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Preface

In response to the need for more research on displaced persons, the
Committee on Population developed the Roundtable on the Demography
of Forced Migration in 1999.  This activity, which is supported by the
Andrew W. Mellon Foundation, provides a forum in which a diverse group
of experts can discuss the state of knowledge about demographic structures
and processes among people who are displaced by war and political vio-
lence, famine, natural disasters, or government projects or programs that
destroy their homes and communities.  The roundtable includes represen-
tatives from operational agencies, with long-standing field and administra-
tive experience.  It includes researchers and scientists with both applied and
scholarly expertise in medicine, demography, and epidemiology.  The group
also includes representatives from government, international organizations,
donors, universities, and nongovernmental organizations.

The roundtable is organized to be as inclusive as possible of relevant
expertise and to provide occasions for substantive sharing to increase knowl-
edge for all participants, with a view toward developing cumulative facts to
inform policy and programs in complex humanitarian emergencies.  To
this aim, the roundtable has held annual workshops on a variety of topics,
including mortality patterns in complex emergencies, demographic assess-
ment techniques in emergency settings, and research ethics among conflict-
affected and displaced populations.

Another role for the roundtable is to serve as a promoter of the best
research in the field.  The field is rich in practitioners but is lacking a
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viii PREFACE

coherent body of research.  In recent years a number of attempts to codify
health policies and practices for the benefit of the humanitarian assistance
community have been launched.  The SPHERE Project—a group of non-
governmental organizations—has produced a set of guidelines for public
health interventions in emergency settings.  The nongovernmental organi-
zation Médecins Sans Frontières has published a manual entitled Refugee
Health: An Approach to Emergency Situations (1997).  In addition, a number
of short-term training courses have been developed, including the Health
Emergencies in Large Populations (HELP) course sanctioned by the Inter-
national Committee of the Red Cross and the Public Health in Complex
Emergencies course, which is partially funded by the U.S. Agency for In-
ternational Development.   All of these are intended to convey the state of
the art to health care practitioners who serve refugees.

Yet the scientific basis for these currently recommended best practices
is rarely presented along with the guidelines.  And many of the current
recommendations are based on older, perhaps even outdated, analyses and
summaries of the literature.  Furthermore, even when data are available,
they are frequently inconsistent, unreliable, and spotty.  Few of the cur-
rently recommended practices are based on scientifically valid epidemio-
logical or clinical studies conducted among the refugee populations they
are intended to benefit.  Recognition of the need for a more evidence-based
body of knowledge to guide the public health work practiced by the relief
community has led to a widespread call for more epidemiological research.
This was acted on by the World Health Organization, which formed an
Advisory Group for Research in Emergency Settings.

In some sense the current wave of recommendations represents the end
of a cycle of learning that began with the publication of a series of papers in
the medical literature in the late 1980s.  The data contained in those papers
were originally generated during the period 1978–1986.  But the world
and the nature of forced migration have changed a great deal since then,
and the relevance of those data can now be called into question.  Therefore,
the roundtable and the Program on Forced Migration and Health at the
Mailman School of Public Health of Columbia University have commis-
sioned a series of epidemiological reviews and case studies on priority pub-
lic health problems for forced migrants that will update the state of knowl-
edge.  These occasional monographs are individually authored documents
presented to the roundtable and any recommendations or conclusions are
solely attributable to the authors.  It is hoped these reports will result in the
formulation of newer and more scientifically sound public health practices
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and policies and will identify areas in which new research is needed to
guide the development of health care policy.  Many of the monographs
may represent newer areas of concern for which no summary information
is available in the published literature.

The present monograph—on rebuilding the health sector in East
Timor following the nation’s struggle for independence—is the second in
this series.  It provides an overview of the state of the health system before,
during, and after reconstruction and discusses achievements and failures in
the rebuilding process, using an informative case study to draw conclusions
for potential improvements to the process in other post-conflict settings.
Other topics under consideration in the series include reviews of current
knowledge on psychosocial issues, reproductive health, malnutrition, and
diarrheal diseases, as well as other case studies.

This monograph has been reviewed by individuals chosen for their
diverse perspectives and technical expertise in accordance with procedures
approved by the National Research Council’s Report Review Committee.
The purpose of this independent review was to provide candid and critical
comments that would assist the institution in making the published mono-
graph as accurate and as sound as possible.  The review comments and draft
manuscript remain confidential.

Charles B. Keely of Georgetown University served as review coor-
dinator for this monograph.  We wish to thank the following individuals
for their participation in the review of this report:  Dennis Dijkzeul, The
Institute for International Law of Peace and Armed Conflict, Ruhr
Universität Bochum, and Sharon Stanton Russell, Massachusetts Institute
of Technology.

Although the individuals listed above provided constructive comments
and suggestions, it must be emphasized that responsibility for this mono-
graph rests entirely with the authors.

We would also like to acknowledge Egbert Sondorp, Health Policy
Unit, London School of Hygiene and Tropical Medicine, and Anthony
Zwi, School of Public Health and Community Medicine, University of
New South Wales, who took the time to look over and suggest improve-
ments to Appendix C.

This series of monographs is being made possible by a special collabo-
ration between the Roundtable on the Demography of Forced Migration
of The National Academies and the Program on Forced Migration and
Health at the Mailman School of Public Health of Columbia University.
We thank the Andrew W. Mellon Foundation for its continued support of

Initial Steps in Rebuilding the Health Sector in East Timor

Copyright National Academy of Sciences. All rights reserved.

http://www.nap.edu/10702


x PREFACE

the work of the roundtable and the program at Columbia.  A special thanks
is due Carolyn Makinson of the Mellon Foundation for her enthusiasm
and significant expertise in the field of forced migration, which she has
shared with the roundtable, and for her help in facilitating partnerships
such as this.

Most of all, we are grateful to the authors of this report.  We hope that
this publication contributes to both better policy and better practice in the
field.

Charles B. Keely
Chair, Roundtable on the Demography of Forced Migration

Ronald J. Waldman
Member, Roundtable on the Demography of Forced Migration

Holly E. Reed
Program Officer, Roundtable on the Demography of Forced Migration
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1

Initial Steps in Rebuilding the
Health Sector in East Timor

OVERVIEW

In May 2002 Timor Leste (East Timor) emerged as a new nation after
centuries of foreign rule and decades of struggle for independence. Its birth
was a painful one; a United Nations-brokered Popular Consultation in Au-
gust 1999, in which an overwhelming majority of the people opted for
independence, was followed by several weeks of vengeful violence, looting,
and destruction by pro-Indonesia militias. It left the territory and all of its
essential services devastated. In this context, the United Nations Transi-
tional Administration in East Timor (UNTAET), with the country’s lead-
ers and people and many other partners, set about restoring order and ser-
vices, building a government structure, and preparing for independence.

This paper summarizes the rehabilitation and development of the
health sector from early 2000 to the end of 2001. The health situation in
East Timor at the beginning of that period was similar to that of many less
developed countries, but it was compounded by several years of deteriora-
tion in health services and also by the destruction of late 1999. The situa-
tion was characterized by high child and maternal mortality rates and a
high prevalence of communicable diseases, including malaria and tubercu-
losis. The health infrastructure was in total disarray, with more than a third
of health facilities totally destroyed and much of the rest substantially dam-
aged. Most equipment and supplies had been looted or damaged beyond
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2 INITIAL STEPS IN REBUILDING

use. More than 80 percent of medically qualified staff had returned to In-
donesia, and the central health administration was defunct.

Following the period of conflict, the East Timorese health staff did
their best to reorganize and provide services, and the international commu-
nity responded quickly to the need. In particular, international emergency
relief nongovernmental organizations (NGOs) moved in to provide health
services at many points across the country. Facilitated by the existence of an
East Timorese Health Professionals Working Group, UNTAET established
the Interim Health Authority (IHA) in February 2000. This body brought
together remaining senior East Timorese health staff with the UNTAET
health staff to coordinate rehabilitation and development of the sector. The
IHA evolved into the Division of Health Services (DHS) in the first transi-
tional government in July 2000 and into the Ministry of Health (MOH) in
the second transitional government in September 2001.

In April 2000 a joint donor mission led by the World Bank and the
IHA designed the first phase of the Health Sector Rehabilitation and De-
velopment Program (HSRDP), which provided the framework for a sector-
wide approach to the planning and implementation of activities in the
health sector. HSRDP I had two main components: restoring access to
basic services for the entire population and development of the health policy
and system for the future. A major feature of the program was the develop-
ment, with NGO partners, of district health plans covering all districts.
The second phase of the program was initiated in mid-2001. HSRDP II
comprised three components: support to ongoing services, improvement in
the scope and quality of services and support systems, and development of
policy, regulations, and administrative systems. In both phases a substantial
part of the funding came through the multidonor Trust Fund for East
Timor (TFET), administered by the World Bank. Recurrent costs were
covered through funds administered by UNTAET, and substantial addi-
tional support was provided through continued humanitarian assistance
and from bilateral development assistance.

