health workers to properly use the clinical skills, drugs, and equipment outlined in the BPHS

(3) Train health workers to properly use the Clinical Tools (see Chapter 8)

(4) Train staff in using communication systems, referral networks, and utilizing institutional arrangements

(5) Enhance health worker performance, retention, and productivity

3.4.1 Assessment of need for training

The Clinical Tools technical team, in collaboration with the coordinating education committee, will develop a checklist to evaluate the clinical competency of health care workers at all facility levels.  As part of the County Health Plan, CHTs will create 

(1) a schedule for evaluation of the health care workers

(2) a plan for improving the clinical competency of health care workers through training, supportive supervision, and follow up

3.4.2 Training of trainers approach to rollout (begins 4Q 2007)

Training will be supervised through the coordinating education committee, which will be part of the HR Division at the MOHSW.  The coordinating education committee will consist of representatives of 

· training institutions (including physicians, nurses, physician assistants and nurse aides)

· the Ministry of Education 

· health service providers

· implementing partners

· the public

· the MOHSW

The expertise of the committee members should be representative of all components of the BPHS.  The committee will be responsible for planning, implementing, monitoring, evaluating, reviewing, and coordinating all health personnel education programs.  Training programs will be results driven, will place an emphasis on community empowerment and primary health care, and will include ongoing monitoring and evaluation components. [see Appendix xxx for TOR of coordinating education committee]

A Training of Trainers will be lead by the coordinating education committee and will be responsible for training and supervising county trainers.  The Trainer of Trainers will also provide oversight for all BPHS training activities in Liberia.  [see Appendix xxx for TOR of Trainer of Trainers]

The existing Clinical Tools technical team should transition its responsibilities to the coordinating education committee.  Similarly, the Nursing Division should provide initial leadership for Training and should transition their responsibilities over to the Trainer of Trainers.  

Training of health facility staff will occur at the county level in order to minimize the time that staff spends away from the health facilities and to improve the incorporation of the BPHS into their daily activities. 

3.4.3 In-service training to introduce BPHS

Counties will be introduced to the BPHS through one week County Health Workshops that will be conducted during 3Q 2007.  Counties will then plan BPHS in-service training for health workers in their counties.  The first training of BPHS components should occur in conjunction with the in-service training to introduce the BPHS.  

The initial in-service training should be scheduled and supported by the Technical Assistant assigned to each county.  The county trainers will be responsible for leading the training.  In-service training should include the following:

· Philosophy and purpose of the BPHS

· Major components of the BPHS

· Outline of services available at each facility

· Summary of essential drugs list

· Summary of equipment

· National and County Support Systems

To ensure that health workers are familiar with the BPHS, subject matter from this presentation will be part of the health worker competency evaluation.

3.4.4 In-service training for BPHS components

CHTs will provide in-service training based on the results of the clinical competency assessment at each facility.  In order to promote an integrated approach to the provision of health care, all health facilities will receive an initial training to introduce the standardized clinical tools, including:

· Patient medical records and forms

· Referral protocols and service areas

· Treatment Guidelines and Protocols

· Clinic Registers

· Facility Manual

· Patient Bill of Rights / Confidentiality and 

At a minimum, each health facility will receive a brief overview on patient care for each component of the BPHS.  Facilities that require additional training in one of the BPHS components (determined by the results of the clinical competency assessment), will receive a more comprehensive training.  

All training curriculum will include a supportive follow up process to assess improvement and provide support.

Training on the patient care associated with the BPHS should accompany the roll out of drugs, supplies and equipment, and support systems.  The CMO’s office will collaborate with the office of the Deputy Minister for Planning and Research to coordinate the trainings and roll out.

3.4.5 Continuing Medical Education and degree programs

3.4.6 Schedule for training

[See Appendix xxx]

3.5 Role of Students

21. Monitoring and Evaluation

�Do some research on this area


�Do some research on this area


�Are there any standards are requirements for this program? Perhaps they should be mentioned. 


�Traditional Midwife?


�This should probably be expanded on…what do you really mean?


�You can add in a realistic time period here


�Can something be added in that ensures the hand pump is located in a sanitary place (away from open toilets, etc) 


�Not sure if this is realistic but added it in just in case.


�Should be liquid soap but not sure how plausible this is 





�Again, don’t know plausibility





�Would love to spend more time on these sections!!


�??


�What is the content and frequency of this communication?


�Who are these reports being submitted to? What is their purpose?


�There is a workplan to go with it anyways


�PAGE \# "'Page: '#'�'"  ��Determine the difference between Treatment Guidelines and Protocols
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