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1.0 Introduction and Background
1.1 County population, geography and administrative stucture

Grand Cape Mount County is one of the five oldesinties in Liberia. Situated in the southwesterrsimamrner of Liberia it is

bounded on the east by Bomi County, on the weshéyRepublic of Sierra Leone, on the north andhsa$t by Gbarpolu County
and on the south by the Atlantic Ocean.. Cape MQ@aunty has five major ethnic groups, namely: + Weende, Gola, Kpelleh and
Mandingo.

The county is sub-divided into four districts: 10l& Konneh, 2) Garwula, 3) Porkpa, and 4) Tewdrere is one Commonwealth-
Tombey Chiefdom in Tallah Township. The estimateguyation of Cape Mount County is 191,102. Rolpentiscity, the capital of
Cape Mount County houses the administrative setiiteofounty with the county administrative buildiswgd City Corporation.

1.2 Administrative Structure of Grand Cape Mount Caunty in organization Chart

The county superintendent represents the Presafeldberia in the county. She has oversight resgmiity of the county and is
assisted by a core of officials including an assistsuperintendent for development, who is resjptedor the coordination of
development activities, including the formulatioh @ county development agenda, a five-year couméy.pA superintendent’s
council, headed by the superintendent, serves addsory council in the county.

The organogram below shows the administrative stracof Cape Mount County. The administrative stitesis basically the same
for all 15 counties of Liberia. Minor variations gnaxist in some counties due to the size of thengoand/or the availability of
human resource for the various posts.

Demographic indicators

Total population 100% 191,102
Under one population 4% 7,644
Under five population 15% 28,665
Women of childbearing age 25% 47,776
Pregnant women 5% 9,555
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1.3 Summary: Current Status of Basic Package for Hdth Services in Grand Cape Mount County

Health Status:
Maternal and Newborn Care
58% of pregnant women are receivimgp doses TTvaccinations
42% of TT2 vaccination recipients are non pregmennen
Child Health
DPT3 coverage in children under one year of ag8%
Total malaria episodes treated June 2006-June i2QI0,456
Disease Control
HIV/AIDS: total tested 35, positives 7, negativeés 2
TB: total cases 21, total positive 10, total negafil and EP 1

County Health Team: 9 persons
1.4 Description of current county health system
Thirty two functional health facilities out of tdtaf 33 (97%)

One Hospital; 1 Health Centre; 29 Clinics (GOLyritate
Twenty four (75%) are being supported by NGOs TIMHA, IMC, CCF)



4.1 County Health Team

1.4.1.1 Current Cape Mount County Health Team

No. Name Position Cell #

1. Dr. Raymond Kromah County Health Officer 065385

2. Theresa Alpha County Heath Service Administrator 06527211

3. Momodu Sombai Community Health Department Doect 06539471

4. Peter Borbor Clinical Supervisor 06661815
5. Kpakama Kromah County Pharmacist 06550230
6. Matthew Paasawe EPI Supervisor 06601127

7. Aaron B. Massalay Hospital Administrator 069368

8. Cyrus B. Sneh County Surveillance Officer 06552505
9. Evans Lablah Nursing Director 06840918




1.4.1.2Grand Cape Mount County Health Te®mposedOrganogram
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1.4.2 Partnerships (NGOs, private sector)
The major health sector partners in Cape Mount Goare AHA, MTI, IMC and CCF

1.4.3 Financial resources (including Governments, NGOs ahUN agencies)

For the fiscal year 2007- 2008, the budgetary atioa to the Grand Cape Mount CHT is USD 60,00Gtercounty hospital and
USD 55, 000 for health systems. Drugs, medicapbep and staff salaries are supported directltheyMOHSW. The MOHSW
also provides a monthly fuel allowance of USD 1,6050or 500 gallons of gas of which the county hiaggets 300 gallons while
the county health team gets 200 gallons.