Achievements by November 2001 included the establishment and staff-
ing of the government health service across the whole country, including
district health management teams in all districts. Drug supplies were rea-
sonably well secured and based on an approved essential drug list. The civil
works program was under way for the construction of health centers and a
central medical store, and a consultancy was initiated to develop an au-
tonomous medical supply system. Basic services had been restored to
most facilities included in the district health plans with the active collabo-
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THE HEALTH SECTOR IN EAST TIMOR 3

ration of designated NGO partners. Program activities had been initiated
on immunization, tuberculosis, HIV/AIDS, malaria, integrated manage-
ment of childhood illness, mental health, and dental health. The main re-
ferral hospital had been handed over to East Timorese management.

To achieve this progress, many constraints had to be overcome, and
progress was slow in a number of areas. Policy development proved difficult
to get started, especially the adequate involvement of stakeholders, and a
long-term plan for human resource development was still lacking at the
end of 2001. Staff recruitment was extremely slow, a situation that had
consequences for morale and for the credibility of the administration. Pro-
curement of goods, supplies, and consultant services was also slower than
expected, often bogged down by the procedural complexities and their in-
terinstitutional differences, and the civil works program was well behind
schedule.

Among the challenges faced by those coordinating health sector devel-
opment were competing objectives and expectations held by the political
leaders, the administration, the donors, and other stakeholders. Trying to
address incompatible demands and justify directions taken was a drain on
limited staff capacity.

Many stakeholders played a role in the reconstruction of the health
sector, including the United Nations (UN) agencies, in particular the World
Health Organization (WHO), UNICEF, and the United Nations Fund for
Population Activities (UNFPA). This paper addresses the authors’ percep-
tions of strengths and weaknesses of only three of the main actors:
UNTAET, the World Bank, and the international NGOs. Each contrib-
uted very substantially, and each brought constraints, without which
progress could perhaps have been much faster.

Paradoxically, the availability of quite considerable financial resources
in the first two years of reconstruction may not have been entirely positive.
Funding in excess of absorptive capacity and pressure to spend can lead to
approaches that will ultimately be unsustainable.

The paper concludes with the authors’ thoughts on what could be
different in a similar situation in the future. It makes some general recom-
mendations and specific suggestions directed at UN transitional adminis-
trations, the World Bank, international NGOs, and those who provide
funding. Box 1 is a list of acronyms and abbreviations used in this paper.
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4 INITIAL STEPS IN REBUILDING

BOX 1  Acronyms and Abbreviations

AFAP Australian Foundation for the Peoples of Asia
ASP Associacao Saude em Portuguese
AusAID Australian Agency for International Development

CHA central health authority (IHA, DHS, or MOH)
CHC community health center
CIC Cooperaçao Intercambio e Cultura
CNRM National Council of the Maubere Resistance
CNRT National Council of Timorese Resistance

DHP district health plan
DHS Division of Health Services
DOTS directly observed treatment strategy
DPKO Department of Peace Keeping Operations

ECHO European Commission Humanitarian Office
EPI Expanded Programme of Immunization
ETHPWG East Timor Health Professionals Working Group
ETTA East Timor Transitional Administration

FALINTIL National Liberation Army of East Timor
FRETILIN Revolutionary Front of Independent East Timor

HP health plan
HSP health service provider
HSRDP Health Sector Rehabilitation and Development

Program

INTRODUCTION

On May 20, 2002 East Timor became independent, the first new coun-
try of the 21st century. For more than 400 years this territory had been
under the domination of foreign rule, first as a Portuguese colony, then
during 24 years of Indonesian occupation.

After the Popular Consultation on the future status of East Timor,
organized under the auspices of the United Nations in August 1999, in
which autonomy within Indonesia was rejected by the East Timorese people
in favor of independence, the territory suffered several weeks of terror and
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THE HEALTH SECTOR IN EAST TIMOR 5

destruction at the hands of pro-Indonesian militia groups backed by un-
controlled elements of the Indonesian army. An apparent scorched earth
policy was implemented with terrible efficiency in the few weeks between
the referendum and the arrival of the multinational peacekeeping force
known as INTERFET. The devastation of the territory, including its infra-
structure and public systems, was almost total. At the start of 2000, govern-
ment services of all types were in ruins; there was no public transportation,
no banking system, and few commercial outlets for any type of product.
The United Nations, in the form of the UNTAET, formally took on the

IMCI integrated management of childhood illness
IHA Interim Health Authority
INTERFET International Force in East Timor
ICRC International Committee of the Red Cross
IOs international organizations

MBBS Bachelor of Medicine and Bachelor of Surgery
MOH Ministry of Health
MPH Master of Public Health

NGO nongovernmental organization

PMU program management unit

RH reproductive health

SWAP sector-wide approach

TA technical assistance
TFET Trust Fund for East Timor

UDC Christian Democratic Union of Timor
UNAMET United Nations Mission in East Timor
UNFPA United Nations Fund for Population Activities
UNICEF United Nations Childrens Fund
UNTAET United Nations Transitional Administration in East Timor

WHO World Health Organization

4WD four-wheel drive
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6 INITIAL STEPS IN REBUILDING

administration of the territory, including the deployment of UN peace-
keeping forces, and was establishing a civilian administration covering all
sectors. It is in this context that efforts were started to reconstruct a health
system for East Timor.

In post-conflict situations, the rush of external assistance to alleviate
suffering and or prevent further disaster almost inevitably leads to major
challenges of coordinating and rationalizing the response. East Timor is
one of the more recent cases. This report attempts to briefly describe the
process of rehabilitation and development of the health system during
2000–2001, including some of the achievements, the constraints that were
faced, and the roles of some of the main actors. It does not pretend to be an
academic treatment of the topic of health in post-conflict situations and
does not make reference to earlier work in this area. Many of the observa-
tions made here may have already been recorded in other settings.

The report comments on the development of the health sector during
2000 and 2001 from the perspective of those trying to implement the reha-
bilitation and development program. Although significant advances were
made in a short period of time, the process was at times frustrating and
inefficient. The authors were well placed to observe the failings and defi-
ciencies of the effort in East Timor from the inside.1  In our view, most of
the numerous institutions and individuals involved acted in good faith and
with commitment to the cause. Much of the inefficiency observed we
judged to be due to the inflexibility of institutional systems. We do not
view this as inevitable and hope that this paper can stimulate discussion of
changes that could be made to respond more effectively to future post-
conflict situations. If this paper is critical of the entities involved, the only
intention is to provide a basis for reflection in case the international com-
munity is confronted with a similar task in the future. It aims to provide
some insights for the various agencies involved into how the process came
together at the implementation level and what might be improved in a
future rebuilding program in similar circumstances.

1The authors include the three most senior East Timorese officials of the central health
authority during 2000 and 2001, the two most senior members of the UNTAET health
sector team, one of whom also served as the director of the program management unit of the
part of the HSRDP funded through the multidonor TFET administered by the World Bank,
and the three World Bank, Washington, staff most directly involved in the HSRDP, includ-
ing the two task managers who served in succession in that role.
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THE HEALTH SECTOR IN EAST TIMOR 7

Appendix A contains a brief chronology of major events in the political
development and establishment of government in East Timor as well as
selected developments in the health sector. A useful summary of the situa-
tion in 2000 can be found in United Nations (2000).

THE HEALTH CONTEXT

The population of East Timor varied during 2000–2001 with the pro-
gressive return of those who had fled to West Timor during this time. The
population was between 750,000 and 800,000, with approximately one-
third in the capital, Dili, and the larger towns, and the remainder scattered
in small rural villages and hamlets, many inaccessible by road. The rural
population is mainly engaged in subsistence agriculture. During 2000–
2001 the difficulties of subsistence were increased by the aftermath of the
destruction and looting, during the events of 1999, of entire hamlets, along
with cereal and seed reserves and the slaughter of livestock.

The main health problems of the population of East Timor are like
those of many developing countries with similar climatic conditions and
level of development. The main causes of death in 1997–1998 were re-
ported as pneumonia and diarrhea in children; malaria is highly endemic,
and the prevalence of tuberculosis extremely high. Reproductive health
problems also contribute much to the ill health of the population.

Although few reliable and current data were available, it was estimated,
based on pre-1999 reports, the precarious living conditions, and the dete-
rioration of health services, that the infant mortality rate in 2000 was
around 125 deaths per 1,000 live births or higher and the mortality rate
under age 5 was 200 or higher. Reported figures suggest that the maternal
mortality rate was in the range of 550–900 deaths per 100,000. Whatever
the exact figures, East Timor in 2000 had a health profile similar to some of
the poorest developing countries despite the previous relatively large num-
ber of health facilities and staff.

The Health System After September 1999

A survey conducted in January 2000 put some shocking numbers on
the known extensive destruction of the health infrastructure. It found that
35 percent of all health facilities had been totally destroyed. Only 23 per-
cent of buildings had escaped without major damage, including, fortu-
itously, the referral hospitals in Dili and the district of Baucau. Virtually all
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equipment and supplies had been looted or damaged beyond use. Most
doctors and senior health management staff had left, returning to Indone-
sia. Only around 25 East Timorese doctors and one specialist remained.
The central administration of the health system was completely destroyed.

In the months immediately following the conflict, both national and
international groups moved quickly to deliver health services. Many of the
remaining senior East Timorese health professionals organized themselves
to form the East Timor Health Professionals Working Group (ETHPWG).
With some external input from the World Health Organization and others,
by December ETHPWG had developed a rough plan for future health
services. International NGOs had moved in quickly and were providing
emergency services. Although some services were being provided across
much of the territory, coverage was uneven. A Joint Health Working Group,
consisting of members of the ETHPWG, the UN agencies concerned with
health, and the NGOs, did its best to coordinate activities among its mem-
bers and with UNTAET, but the focus, appropriately, was on emergency
relief rather than on planning how to rebuild the system.

Establishment of “Government” Coordination

On February 16, 2000, UNTAET created the Interim Health Author-
ity, consisting of 16 senior East Timorese health professionals at the central
level (plus 1 in each of 13 districts) and the 6 UNTAET health staff who
had by that time arrived in East Timor. One East Timorese health specialist
and one UNTAET staff member coordinated the group. Its physical re-
sources consisted of one vehicle and a few tables and chairs. The lack of
vehicles was to become a major constraint. The authors believe that the
health sector was consistently neglected in the distribution of UN vehicles
despite the priority verbally given to the sector. Holding meetings of the
newly formed IHA was always a challenge, as the “office” of the IHA was in
a huge auditorium shared with many other sectors of the transitional ad-
ministration. Chairs were in short supply, and the noise level at times so
high that communication during meetings was close to impossible.

Within a few days, the IHA had formed nine working groups to ad-
dress what were perceived to be the most pressing issues. The IHA decided
that the sooner a development perspective was adopted, the faster a sustain-
able system could be built. Despite this perspective, it proved difficult for
the IHA to avoid spending much of its time and effort reacting to crises
and to external offers of support or demands for action or information. The
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offers and demands, mostly very well intentioned, ranged from being well
informed and potentially helpful to being naïve and time wasting. At times
the primary motivation appeared to be identifying a niche for a particular
organization, often with minimal funding, that had sent someone on an
exploratory mission. Even offers accompanied by assurances of long-term
support were at times more of a distraction than a help. At one point, for
example, in the early weeks of the IHA, three different groups were seeking
its endorsement for their plans to rebuild the dental health services. None
had the resources or, arguably, the expertise for this task. Similarly, rela-
tively large amounts of the available public health expertise were diverted
into dealing with asbestos in destroyed buildings at a time of much more
urgent health issues, because of the strong advocacy efforts of one small
group.  Accusations of unethical neglect of what the group perceived to be a
priority public health issue were persistently leveled with very little appre-
ciation of its relative importance.

One of the important early activities of the newly formed IHA was
team visits to all of the districts to gather information to inform the up-
coming first Joint Donor Health Mission. This was intended not only to
provide a basis for analysis and planning, but also to demonstrate to the
donors that the IHA was the authority with the best information and the
institution “in charge” of the situation in the health sector. Despite the
inevitable limitations of the information collected, this proved to be impor-
tant in establishing the IHA’s credibility.

HEALTH SECTOR REHABILITATION AND
DEVELOPMENT PROGRAM

Phase I

In March–April 2000, the first Joint Donor Mission for the planning
of the rehabilitation of the health sector took place. It was led jointly by the
World Bank and the IHA. Members of the mission included representa-
tives of the governments of Australia and Portugal and of the European
Commission. The team, encompassing a wide range of technical expertise,
prepared a framework for action that became the HSRDP. It was consid-
ered from the outset that a sector-wide approach was critical to provide
overall guidance to all activities in the health sector. This proved to be
fundamental to the excellent cooperation among all major actors in the
health sector over the ensuing two years. The HSRDP had two main com-
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ponents: restoring access to basic services for the entire population and
development of the health policy and system for the future. The HSRDP
was the basis for a World Bank grant to the health sector supported by
$12.7 million (US) from the multidonor TFET over 15 months. The
project supported by this grant was prepared, appraised, and negotiated
within six weeks, demonstrating the commitment of the World Bank to
streamline its usual procedures in light of the special situation in East Timor.
However, it took UNTAET an additional 10 weeks to agree to and meet
the conditions for effectiveness of the grant, a vital loss of time. This delay
was due to a number of factors, including issues around central control
versus delegated authority, the legal aspects of this and other arrangements,
and the slow identification and approval of essential staff for the project’s
management unit. More generally, the delay was due to overload of the few
competent staff empowered to make decisions, the inefficiency of a system
making up procedures as it went along, and, in the authors’ view, a legal
and administrative approach that was unduly cautious given the urgency of
the situation.

In the implementation of the first component, a critical element of the
transitional strategy was reaching agreement with NGOs to work with the
IHA to prepare district health plans. Despite initial reluctance by some of
the international NGOs to be coordinated by the “government,” that is,
UNTAET, the legitimate role of the IHA was eventually accepted and a
close relationship with the NGOs ensued. This allowed rationalization of
the distribution of the resources by requesting one or sometimes two NGOs
to take the lead in each district based on an approved plan.

Table 1 shows the distribution of the main international NGOs pro-
viding health services in the districts, outside of the Dili (capital) district,
before and after the development of district health plans. The collaboration
of the NGOs allowed for the simultaneous preparation of district health
plans for each of the 12 districts outside Dili, a task beyond the capacity of
the IHA alone. In the negotiation of agreements on the district health plans,
the IHA did not have the capacity to review them in detail. It therefore
placed its emphasis on reviewing, and intentionally limiting, the number of
fixed facilities and the numbers of health staff, international and, especially,
national. Achievement of good population access was sought through plan-
ning the initial use of mobile clinics (nurses with motorcycles) in some
areas. These emphases were driven by a strong need to secure the
sustainability of the future health system by ensuring that the previous
system was not simply put back in place. The system under Indonesian rule
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TABLE 1 International NGOs Providing Basic Health Services in East
Timor (Excluding Dili District)

District NGO

As of 30 April 2001,
following District Health

As of 19 March 2000 Plans

Aileu • OIKOS • OIKOS
• World Vision International • World Vision

International
Ainaro • Timor Aid • Timor Aid/AFAP

• CIC/ASP • CIC/ASP
• ICRC

Baucau • Médecins Sans Frontières, • Médecins Sans
Belgium Frontières, Belgium

• German Doctors for
Development

Bobonaro • Médecins Sans Frontières, • Health Net International
Holland

• World Vision International
• Timor Aid
• Jesuit Relief Services

Ermera • Assistencia Medica International, • Assistencia Medica
Portugal International,

• Services for the Health in Asian Portugal
and African Regions

• International Committee of the
Red Cross

Lautem • Médecins du Monde, Portugal • Médecins du Monde,
• Alliance of Friends for Medical Portugal

Care in East Timor
• Jesuit Relief Services

Liquiça • Médecins Sans Frontières, Holland • Health Net International
Manatuto • Asistencia Medica International • Instituto Marques Valle

Portugal de Flor
• Médecins Sans Frontières, France

Oecussi • International Medical Corps • International Medical
Corps

Same • OIKOS • OIKOS
Suai • Médecins du Monde, France • Médecins du Monde,

France
Viqueque • Médecins du Monde, France • Comite d’Action

Medicale
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had been characterized by a large number of often overstaffed facilities that
were underfunded and underutilized.

An agreement with each NGO was covered by a negotiated memoran-
dum of understanding (see Appendix B). The close collaboration with the
NGOs was greatly facilitated by—indeed would not have been possible
without—the full collaboration of the European Commission Humanitar-
ian Office (ECHO), which was the major funding source of many of the
important NGOs. ECHO agreed to use the district health plans as the
basis for funding and also agreed with the IHA on ceilings for selected
items, like directly hired staff, rehabilitation, and drugs (the latter by that
time being provided in large part by the government). Without such ceil-
ings it would have been difficult for the IHA to limit unwanted effects on
the health system arising, for example, from rehabilitation of health facili-
ties in inappropriate sites. The ceilings were, however, sufficiently high to
allow basic repairs and initial rehabilitation to all facilities included in the
district health plans.

Not surprisingly, the planned downsizing of the health system pro-
voked some strong reaction from some NGOs and especially from the
health workers, already justifiably insecure about their futures, all of them
at that stage receiving stipends from UNTAET (or, in a minority of cases,
from the NGOs) but not formally reemployed. The extent of the planned
reduction in the number of facilities and staff is summarized in Table 2.

The first phase of the HSRDP also saw the implementation of the
initial civil works program. It was decided to focus on community health
centers to ensure one such facility in each of the territory’s 65 subdistricts.
It was planned that rehabilitation of health posts could be undertaken
through community support at a later stage and that hospital reconstruc-
tion would also be delayed until a full assessment of need had been com-
pleted. A total of 23 sites were selected for construction and the design
work tendered and completed. Construction of a new central pharmacy
warehouse was also initiated, as was procurement of vehicles and equip-
ment. The health policy development process was also started, but it stalled
in mid-2001 for a variety of reasons.