Additional resources for infrastructure, trainingdaother activities required to implement the BPWH be supported by the
MOHSW through the GOL budget and partners (mudriat donors, INGOs, etc) contributions. It is expdcthat the CHT will be
provided some support to contract health staftpsrt the implementation of the BPHS where necgssa

2.0 County Health Planning Process

The Grand Cape Mount County Interim Health PlarD722008) was elaborated at a time when challengesepted by decades of
civil war were compounded by the sudden departird@0Os support to health facilities. The revitalion of the Cape Mount
County health sector therefore requires a compsherand robust plan that will serve as a road fagffective delivery of the
health care services, especially the Basic Packad¢ealth Services, BPHS.

The County Health Plan is formulated in consonamitle the National Health Plan which provides thetggy for implementation of
the National Health Policy. The Cape Mount Coungalth plan is therefore an effort to implement Basic Package for Health
Services which forms the cornerstone of the Natidtemlth Plan. The plan is also linked to PillaruFdInfrastructure and Basic
Social Services) of the Interim Poverty Reductitratggy (iPRS) of the Liberian Government, andUuine Millennium Development
Goals of 2015.

Formulation of the Cape Mount County health planststed two phases:

- Phase one was the training of county health tedrigeocounties - Bomi, Grand Cape Mount, Grandl&®g Lofa and
Nimba - in June 2007 to give them orientation anBi*HS and the development of their respective tyquians within the
context of the basic package.

Phase two was a 4-day Grand Cape Mount CountythiHB&Enning Workshop (September 5-8, 2007) organigethe Grand
Cape Mount County Health Team with facilitatorsnirthe central Ministry. The planning workshop broutgpgether key
stakeholders in the county and had over 30 paantgp The participants included the County Hea#thni, District Health



Officers, NGO partners, members of the Superintetsleffice and other local authorities, includi@yiefs. Others were
representatives from the UNMIL Civil Affairs Officand the mass media.

The participants developed the health plan by lmgldonsensus following extensive discussions @amg@ty and during small
group working sessions. The groups were basedefothr key components of the National Health Premely: BPHS, HR,
Infrastructure and Support Systems. Group work feiswed by review at plenary during which time tdecument under
review was finalized. The entire body participatedhe selection ofl6 health facilities for BPHS implementation The
selection of facilities was guided by a set of esid, which among others includes the equitableridigion of
facilities/services.

The participants also prioritized major objectieesl targets, as well as activities to be implenedteging the planned period.
At the end of the entire process a one-year plaaslapted and endorsed by all the workshop paatitsp

3.0 Situational/Gap Analysis of the Grand Cape Mount ©@unty Health System

A situational analysis puts into perspective tmergiths and weaknesses of the Grand Cape Mountybealth system and defines
the gaps that need to be filled for equity in Hea#rvice in the county. The major findings include

|. Basic Package for Health Services
A. All Program Areas

1. Community Level
Strengths
Existence of 40 TTMs out 112 TMs
Underlying factors/causes
LSS training conducted by CHT and FHD/MOH

Weaknesses

LSS training for TMs was limited to only a few comnities
Absence of health education activities at the comitguevel
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Underlying factors/causes
No support to extend LSS training for TMs to mooenunities
CHWs lack skills in health education
Insufficient/limited health education materials

2. Health Facility Level
Strengths:
Availability of approximately 70% of required staiff all functional health facilities
Satisfactory level of health education going olBs for all services being provided
Thirty two out of total 33 HFs functional in thewsay
Theunderlying factors
Good incentives and motivation by GOL and NGO padn
Health education training was conducted for HWs
Good NGO and GOL support facilitated revitalizateomd operation of HFs
Weaknesses/gaps/unmet needs:
Lack of CMs for some HFs
Poor access of some communities to HFs
Inadequate health education materials(in both tyuahd quantity)
Theunderlying factors
Lack of motivation for CMs
HFs are located in isolated (hard-to-reach) comtrasi
Lack of financial support for reproduction of héadtducation materials