With the formation in August 2000 of the First Transitional Govern-
ment of East Timor, led by a cabinet that included East Timorese members,
the IHA evolved into the DHS of the Government’s Department of Social
Affairs. The process of recruiting of East Timorese health civil servants was
initiated in the last months of 2000 with the finalization of some 50 job
descriptions for around 800 posts in 150 locations. This process, conducted
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over the next six months, taxed to the limit the capacity of the DHS and
the other relevant sections of UNTAET. A process had to be devised that
was fair both to the older, long-serving nurses and auxiliaries and the
younger, perhaps better qualified nurses and midwives. Long delays in the
recruitment process, related in large part to the lack of sufficient profes-
sional expertise in the area of civil service development and recruitment in
the transitional administration, added to the frustration of health workers,
all of whom were anxious to know whether and where they would be em-
ployed. The delays affected the credibility of the DHS with some NGOs,
which had to bear much of the discontent in the districts.

Phase II

In the middle of 2001 the HSRDP entered a second phase, which was
the result of two concurrent exercises. The first was the preparation of the
second budget of the transitional administration. In contrast to the exercise
of the previous fiscal year, the 2001–2002 combined sources budget was, as
the name suggests, an attempt to quantify and plan the use of funding from

TABLE 2 Health Facilities and Staff (approximate numbers)

August
Pre-1999 2000 Planned

Hospitals 12 6 5
Community health centers with beds 21 17 5
Community health centers without beds 46 52 64
Health posts 309 71 85
Total fixed facilities 406 146 158

Mobile clinics 60 Many* 116

Doctors/dentists 135 15 25
Specialists 20 0 1
Nurses/midwives/other 3,000+ 1,800 1,430

*NGOs were conducting mobile clinics of different kinds ranging from one-off or
infrequent visits to remote villages to regular scheduled clinics in fixed locations. The
clinics also varied considerably in terms of the services provided. The definition and
quantification of mobile clinics was therefore very difficult.
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all sources. Preparation of this budget was a major and complex task. The
combination of time constraints and the limited experience with such bud-
geting resulted in a limited role for the East Timorese members of the DHS
in the process despite efforts to ensure full participation.

Nevertheless, the preparation of this budget was an important oppor-
tunity to reaffirm the principle of the sector-wide approach. The budget
included remaining funds from the first TFET-funded project, an addi-
tional $12.6 million (US) planned for the second TFET-funded project,
funds from the proposed transitional government’s budget, and funds from
bilateral donors and NGOs. Table 3 summarizes briefly and approximately
the sources of funding and their agreed use during 2000–2001.

This combined sources budget and its associated work plans main-
tained the main elements of the HSRDP Phase I. It comprised three com-
ponents for which 10 percent of funds could be reassigned without requir-
ing new cabinet approval. The three components were: support to ongoing
services, improvement in the scope and quality of services and support
systems, and development of policy, regulations, and administrative sys-
tems.

During the period from April to September 2001, the DHS, using
TFET funds, took over the financial support to NGOs in five districts.
Although the funding levels were considerably reduced from those pro-
vided by other sources during the emergency phase, they were still very
substantial. The DHS was providing an equivalent of $35,000 to $45,000
(US) per district per month for recurrent costs. An important question that
faced the DHS was the manner in which technical support could be most
efficiently provided to the district health services after September 2001,
when the memorandum of understanding with the NGOs was to expire.
For a number of reasons, including the cost and the inconsistent and vari-
able quality of the support provided, it was considered undesirable simply
to continue the existing system of support to one or two lead NGOs in
each district.

At first, it was proposed that a competitive process be undertaken in
which NGOs and other entities could bid to provide technical support to a
group of two to four districts. After much discussion and a growing under-
standing, based on feedback from the field, of the support being provided
at that time by the NGOs and its cost, the DHS decided against this op-
tion. By the third quarter of 2001, East Timorese district health manage-
ment teams had been recruited in each of the districts, and it was not
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TABLE 3 Main Sources and Uses of Funding

Amount Main Activities/
Source ($ millions US) Areas to Be Funded

ECHO 10–15 over 2 years NGO support to basic services
and district health plans
(DHPs) up to mid-2001, some
other projects

Consolidated Fund for 7.5 per year Salaries, drugs/supplies,
East Timor running costs

TFET I 12.7 over 2.5 years Construction of community
health centers (CHCs),
vehicles, radio network, TA

TFET II 12.6 over 2.3 years Hospital reconstruction, TA

UN agencies ? IMCI, RH, immunization,
communicable diseases,
human resource development,
other

Bilateral At least 10 over 3 years Mental, dental, HIV/AIDS,
tuberculosis control, other

considered appropriate to put in place what would effectively have been
another, nongovernmental layer in the system. The DHS extended funding
to some NGOs that agreed to continue to provide services, at lower levels,
to the end of 2001, but a phase-out strategy was announced and vigorously
defended by the newly recruited leaders of the DHS, which in September
2001 became the Ministry of Health. It was decided that the ministry
should use part of its TFET resources to hire directly the foreign expertise
needed. Advertisements were placed in international media and a recruit-
ment process initiated.
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Achievements as of November 2001

Certainly the most important achievement by late 2001 was that in a
little more than 18 months a fully East Timorese Ministry of Health had
been put in place and over 800 health staff had been recruited and were
working across the territory. This had been achieved with little unrest, de-
spite the very significant downsizing of the health workforce and a certain
tendency toward strikes and other employee protest in East Timor at the
time. All community health centers were staffed and functioning, as were
most of the health posts. However, the delays in civil service recruitment
meant that staff at district level had been in place only for a short period by
the time the phased withdrawal of NGO support was started. Rapid subse-
quent progress toward East Timorese district health teams’ assuming dis-
trict-level management can be considered another achievement. Only with
time, however, will it be possible to judge whether the phasing out of inter-
national NGOs and their replacement with directly hired national exper-
tise was well timed.

Since April 2000, most drugs had been provided to the health system
by the central health authority (CHA),2 from an agreed essential drug list,
without major ruptures of stock. A new central pharmacy warehouse was
entering the final stage of construction following international tendering of
its design and construction. A consultant group had also been contracted
to develop an autonomous medical supply system to ensure efficient pro-
curement storage and distribution of pharmaceuticals and other medical
supplies. A complete survey of health infrastructure and equipment had
been completed, and 22 new health centers were under construction and
major procurements of equipment completed or under way. Around 160
motorcycles and 35 four-wheel drive (4WD) vehicles had been procured
for the health system, including appropriately equipped ambulances, and
installation of a high-frequency radio network had been contracted after
researching needs and experience elsewhere.

Policy and regulation development on pharmaceuticals and medical
practice had been started through initial consultancy visits followed by a
number of working sessions in which senior East Timorese health staff de-

2The term central health authority is introduced here for convenience to cover the
IHA, the DHS, and the MOH which, in sequence, were the administration/government
entities responsible for coordinating the health sector.
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veloped proposals for submission to the Cabinet (later, the Council of Min-
isters). Nevertheless, considerable work remained to be done to reach agree-
ment on the details of these complex policy areas.

In relation to disease-specific activities, one important achievement
was the reestablishment of the National Tuberculosis Program implemented
in collaboration with Caritas East Timor. Caritas Norway provided finan-
cial support and technical assistance, with additional technical input from
WHO and the Northern Territory (of Australia) Health Services. Activities
were coordinated under a memorandum of understanding with the In-
terim Health Authority elaborated in mid-2000. Over 6,000 cases of tuber-
culosis were detected and placed on treatment according to the directly
observed treatment strategy. This went some way toward catching up on
the treatment of the backlog of patients accumulated in recent years. By the
end of 2001, the program covered all districts and many subdistricts. By
that time, integrated management of childhood illness (IMCI) had been
introduced through the adaptation of a Bahasa Indonesian version of the
IMCI materials and the training of trainers. Similarly, decisions had been
made about the initial approach to improving reproductive health services,
with a focus on introducing and monitoring midwifery standards and iden-
tifying and addressing deficiencies.

With financial and technical support from AusAID, and within the
framework of a sector-wide approach, projects were also under way on men-
tal and dental health and HIV/AIDS prevention. Mental health activities
initially focused on post-trauma recovery but were quickly expanded to
start to address broader mental health needs, particularly in the capital. The
initial project was followed up by a three-year project to develop services
oriented to community prevention and basic services throughout the terri-
tory. The dental health project was developed using a similar two-stage
process. Initial training of dental nurses aimed to provide basic palliative
care in all districts. Two consultancy visits by joint UN teams in 2000 and
2001 assessed HIV/AIDS susceptibility and made initial plans for preven-
tion activities. These were, however, slow to be implemented, and a short-
term project was therefore initiated by the DHS with AusAID support.
This focused on establishing an East Timorese working group to start to
develop an approach to HIV/AIDS prevention in the particularly challeng-
ing religious and cultural context of East Timor, as well as on immediate
prevention activities for vulnerable groups.

One notable overall achievement was the collaboration among all ma-
jor actors in the health sector, including multilateral, bilateral, and UN
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technical agencies and NGOs to work within the framework of the sector-
wide approach. There was little duplication of effort and relatively little
competition for visibility. There was at times debate as to whether the
HSRDP in East Timor constituted a true sector-wide approach. In the
view of the authors, it fulfilled the most important aims of such an ap-
proach. Although all funding was not pooled into a common fund, there
was sufficient pooling of funds to ensure a core program, and clear defini-
tion of the uses of other sources of funding ensured nonduplication of
effort. This is reflected in Table 2, which shows the main sources of funding
and the areas of work supported by each. The main objective of the sector-
wide approach, to achieve one coherent program of development in the
health sector, was very largely achieved.

Constraints and Failures

Despite what we believe to be the considerable achievements in the
development of the health sector, there were also a number of areas in
which progress was frustratingly slow or inadequate. It proved difficult, for
example, to establish an effective health policy development process involv-
ing a range of health and nonhealth stakeholders. Among health staff with
no previous experience in or responsibility for health policy, many of the
issues that needed to be discussed may have seemed irrelevant and their
presentation unnecessarily complex. The bigger policy issues were not of
immediate obvious relevance to their own demands for employment, ad-
equate salaries, and good working conditions, which were understandably
their main preoccupations.

A small group inside and outside the CHA did show an interest in
these topics and in trying to move the policy dialogue forward, but at-
tempts at broader consultation were not successful. The process to develop
policy adopted by the CHA with external technical assistance may not have
been ideal in the context; although technically elegant and comprehensive
and emphasizing national capacity for and ownership of the decision mak-
ing, the process was viewed by most of the participants as too academic.
Simple approaches to policy development when capacity is limited remain
a challenge. They should keep in mind the broader context but focus, ini-
tially on issues of most concern to the stakeholders and those most likely to
have long-lasting detrimental effects if not addressed early.

Another area in which progress was inadequate was the development
of a comprehensive human resource development plan to guide priorities
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in medium- and long-term education and training. WHO provided strong
technical support for meeting immediate needs, for example, in the prepa-
ration of more than 50 job descriptions and in defining a new cadre of
nurse practitioners. Given the limited number of trained specialists and
technicians, there was a pressing need to start training that could extend
over several years. Dealing with the immediate needs for recruitment and
capacity building left little time for developing the longer term plan. At the
end of 2001, long-term planning for human resources remained an impor-
tant need.

One area of delay that was particularly frustrating, because it should
have been avoidable, was the civil works program, specifically the construc-
tion of community health centers. In this area the slower than planned
progress was almost entirely due to inadequate capacity to handle procure-
ment procedures and, in particular, the interaction between the World Bank
procedures and those that were being developed and simultaneously ap-
plied by the UN transitional administration. Relative to the initial, admit-
tedly extremely ambitious, civil works plan, initiation of construction was
delayed by around one year. A central issue in the interagency differences in
this area was the need to balance delegation of authority to the sectoral level
(specifically to the senior staff that headed jointly the IHA and the program
management unit of the TFET-funded project) with the need for central-
ized UN control and assumption of liability. Another aspect that compli-
cated the process was the deriving of a tendering process, which gave emerg-
ing local companies the opportunity to compete while not excluding the
potential economies of scale that might be offered by a large foreign con-
tractor. Predictably this was a sensitive issue, with both foreign and local
companies raising concerns. In one instance, there was a significant delay
when a request for proposals was reissued because the first was deemed not
to have resulted in effective competition.

As some of the rehabilitation carried out by NGOs restored health
facilities to a level not compatible with the district health plans and because
much of it was of a superficial nature, the IHA imposed limitations on
rehabilitation activities. However, delays in the civil works program under-
mined the rationale for this approach. An early and detailed overview of the
physical state of the infrastructure could have helped to guide rather than
try to restrict NGO rehabilitation efforts.

As mentioned above, development of hospitals was intentionally post-
poned to the second phase of the HSRDP while concentrating on rehabili-
tating and reconstructing more peripheral services. In at least three dis-
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tricts, international NGOs had partially rehabilitated and were supporting
hospitals that would be likely candidates to be downsized or closed in a
rational health plan. This was one of the factors that obliged the CHA to
make the unpopular decision to suspend further development of hospitals
until a full assessment of needs and capacity and a comprehensive plan were
developed. This was not achieved by the end of 2001, despite the political
pressure created by this situation. Proposals developed by a consulting group
were considered to be likely to lead to hospitals’ consuming too large a
proportion of the health budget, and a reassessment was called for.

A considerable achievement, obtained through the skillful negotiation
of several senior East Timorese health staff, was the establishment of the
National Centre for Health Education and Training. This brought together
what had been in Indonesian times a number of independent educational
and training centers for health professionals, for example, the nursing
school, the nursing academy, and training institutions for sanitarians and
nutritionists. An international NGO fully supported the rehabilitation of a
previous complex of buildings to house the centre. However, these achieve-
ments were not followed with adequate technical and managerial support
to the complex task of fusing the different activities into a well-functioning
entity. This remains part of the human resource agenda that needed to be
addressed.

Competing Objectives and Demands

One of the major challenges to the CHA in East Timor was the need to
try to meet objectives and demands that were not all compatible. These
demands were made by the public, by the political leadership, and by the
donors. Table 4 summarizes some of the conflicting demands. Although
these are not necessarily in direct contradiction, it should be apparent from
the table that effort and resources would be applied with different priority
depending on the relative importance given to each of these demands.

One area in which there was a marked contrast between the needs of
the external assistance agencies and the needs and capacity of the CHA was
in budgeting and planning. Not unreasonably, the donor agencies required
a detailed 1-year budget and work plan, 1- to 2-year procurement plans,
and a strategic plan covering a period from 4 to 10 years. The detailed
combined-sources budget had to be broken down into “program” and
“project” elements, by a series of standard expenditure codes and according
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to the source and security of funding. Even for experienced international
staff, this was quite a demanding task.

The CHA, working with national staff with little or no previous expe-
rience or responsibility for budgeting and planning, had different priori-
ties. It attempted to get each of the 14 units within the authority to set
rather general 1–2 year objectives and then to make 3-month plans with a
small number of well-defined achievable milestones that could be readily
monitored. The planning of activities and achieving results were given far
more importance than how to spend the money. The interest of the East
Timorese unit heads in the financing was largely focused on the budgets for
planned activities and on funds within their direct control. Few beyond the
most senior staff were interested in the budgeting of funds over which they
considered they had little influence.

Clearly, both the needs of the external assistance agencies and the in-
ternal needs of the CHA were legitimate. Almost inevitably, however, the
former ended up being most time-consuming, particularly for the limited
foreign expertise available.

Further demands were placed on the limited planning capacity of the
CHA by the need to comment on and approve plans for collaboration from
the three main UN agency partners prepared in different formats and cov-
ering different periods of time. These plans were designed to meet the agen-

TABLE 4 Competing Goals for the Health Sector

Goals Competing Goals

• Produce measurable results • Achieve transition to full East Timorese
 quickly management

• Disburse funds quickly • Ensure national decision making and full
ownership

• Focus on building capacity
• Ensure sustainability

• Ensure a coherent sector-wide • Accommodate individual donor needs
approach

• Provide services to all now • Improve scope and quality of services
• Develop health policies soon, • Consult widely on all policy issues

before it is “too late” • Stay flexible to avoid setting directions
“too early”
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cies’ institutional needs rather than accommodating to the program struc-
ture and priorities of the government.

STRENGTHS AND LIMITATIONS OF
SOME OF THE MAIN ACTORS

The development of the health sector in East Timor involved multiple
partners. We focus here on just three: UNTAET, the World Bank, and the
NGOs. The roles of bilateral development assistance agencies and those of
the UN system are not addressed here. Of the latter, the WHO, UNICEF,
and UNFPA were the most involved and made many valuable contribu-
tions. The role played by WHO was evaluated by an independent team as
part of a global study and is documented elsewhere (see Van der Heijden
and Thomas, 2001).

One other group not examined in detail here meriting particular men-
tion is the ETHPWG, formed within days of the conflict by the remaining
senior East Timorese. The fact that this group was formed so early was
critical. It was the national group most concerned about development of
the health system, rather than the interests of one particular professional
group. Its existence largely explains the ease with which the Interim Health
Authority could be created by UNTAET and immediately achieve credibil-
ity, in contrast to the developments in some other sectors.