B. Maternal and Newborn Care

Community level

Strengths
TTMs take pregnant women for routine ANC
TTMs take newborns delivered at home for routinecuzations
TTMs make timely referrals of pregnant women iroiab
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The underlying factors/causes
LSS training received by TTMs; the training was @acted by the CHT in collaboration with FHD/MOHBNGO

partners in Cape Mount County
Health education received by TTMs on the importasfdeP| services
Weaknesses/gaps/unmet needs:
Not all communities have TTMs to promote use of R\Bkrvices
90% of deliveries are done at home
Underlying factors/causes
- Inadequate number of TTMs; training of traditiomatdwives needs to be extended to more communities
Long distance of communities from HF,
Cultural/religious beliefs: communities are predoantly Moslems; Moslem women tend to prefer delhgin the hands
of women/females; HFs are seen as having male Hiésmmay have to attend to all patients including warm labor
Limited knowledge of the benefits of health serndce to inadequate health education

Facility Level

Strengths
Availability of EPI services at 90% of functionaFsl

Avalilability of CMs in 69% of functional HFs
ANC services available in all (100%) functional HFs
Some basic services provided by all HFs
The underlying factors
Good storage facilities for vaccines; trained pensb to provide immunizations
Proximity of Cape Mount to Monrovia allows for HWiftem Monrovia to easily work there; Support/incees provided by
NGOs
Avalilability of trained HWs to provide service
Weaknesses/gaps/unmet needs:
Inadequate number of CMs for HFs
Non-NGO supported HFs lack adequate human resource
Lack of some essential medical supplies in 60% e H
Underlying factors
Lack of motivation for CMs
Lack of motivation for HWs at non-NGO supported HFs
Budgetary constraints of GOL
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C. Child Health:

Community Level:
Strengths:
One thousand fifty six (1056) health promoters el from communities to undergo training in IMCI
Underlying factors:
Need identified by CHT and NGO partner MTI
Training done by MOH to support CHT
Weaknesses/gaps/unmet needs:
Some communities not included in selection of lieptbmoters
Referral is slow/weak
Theunderlying factors/causes
Several communities are geographically hard tolreac
Funding for training of hygiene promoters is lingite
CHW not sensitized to need for prompt referrals

Health Facility Level
Strengths
95% of HF providing RI
80% of HFs have EPI refrigerators
80% of under ones utilizing EPI services
80% of HF conducting outreach EPI activities
The underlying factors/causes
Good support from partners
Logistical support from EPI/MOH and UNICEF
Sensitization of communities
Weaknesses/gaps/unmet needs:
Outreach EPI services not regular
20% of HFs lack EPI refrigerators
20% of HFs not conducting outreach EPI services
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Theunderlying factors/causes
Inadequate logistics for outreach EPI servicegy mads are inaccessible some of the time
Limited logistics provided by EPI/MOH for EPI;

D. Reproductive and Adolescent Health

1. Community level
There are no reproductive health activities goingibthe community level in Cape Mount County

2. Health Facility
Strengths
Availability FP services at HFs though not always
Syndromic management of STIs at some HFs
Underlying factors
Support provided by FHD/MOHSW
Availability of drugs provided by NDS
Weaknesses
FP services intermittent, not regular
Lack of adolescent reproductive health program
Approximately 22% of HFs do not have services fordsomic management of STIs
No PMTCT program in Cape Mount County
Underlying factors
Inadequate and irregular supply of commodities ftbencentral level
No organized (adolescent reproductive health) iogat the national level
Lack of trained HWSs,

E. Disease Control — HIV/AIDS

1. Community Level
Strengths
CHW involved in condom distribution
Good awareness activities involving drama group @HVs
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Underlying factors

Avalilability of condoms at community level,

Training provided community members by NACP
Weaknesses

High incidence of unsafe sex

Condom distribution and public awareness not it@athmunities
Underlying factors

Myths that condoms cause impotency

Limited number of trained CHWs

2. Facility Level
Strengths

Availability of VCT services at two of 32 (6) HFs
Underlying factors

Availability of trained personnel and supplies pdaad by NACP
Weaknesses

Majority (94%) of HF lack VCT services

Lack of health education at most facilities
Underlying factors

Lack of support to increase/expand VCT services

Lack of trained HW

E. Disease Control — TB
1. Community Level:

There is no TB program at the community level; ¢hisrlimited support from the central level for {8 program in Cape
Mount County