UN Transitional Administration in East Timor

It is impossible to fully summarize here the strengths and constraints
of the UNTAET and its backup in New York from the DPKO. We have
chosen several aspects that we believe to be important to the development
of the sector. Arguably, the most important strength of the UNTAET was
its legitimacy as the entity mandated to manage day-to-day matters and
develop a government structure in East Timor. This conveyed full legiti-
macy, in turn, to the Interim Health Authority (and subsequently the DHS
and later the first MOH), set up under UNTAET, to coordinate all matters
related to health. Once it was recognized that the emergency phase was
giving way to a development phase, this legitimacy was not challenged.

It is not obvious, however, that the role of UNTAET as the coordina-
tor of development was best served by its institutional dependence on
DPKO. The expertise of this entity did not appear to extend to a compre-
hensive understanding of the needs and priorities in the development of a
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health sector. This was reflected, for example, in the recruitment of staff for
the health sector. Recent experience in any (post-) conflict situation, for
example Kosovo, may have appeared to DPKO staff in New York to be a
useful selection criterion, whereas extensive experience in health systems in
developing countries similar to East Timor was what was really needed. A
greater role for WHO in the recruitment of staff in similar situations may
be desirable.

This was just one dimension of the incompatibility of the logic and
needs of “development” and “peacekeeping.” Another is what the authors
came to see as the mission versus The Mission. We saw UNTAET’s mission
in the health sector as having two parts: restoring health services to the
people of East Timor as rapidly as possible and developing and initiating a
sustainable health system for the future. At times it seemed as if staff work-
ing in other parts of UNTAET saw their role as simply maintaining the
machinery of the UN Mission, which was viewed by them as primarily one
of peacekeeping, albeit a unique one with unusual elements. It was impera-
tive in their view that this be done according to usual practice and UN
rules for such situations, and there was minimal interest in the develop-
ment tasks that UNTAET was mandated to carry out. This led to the some-
times absurd and often frustrating conflict between the aims and needs of
the UN staff working with the East Timor transitional administration and
those of staff working with the UNTAET Mission’s administration. One
example of the consequences was a distribution of transport and communi-
cation facilities that did not reflect the priority of the development activi-
ties. While the UNTAET administrative staff were all equipped with 4WD
vehicles, often used only in the capital, the health sector staff, required to
assess, organize, and supervise health activities throughout the country were
not aupplied with a vehicle for many months, despite frequent requests. A
primary source of these disputes and inequities was different sources of
funding, but they were also the result of different overall priorities.

In some cases, staff carrying out critical functions in other areas of the
transitional administration appeared to have minimal experience in work-
ing in a development context and, in particular, had very limited under-
standing of the importance of the concept of sustainability.

Understandably, with a critical international community looking on,
UNTAET was concerned both to produce results quickly and to maintain
control, especially over the considerable resources being expended. The con-
cern for control was heightened by the serious lack of individual account-
ability inherent in a situation in which staff turnover is extremely high. The
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lack of accountability of short-term staff for the medium- and long-term
consequences of their action (or inaction) allowed inefficiency and incom-
petence in some essential support services to go unchecked. One direct
reaction to this situation was a centralization of control such that even
senior experienced UN staff working at the sectoral level had negligible
control over resources. The health sector, for example, had no petty cash or
imprest account of UN funds from which to make small purchases of goods
and services. Centralized control, coupled with failure of certain central
support services, was a constraint to achieving quick progress.

One function of the transitional administration that was, in our view,
frequently very inefficient was procurement. Deficiencies were most appar-
ent, and potentially most harmful, in the critical area of the procurement of
pharmaceuticals, but they were also seen in areas as diverse as stationery
and office equipment and recruitment of technical assistance. The authors
believe that this is an area in which standards of performance must be
defined and monitored.

The multinational nature of UNTAET was observed by us to be both
a strength and a liability. On one hand, it guarded against the emerging
government being exposed to only a single particular national perspective
on any issue. On the other hand, certain complex activities were made
more so when members of the teams implementing them came from very
diverse experiential backgrounds.

 The World Bank

It is difficult to exaggerate the importance of the role of the World
Bank in the reconstruction of the health services in East Timor. It took a
leading role in the early joint assessment of needs and in the development
of the Health Sector Rehabilitation and Development Project (HRSDP),
including the provision of high-quality technical assistance, managed the
Trust Fund for East Timor (TFET) funds, and was responsive to and sup-
portive of the CHA’s needs throughout 2000-2001. The level of technical
expertise provided by World Bank consultants was, with few exceptions,
excellent, reflecting an unconstrained access to global expertise not seen in
some other institutions limited by regional structures or strict fee payment
policies. The World Bank was a strong advocate of the sector-wide ap-
proach and as controller of the pooled TFET funding was in a good posi-
tion to encourage adherence to such an approach. Another strength of the
World Bank is that its procedures for procurement and financial manage-
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ment, if sometimes bewilderingly complex, are at least well established.
Perhaps most important, the World Bank had a competent task team in
Washington committed to results and problem resolution and a support-
ive, politically astute, and accessible country office.

Working with the World Bank was nevertheless not without difficul-
ties. As the custodian of the pooled TFET funds, the World Bank under-
standably felt pressure to show results to satisfy at least partially skeptical
donors. This translated into what at times appeared to be a preoccupation
with disbursement of funding potentially at the cost of other consider-
ations. The pressure to spend could have led to hasty decisions on some
important issues.

The most important area of constraint in working with the World
Bank is summarized in one word: procurement. The first aspect of this was
a concern with procurement rules that at times, and in some World Bank
staff members, appeared obsessive. While a strong desire to guard against
corruption and collusion is understandable, preoccupation with the avoid-
ance of any suggestion of misprocurement can lead to an excessively rigid
application of the rules.

Another dimension of the problem is that the procurement procedures
have been developed for a context quite unlike the post-conflict rehabilita-
tion and development situation, in which capacity in the interim govern-
ment may be limited and urgency assumes a greater importance. The pro-
cedures may be well suited to the management of large loans over several
years in an established system, but they are less well adapted to making
available relatively small amounts of money needed quickly for action in a
post-conflict context, in which managerial capacity of the client is, almost
inevitably, limited.

The consequence of these first two procurement concerns, coupled
with the very real need to get on with the job, was a series of time-consum-
ing maneuvers designed to satisfy the requirements of the procurement
rules while working within the capacity constraints. A more flexible inter-
pretation of the rules—or better still, a set of adapted rules for post-conflict
situations—would appear to be a more efficient way of arriving at the same
result.

Given the need to work with existing World Bank procurement proce-
dures and taking into account the wide range of goods and services that
needed to be procured simultaneously, the specialist procurement capacity
within the central health authority/program management unit (CHA/
PMU) was grossly inadequate. This led to constant frustration that the
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considerable funds available could not be accessed and used as rapidly as
had been planned. Even with procedures adapted for a similar situation,
should these become available in the future, sufficient expert procurement
capacity would be critical to quick progress.

NGOs

In the East Timor context, the NGOs operating in the health sector
were almost entirely international, in most cases those that are well estab-
lished internationally. Only two local NGOs, both with limited experience
in health, played a role, although a number of church-affiliated clinics also
provided services. This section focuses on the role of the international
NGOs, but we cannot here fully describe the crucial role they played nor
fully critique their performance.

An undoubted strength of the international NGOs is their ability to
respond rapidly and their operational self-sufficiency. In East Timor, they
moved in quickly, employed local health staff, and were the predominant
source of health care, both at the primary and the hospital level for many
months. Their contribution to saving lives and preventing suffering in East
Timor was enormous. A second strength is the high level of commitment
of most of their international staff and a willingness to work in remote areas
and under tough conditions. A third very positive aspect of their presence
in East Timor was their ultimately good cooperation with the CHA. This
can probably be attributed to the very frequent contact between the NGOs
and the CHA and the fact that they were recognized and treated as genuine
partners in the development process. Without this close collaboration, the
task of reestablishing a health system and transferring responsibility for it
to East Timorese health professionals would have been very much more
difficult.

Among the factors constraining the performance of the NGOs was a
relative lack of development experience among their personnel. Many of
the volunteers in East Timor were on their first mission, and very few per-
sonnel, including paid staff, had experience that would allow them to con-
tribute fully to the development of the health system. Although some
NGOs sought staff with public health qualifications and experience, this
was the exception rather than the rule. In emergency situations, the provi-
sion of services under severe conditions often means high per capita expen-
ditures and little concern for national ownership or sustainability. This per-
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spective can be counterproductive in a context of development, in which
the last two elements are of high priority.

A very high turnover of NGO staff, possibly important in emergency
situations to avoid burnout, was a problem in East Timor, where close
collaboration in medium-term activities was sought. It is encouraging that
some NGOs recognized their limited capacity in development and volun-
tarily withdrew after the emergency phase and that others are specifically
adapting themselves to post-conflict development. The authors believe,
however, that the post-conflict aspect of the work should not be exagger-
ated. This can be a convenient label for NGOs (or indeed other institu-
tions, including academic departments) looking for a new niche or to ex-
pand their role beyond emergencies (without necessarily changing their
expertise). Many, perhaps most, of the problems facing the health sector in
East Timor were those facing developing countries in general, including
those that have not seen conflict in many years. Addressing these problems
requires expertise in reform and management of health systems in develop-
ing countries; the post-conflict context is only one dimension of a complex
problem.