2. Facility Level
Strengths

Availability of four TB treatment centers in Capeivht County
Underlying factor:

Support from the national program and GFATM
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Weaknesses
Inadequate amount of TB treatment centers
Irregular supply of drugs to TB treatment centers
Underlying factor/causes
Lack of support from the central level
Irregular supply of drugs by the national program

E. Disease Control — Malaria

Community level
Strengths:
Public awareness of malaria ongoing with involvetredrCHWSs
ITNs distributed by community health care providers
Underlying factors:
Training and other support provided by the NMCP
Availability of ITNs provided by partners includigT]I
Weaknesses:
NONE

2. Facility Level
Strengths:
Most HWs trained in malaria case management
Underlying factors/causes
Training conducted by NMCP and partners includingnkdr Initiative
Weaknesses
Irregular supply of drugs/supplies
ITNs not distributed at ANC
Underlying factors/causes
ITNs not supplied by the national program but by NGOs

F. Mental Health:
There is no Mental Health Program in Grand Capem@ounty; MOHSW has no organized program at thiomnal level
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G. Essential Emergency Treatment:
There is no Essential Emergency Program in Gram Géount County;

[I. Human Resource
Strengths
Good interpersonal relations (unity, togethernasspng CHT
7 of 25 CHT post filled (28%)
Organized CHT with records of HWSs in county
Avalilability of some trained and committed stafsgie low salaries
Underlying factors
Support of MOHSW
Refresher training provided by CHT with supporiNgO partners
Weaknesses
- 72% of CHT positions not filled
Lack of district level health staff
Lack of trained HWs (CMs, Pas, RNs) in majoritydadtricts
Low capacity and educational level of some serprowiders
Lack of community involvement in health activities
Lack of job descriptions
Salary structure not always reflective of skillgl&mowledge of staff
Lack of motivation/benefits for HW e.g. housin@risportation allowance, retirement package
No involvement of CHT in HR recruitment
Constant absence of county level HW from county
- Poor job security,
Underlying factors
- National problem of insufficient HWs in the country
No local training institution for professional HW
Systems not developed at the national level
Constant for county level staff to be away at whdgss, etc
NGO major employer and their departure usually pbru
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[l. Infrastructure
Strengths
Existence of 32 functional HFs out of 33 totallie tounty
Most HFs are easily accessible
Underlying factors
GOL, NGO and community support
Small county with fairly good road network
Weaknesses
Many HFs in poor physical condition)
Some HFs lack electricity, water
County hospital is inaccessible to majority of gugulation
Underlying factors
Poor maintenance, some HF also poorly built andlsma
Inadequate budgetary allocation
Political interference in selection of site for oty hospital

IV. Support System

1. Policy formulation and implementation

Strengths
Policy information shared with partners at coortlorameetings
Partners implementing policy under CHT guidance
Existence of a structure (CST meeting) for disaussif policy issues

Underlying factors
Good leadership of the county health the eam

Weaknesses

None

2. Planning and Budgeting
Strengths
Availability of manpower for planning and budgetimgpunty has of a finance officer
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Underlying factors

MOH/GOL support/deployment

Staff commitment and motivation
Weaknesses

Planning and budgeting not decentralized
Underlying factors

Policy of GOL

3. Human Resource Management and in-service training

Strengths
NGO providing salary incentives for HWs in 24 of 3Es
Regular in-service training of HWs by CHT with sopipof NGO partners
Regular training of TTMs
Underlying factors
Support provided by MOHSW/GOL and its partners
Weaknesses
- Limited trained human resource
Many HWs not on GOL payroll
HWs in GOL-run HFs receive no incentives
No human resource unit or officer
- Salaries are low
Underlying factors
Low GOL budget