Because some NGOs have conflict and emergency health experience
in which conditions and logistics are usually difficult and security a major
concern, one consequence is the relatively high cost of their operations.
Under such circumstances, the norm for communication equipment and
vehicles, for example, is higher than can be sustained in a longer term de-
velopment effort. Similarly, in emergency situations, speed in procure-
ment of drugs and supplies is of greater importance than such concerns as
cost-effective purchasing (not to mention standardization and use of ge-
neric brands). In the East Timor context, the combined communication
and logistics capacity of the NGOs working in the health sector dwarfed
the capacity of the CHA. Funding for both NGOs and the CHA came
ultimately from the same donors; cost-effectiveness and sustainability
should have been one of their concerns.

A microcosm exemplifying the conflict between humanitarian assis-
tance and the arguably equally humanitarian issue of sustainable develop-
ment was the Dili General Hospital. The International Committee of the
Red Cross moved in quickly and effectively to take on all aspects of the
running of the territory’s main referral hospital. It did so in a professional
way and during 21 months provided resources that few, if any, institutions
would have been able to match. Clearly it must be commended for provid-
ing such a valuable service to the people of East Timor. However, it did this
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at an estimated cost of $300,000 (US) per month, including in-kind con-
tributions, an expenditure equivalent to almost half of the government’s
average monthly recurrent cost budget for health for 2001. Clearly, this was
not a sustainable level of input. To its credit, the ICRC gave UNTAET 15
months advance warning of its eventual withdrawal, and its staff showed a
good understanding of the need to scale back its operations progressively
and to transfer responsibility to national staff as the date of departure ap-
proached.

Another difficult aspect of the NGO involvement in East Timor re-
sulted from the enormous variability in capacity of the NGOs and the need
of some to compete vigorously for funding. The need to compete and to be
seen to be performing led to considerable overstatement of capacity in some
cases. While some NGOs do have true professional experience in and re-
sources for the rehabilitation of health facilities, for example, others claimed
to have such expertise but, in fact, made shoddy repairs that did not last
long after the photographs had been taken for the head office and the do-
nors. It was difficult for the CHA to assess, a priori, the expertise of differ-
ent NGOs, including some with excellent self-promotional skills.

From the perspective of the CHA, the best NGOs were those with a
clear institutional definition of their intended role in East Timor, that
worked in collaboration with the CHA, that knew their true capacity and
limitations, that ensured they had capable staff on the ground, and that had
sufficient financial resources to achieve their objectives. In contrast, the
most problematic NGOs were those that had a limited, often general man-
agement presence in the territory and were seeking a role and official en-
dorsement for it that they would then use to seek funds. While claiming to
be more responsive to the needs of the CHA, such NGOs usually wasted its
time and achieved little.

TOO MUCH MONEY TOO SOON?

One of the inevitable conclusions of the experience in East Timor in
2000–2001 can be summarized, if oversimply, as “money drives every-
thing.” It is clear that without money in sufficient quantity, nothing could
be achieved and that it is important to exploit politically driven interest in
funding a particular effort while it lasts. It is also true that the awareness
that funding will start to decline and the related need to spend available
money quickly can have distorting effects.

One of the reasons that relatively large amounts of money were avail-
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able early in East Timor was the consolidated appeal for funding in the
emergency phase. Given the relative political attractiveness of emergencies
and the undeniable health needs in such situations, a significant amount of
money was quickly available to the health sector. The fact that, even by
mid- to late 2000, much of the money had not been spent suggests that the
emergency funds surpassed the absorptive capacity. This led to some of the
funded entities, not wanting to be left with unspent funds, finding creative
ways of using them within the stipulated guidelines but with little relevance
to the true needs.

A particular consequence of the availability of emergency funding to
the health sector was the rehabilitation of some health facilities, including
hospitals, by NGOs before any plan for health facility location and size had
been completed. Rehabilitation is popular with donors to emergency situa-
tions (in part because it is visible and can absorb considerable resources)
and certainly some rehabilitation is essential, but early unplanned or poorly
executed rehabilitation can produce difficulties for the future government.

Another cause for the relative overabundance of early funding is that
“size matters.” There are few incentives at any level for a manager of funds
to opt for a smaller budget and activity portfolio. Prestige (and to some
extent promotion) in international agencies and the development banks is
undoubtedly linked, in part, to the size of the budgets handled by an indi-
vidual. An NGO head of mission is likely to be viewed well by the head
office if he or she is able to secure generous funding from donors on the
ground even if it exceeds the real needs or the organization’s capacity to
spend effectively. There are few incentives for requesting or spending less
money than is available. Another cause of the pressure to spend money
early is the “use it or lose it” financing approach taken by most funding and
financial management entities.

One particularly problematic effect of the oversupply of funds is the
distortion of local salary scales. In East Timor, international NGOs in the
health sector by and large acted responsibly in this regard, adopting a shared
voluntary salary scale. Nevertheless, payment of high salaries to local staff
by some agencies, including those of the UN, was one of the main factors
contributing to discontent with “government” salaries.

A particular reason for the availability of very considerable resources in
the East Timor context was the needs of the UN peacekeeping operation.
One example that affected the health sector was the needs of the UN peace-
keepers for continuously available medical air evacuation services. Given
that the entity providing these was paid for a minimum number of flying
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hours and that military demand proved to be relatively low, these services
were available to the civilian population. While meeting an obvious hu-
manitarian need, this introduced a distortion to the health system and may
have created expectations that clearly cannot be met in the future.

The sudden availability in East Timor of large amounts of external
funding created an artificial situation in which unrealistic expectations
could arise and unsustainable services be put in place. This will make the
task of the future leadership more difficult when financial and other re-
sources decline to more realistic levels. More generally, the availability of
high levels of resources may have led to the exposure of East Timorese
counterparts to bad examples in terms of choices in the use of funds and in
use of official resources, for example, transport. This occurred at a time
whenthe international community, perhaps above all, should have been
providing a model to the future leaders of the new East Timor.

WHAT COULD BE DIFFERENT NEXT TIME?

The complexity of post-conflict situations and the differences from
one setting to another make it difficult to come up with succinct and gen-
eralizable recommendations. Based on our experience in East Timor in
2000–2001, we make the following suggestions. We hope that readers’
analysis of the preceding text may also provide lessons that are not specifi-
cally mentioned here.

Specific suggestions directed at UN transitional administrations, the
World Bank, international NGOs, and those who provide funding are made
below. We start here with some more general suggestions.

The authors feel strongly that a sector-wide approach to planning and
coordinating the rehabilitation and development of the health sector is es-
sential from the outset. Whatever management challenges it may produce
and whatever criticisms it may draw from donors and others with particu-
lar interests, it is the best option for ensuring the coherent development of
the health sector. The alternative of a series of semi-independent projects,
each with its own management and coordination burden, is likely to prove
very difficult for the future Ministry of Health to control and integrate at a
later time.

National control of the rehabilitation and development process should
not be compromised for the sake of more rapid decision making and
progress. All actors in the health sector should accept from the outset the
legitimacy of the interim government, especially its national members.
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Similarly, no compromise should be made concerning a deliberate focus on
sustainability. Ignoring sustainability in order to make quick gains is likely
to produce long-standing difficulties for the future government. Every ef-
fort should be made to move quickly from a humanitarian assistance ap-
proach to one of sustainable development. Prolongation of the emergency
phase should be avoided. In this regard, it is important to ensure that argu-
ments for high, short-term inputs based on humanitarian concerns do not
automatically override long-term considerations. The fact that humanitar-
ian relief assistance is currently much easier to obtain than development
assistance is a concern, as the source of the funding can determine the
nature of the inputs.

As early as possible, a full and professional assessment of the physical
health infrastructure should be conduct by an expert team. This is likely to
prove more important than a rapid assessment of the health situation, espe-
cially in situations in which the latter is to a large extent predictable. Based
on this assessment, a crude and conservative plan for future health facilities
should be made and communicated to all concerned. This will inevitably
be revised, as long-term funding realities become apparent and health policy
is developed. It should be made clear that decisions concerning rehabilita-
tion, construction, placement, size, and services available at health facilities
are to be made by the interim government.

Without jeopardizing the above areas, the authors feel that compro-
mises should be made in procedures, in the time frame for producing re-
sults, in centralized control, and in application of unrealistically high stan-
dards of quality. In all of these areas it is important to recognize the
constraints of the post-conflict situation and the inevitably limited capacity
of the emerging government. Procedures—for example, those for procure-
ment, budgeting, and financial management—should be adapted to this
context while still ensuring an acceptable level of accountability.

Significant benefit might be gained in the long term by removing some
of the pressure to produce results quickly. More emphasis should be placed
on the durability and sustainability of achievements than on rapid dis-
bursement of funds and quick results. Nevertheless, more could be achieved
early with some loosening of central control, particularly in the UN sys-
tem. Sectoral experts from the system who have a track record of respon-
sible management should be given greater managerial independence, in-
cluding over financial resources. This should include the freedom to
organize and fund training activities, recruit short-term staff, and make
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purchases of minor supplies, without passing through the central procure-
ment process.