4. Health Management Information System

Strengths
Trained and computer literate county registrar
Computer identified by MOH for county registrar
Underlying factors:
Implementation of MOH decentralization policy
Training and deployment of personnel by MOH
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Weaknesses
HMIS unit functioning poorly
Underlying factors
HMIS functions not clearly defined or known to o

5. Drugs and Medical Supplies
Strengths
Availability of drugs and medical supplies from G@hd partners including NGOs and GFATM
Availability of a county pharmacist
Underlying factors:
Successful resource mobilization by GOL
Staff recruitment and deployment by MOH
Weaknesses
Frequent stock out of essential drugs at HFs
Underlying factors
Delay in quarterly replenishment of supplies by NDS
Bad road condition

6. Facility and Equipment maintenance
Strengths
Avalilability of one maintenance staff (a carpentdrhe county hospital, St. Timothy Hospital
Underlying factors
Dedication of staff to county hospital
Weaknesses
Inadequate maintenance team(no mechanic, plumleetrieian)
Lack of organized maintenance department
Inadequate and irregular supply of fuel
Underlying factors

Maintenance system of MOH not fully decentralized
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7. Logistics and Communication
Strengths
- Availability of a county logistician
The following logistical support are in the coumtyd functional:
- one ambulance (belongs to NGO partner)
- Six motorbikes
- one vehicle
Underlying factors:
GOL and partner support
Weaknesses
There is no IEC/BCC focal point
No adequate transportation for drugs and mediqadlss
The following logistical and communication suppar in the countput non-functional:
One vehicle
9 motorbikes,
2 VHF radios.
Underlying factors
Low GOL budget

8. Supervision, Monitoring and Evaluation, Research
Strengths
Responsible officer (clinical supervisor ) avaikabl
Some degree of supervision taking place
Availability of computer for M&E
Data clerk identified/available
Underlying factors
Designation of responsibility by CHT
Committed CHT executing responsibility in spitdiofited capacity
Weaknesses
- No joint supervision taking place
Lack of logistical support from partners for supsion
Data clerk is non-functional
Reporting system is weak
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Underlying factors/causes
- Lack of proper coordination between partners
Non-involvement of CHT in NGO contracting processd has little or no control/say in their activstie
Data clerk not available for use by the CHT
Limited central level support

9. Stakeholder Coordination and Community Participation
Strengths
Existence of mechanism (regular meeting) for co@tion of partners activities
Most communities have CDCs
Some HFs have CHWSs
CHT regularly explores avenues for partnership soalal mobilization for health. For example diseoss are currently
underway for rehabilitation of two health facilgiby a mining company (Bangorma) and the commy#gyway)
Underlying factors
Good leadership by CHT
Some degree of community participation in health
Weaknesses
Poor coordination; meetings are irregular
Lack of cooperation from some NGO partners
CHWs not very functional,
Poor commitment from some communities
Underlying factors
Citations to meetings are sent late
Poor follow up to meetings; decisions are neithes@minated nor implemented
Communities are not motivated

4.0 Description of County Health Objectives, Targeg, Activities and Budget Allocation
4.1 County Health Technical Plan

Please refer to the County Health Technical PAata¢chment 1) for:

1. Objectives and Targets
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2. County Facility Plan (HR, Infrastructure and SeegidNeeds for selected BPHS and non BPHS facilities)
3. Implementation Plan (Activities, Responsibilitigsdalimelines)
4. County Health Team Budget Allocation

Each of these have been structured by the majopanents and sub components of the National He&ditn P

5.0Supervision, Monitoring and Evaluation

In order to ensure an effective and reliable mamgpand evaluation system for impact measurengente year M&E Plan will be
developed based on the County Health Plan. Basdldeoone year M&E Plan, routine recording and repgrsystems of the Grand
Cape Mount County Health Team will be strengthetoedosely monitor program implementation in thesetected BPHS facilities
as well as in non-BPHS facilities.

An HMIS/M&E Unit will be established to coordinatdl reports relating to implementation of the BPBifategy. Standardized
checkilists for supervision, and reporting formsrfmwnitoring purposes will also be developed. CHWhe strengthened to collect
data at the community level using standardized rteygpforms. Data collected at health facilitiesdluding private ones) from all
levels of the health system will be collated andlgsed at the county health team level and repddetie central level. Regular
monitoring will be conducted at all levels on a dedy basis. A bi-annual review of implementatwinactivities will be conducted to
evaluate progress of program activities

Monitoring and Evaluation will be done at threedksy namely:
1. County Health Team level,
2. County Health Advisory Board level,
3. Ministry of Health and Social Welfare level

6.0 Implementation Challenges

There are numerous challenges that will attempinfmede the successful implementation of the GraageQMount County Health
Plan (2007-2008). These include the following:

Lack of commitment from local authority

Limited capacity of the Grand Cape Mount County lHe&eam to implement the plan

Inadequate mobilization of needed resources

Limited motivation/incentive for staff
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Rapid turnover of health workers
Unavailability of trained human resources in thardoy
Bad road conditions

Strategies to address challenges to BPHS implemetitn

It is necessary to develop appropriate strategiegltiress these challenges in order to achievelijeetives contained in the County
Health Plan. The following actions are therefororamended:
Ensure a Grand Cape Mount County Health & Socialfakke Board (CHSWB) is set up immediately and teens of
reference/guidelines developed for its operation,
Engage the CHSWB to facilitate the mobilizatioradtlitional resources,
Solicit countywide commitment towards the implenatioin of the county health plan through the holdhg@ mass meeting
under he leadership of the superintendent’s offigth all stakeholders including sectoral partners,
Continuously monitor progress towards achievemésettargets of the County Health Plan
Ensure continuous monitoring of the implementatibactivity plans, as per the monitoring and evatraactivities outlined
in the health plan
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Appendix 1: Details on HR and Infrastructure

A. HR

BPHS Standards

County

Current

Planned

Staff categories Clinic E'gr?tlgl hospital: | staff: staff: S;aﬁlng
(28) @) planned | total total gap
Medical doctor 2 1 2 1
Pharmacist 2 2 2 0
Physician assistant 3 14 17 3
Registered Nurse 1 6 22 25 3
B.Sc Nurse 2 7 5 -2
Licensed practical nurse 3 15 3 -12
Nurse aide 1 5 13 33 20
Certified midwife 1 4 3 21 39 18
Trained traditional midwife 2 31 2 -29
Laboratory Technician 1 1 2 3 1
Laboratory Aide 2 4 2 -2
Dispenser 1 1 2 34 32 -2
Environmental technician 1 1 1 3 2
Social worker 1 1 0 3 3
Recorder 1 1 3 33 33 0
Cleaner 1 1 4 7 4 -3
Security 4 37 34 -1
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County Human Resources Planning Summary

BPHS Standards County Current | Planned | Staffing
Staff categories Clinic Health | hospital staff staff gap
center | (planned) total total
(No.=28) | (No.=2)
Medical doctor 2 1 2 1
Pharmacist 2 2 2 0
Physician assistant 1 2 3 14 17 3
Registered Nurse 5 6 22 25 3
B.Sc Nurse 2 7 5 -2
Licensed practical nurse 3 15 3 -12
Nurse aide 1 5 13 33 20
Certified midwife 1 4 3 21 39 18
Trained traditional midwife 2 31 2 -29
Laboratory Technician 1 1 2 3 1
Laboratory Aide 2 4 2 -2
Dispenser 1 1 2 34 32 -2
Environmental technician 1 1 1 3 2
Social worker 1 1 0 3 3
Recorder 1 1 3 33 33 0
Cleaner 4 7 4 -3
Security ! ! 4 35 34 -1
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Staffing
Others non medical staff under the Hospital (St. Tiothy) is as follows:

Plumber 1
Electrician 1
County Health Administrator 1
Driver 2
Radio operator 1
Carpenter 1
Laundryman 2
Cook 3
Vaccinator 2
Ward clerk 1
CHO special assistant 1
Mason 1
Hospital Administrator 1
Total 18

Others Staff under the Health Center (Sinje)

Cook 3
Electrician 1
Driver 1
Counselors 2
Vaccinator 2
Total 9

Clinics

Some clinics have seven instead of the six stafibes as per the staffing pattern recommendedéBasic Package; this is due to
the presence of a vaccinator in such health feesliNurses with B.Sc who are serving as OICslvalledeployed to the hospital and
PA/RNSs will be recruited to replace them as OlCthatselected BPHS clinics. Licensed practicatesi(LPNs) will be
recommended for scholarship to further their edanab become registered nurses, and if not pasdibéy will be recommended for
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retirement. Laboratory aides and nurse aides V&l be recommended to further their education tmime laboratory technicians and
registered nurses respectively.

Training

All the staff in the BPHS clinics and selected fstafthe BPHS hospital will receive in-service triaig in the period Sept 07 to June
08 to help them implement the BPHS. For Grand Qdpent County, training is required in IMCI, (72}IV/AIDS,(72); PMTC,
(2); Rational Use of Drugs,(12); Syndromic Managety(72); Malaria Case Management,(72); HM&)(VCT (10), CHWs (40
new recruited and trained) and in-service trairiorg/6 CHWS.

B. Infrastructure
Grand Cape Mount County Infrastructure Plan Summary

Fﬁ‘;‘g“g? CJ;QW Rehabilitation Build | Utilities installation Er“;‘jq'ﬁirr"e%”t
June 08 | Minor | Major |Upgrade new Water Power | Non-med| Medical
Government facilities:
BPHS priority, June 2008
Hospitals 1 1 1 1 1
Health centers 1 2 1 1 1 2
Clinics 14 13 11 2 1* 7 1 3 13
Total 16 16 12 3 1 9 1 4 16
BPHS priority after June 2008
Hospitals 0 0
Health centers 0 0
Clinics 15 16 7 2 1
Total 15 16
Private 1 1
Total facilities in county 32 32

* Infrastructure is adequate for health center,rbguires minor rehabilitation
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BPHS Facilities

List of 3 facilities that need major rehabilitation
1. St. Timothy Government Hospital

2. Kongo Clinic

3. Lofa Bridge Clinic

List of BPHS selected facilities needing minor reHhalitation:
1. Sinje Health Center

2. Tallah Clinic

3. Kawillahum Clinic

4. Dambala Clinic

5. Kpeneji Clinic

6. Diah Clinic

7. Kulankor Clinic

8. Than Mafa Clinic

9. Jenewode Clinic

10. Varguaye Clinic

Definition of Major and Minor Rehabilitation

a) Major Rehabilitation includes: (St. Timothy Hospital)
-Complete replacement of doors

-Complete replacement of windows

-Complete replacement of damaged ceilings
-Complete replacement of damaged roofing sheets
-Complete rehabilitation of water system
-Complete rehabilitation of sewage system
--Complete painting of hospital

--Complete rehabilitation of the Kitchen

-Complete rehabilitation of laundry
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Minor Rehabilitation includes:

- Replacement of some damaged items such as:

- Windows, doors, door locks, light bulbs, paigtin

- potty, ceiling, roofing sheets, shelves, besclbairs

Upgrading

TheDambala clinic has been selected for upgrading to health cehterupgrading of Dambala Clinic to health centareisy
important and urgent. This clinic is ideally loedtin Porkpa District and there are absolutelyeferral facilities in adjacent
communities. Secondly, the upgrade would reducéitine and long distance patients have to walk &ahiehe nearest heath center.

NON-BPHS FACILITIES

There are 16 non BPHS facilities categorized devid.:
Major rehabilitation

1. Fahnja

2. Bangoma

Minor rehabilitation
. Simbehum

. Fanti Town

. Madina

. Jundu

. Bendu

. Kanga

. Bendaja

~NoOo o~ WNPRE
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