While concern with the quality of service provision is important, set-
ting unrealistic targets in this regard too soon can be a barrier to providing
basic services to all quickly. Effort to put national systems in place to achieve
long-term improvements in the quality of health care should not be given
priority until basic services are widely available. This also provides time for
standardizing guidelines and developing human resource development
plans.

One serious constraint to the health sector in East Timor was the very
delayed recruitment of national health staff. In situations in which a health
service has to be recreated, senior health staff should be recruited as soon as
possible so that, from a secure position, they can participate fully in the
development process, including the recruitment of staff at lower levels. It is
critical that this happens simultaneously in all sectors, so that national staff
can interact with their national counterparts in other sectors rather than
foreign substitutes. This in turn should lead to better cross-sectoral collabo-
ration, which was a weakness in East Timor. The transition period is a
critical opportunity for rapid capacity development that can only be
achieved if national staff are allowed to assume genuine responsibility and
are provided support to meet it.

From their interaction with other parts of the UNTAET, the authors
have the following recommendations for future administrations. First is the
importance of securing key central administrative functions in the interim
government with teams that are truly expert in the field concerned. In such
areas as legal systems, civil service recruitment, and government procure-
ment, it may be useful to have expertise supplied by an entity from a par-
ticular UN member state rather than through multinational teams. The
budget office of the transitional administration in East Timor was one very
successful example of this approach. Trying to put together a key service
with people from many different national systems may be extremely ineffi-
cient, as was demonstrated in certain areas in East Timor. Structuring a
civil service and recruiting staff for it, for example, require real expertise.
Delays in this can have a huge impact on staff morale and the progress of
system development. Compromise on the UN principle of a multinational
staff could greatly facilitate some largely administrative functions for which
diversity of input may be of little benefit.

Efficiency could be improved and a lot of frustration avoided by the
establishment of a dedicated UN problem-solving and lesson accumulation
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team on the ground working across sectors. This would lead to addressing
of systemic issues rather than ad hoc resolution of problems in one sector
only to have them arise again in another. Much of the inefficiency in East
Timor could be traced to minor issues, but no entity was charged with the
responsibility and authority to identify and definitively resolve such issues.

Regarding the World Bank, the authors would like to propose adapta-
tion of procedures, particularly for procurement, to the post-conflict set-
ting. The adapted procedures need not apply to all funds but should allow
less-constrained spending on some elements of the rehabilitation and de-
velopment program. Either agreement should be reached on acceptable
adaptations to allow easier spending of some portion of the World Bank
controlled funds, or a greater role for bilateral funding should be accepted
and clearly defined, especially for areas in which more straightforward and
rapid fund dispersement may be needed.

Whether or not such changes are made, the World Bank should ensure
more support to program implementation. In particular, it is critical to
ensure that the PMU has adequate procurement capacity, especially early,
especially for civil works.

Transparent and frequent explanations of where the money is going is
critical for maintaining good collaboration with and a good image of the
World Bank. This could be coupled with less focus on disbursement and
more focus on what is being achieved. In order for the World Bank to
adopt such an approach, its donors should, in turn, do so.

It is difficult to make a succinct set of recommendations concerning
NGOs, in part because of the diversity of their nature and competence.
Among the international NGOs that can be considered the leaders in the
field, there does seem to be an active process of self-analysis and attempts at
reform. We encourage this. NGOs should be clear about their particular
strengths and stick to situations in which they are appropriate. NGOs with
expertise in emergency situations may not contribute effectively to health
system development. In any event, it would be useful for staff of NGOs
working in post-conflict situations to be briefed on the essential aspects of
sustainable development.

With respect to the possible initial oversupply of resources, it may be
important to examine the emergency appeal process. While it may be im-
portant to capitalize on initial interest, it is equally important that the funds
raised be used to maximum effect. From the outset it is important to con-
sider what will happen after the post-conflict crisis is over and a country is
left to its own devices and perhaps struggling with its new independence.
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The donor community may be generous in the first few years following the
conflict, but experience shows that it takes much longer to rebuild a coun-
try or even to implement an initial development program. Absorptive ca-
pacity may be low initially and take several years to grow. Proportionately
more of the resources may be needed in the years following the immediate
post-conflict response. A longer time horizon for countries emerging from
conflict may be needed. This should not perpetuate the emergency phase
or delay the imperatives of ownership and capacity building. It could be
facilitated by allowing funds raised in the first flush of donor support to be
put in reserve, for example in sector-specific trust funds, for use when ca-
pacity and development needs are increasing.

Finally, it is important to put in place mechanisms for documenting
and learning from experience in post-conflict situations. Those directly in-
volved in the support of rebuilding efforts are usually too busy to spend
time documenting the process and may not be objective. Nevertheless, their
experience in confronting practical issues under difficult circumstances
could be extremely valuable and should be captured. Although there will be
many situation-specific factors, it is likely that there will be many more
common issues. Unless experience is recorded and analyzed, changing the
way various organizations do business, people will keep repeating the same
mistakes and running into the same obstacles. We hope that some of the
experiences of East Timor and the above suggestions that are drawn from
them will be of use in reforming approaches to countries in post-conflict
situations.
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Appendix
A

Chronology of Selected Developments and
Events in East Timor

POLITICAL DEVELOPMENTS AND THE
ESTABLISHMENT OF GOVERNMENT

April 25, 1974: Revolution of the Red Carnations in Portugal allows the
process of decolonization and the establishment of political parties in East
Timor.

August 12, 1975: Coup d’état by the Christian Democratic Union of Timor
(UDC) starts a fratricidal war between UDC followers and Revolutionary
Front of Independent East Timor (FRETILIN) supporters.

November 28, 1975: Proclamation of the independence of the Democratic
Republic of Timor Leste by FRETILIN.

December 7, 1975: Indonesian army forces invade East Timor.

July 17, 1976: Indonesian President Soharto signs the bill of integration
incorporating East Timor as Indonesia’s 27th province.

1975–1999: Struggle for independence initially under the leadership of
FRETILIN and from 1987 under the National Council of the Maubere
Resistance (CNRM) followed by the National Council of Timorese Resis-
tance (CNRT) from 1998. The armed struggle is carried out by National
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Liberation Army of East Timor (FALINTIL) complemented by the  clan-
destine resistance and continuous efforts on the diplomatic front interna-
tionally.

August 30, 1999: Popular Consultation under the auspices of the United
Nations Mission in East Timor (UNAMET) on the future status of the
territory. With a 98 percent rate of participation, the majority of voters
(78.5 percent) rejects autonomy (within Indonesia) thus opting for inde-
pendence.

September 4, 1999: Official announcement of the election results. Pro-
Indonesian militia groups backed by the Indonesian Army, who have prac-
ticed intimidation in the run-up to the election, launch a systematic cam-
paign of violence and destruction. Forced deportation and displacement
resulted in some 200,000 refugees in West Timor and other parts of Indo-
nesia.

September 15, 1999: The Security Council Resolution 1264 establishes the
International Force in East Timor (INTERFET) to restore peace and secu-
rity in the territory and to assist UN operations and humanitarian pro-
grams.

October 25, 1999: Security Council Resolution 1272 establishes the UN
Transitional Administration of East Timor (UNTAET) with the mandate
to keep peace and to “exercise all legislative and executive authority” in the
administration of East Timor.

July 15, 2000: Establishment of the First Transitional Government of East
Timor sharing power among eight cabinet members: four East Timorese
and four UNTAET international staff.

September 20, 2000: INTERFET forces arrive in East Timor and within
days restore security.

August 30, 2001: General elections to elect 88 members for a Constituent
Assembly responsible for drafting, debating, and adopting the first consti-
tution of East Timor.
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September 15, 2001: Inauguration of the Constituent Assembly of East
Timor.

September 20, 2001: Establishment of the Second Transitional Govern-
ment of East Timor and its Council of Ministers.

March 22, 2002: Approval of the Constitution of the Democratic Repub-
lic of East Timor by the Constituent Assembly representatives in plenary
session.

May 20, 2002: East Timor proclaims its independence.

SELECTED DEVELOPMENTS IN THE
HEALTH SECTOR, 2000–2001

February 16, 2000: Establishment of the Interim Health Authority (IHA)
by UNTAET.

April 2000: First Joint Donor Mission led by the World Bank and IHA.

August 2000: The IHA evolves into the Division of Health Services (DHS)
following the formation of the First Transitional Government of East Timor
and the associated East Timor Transitional Administration (ETTA).

November 2000: Second Joint Donor Mission for the health sector.

May 2001: Third Joint Donor Mission for the health sector.

September 20, 2001: Dr. Rui Maria de Araujo is appointed as the first
minister of health of East Timor following the establishment of the Second
Transitional Government.
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Appendix
B

Illustrative Memorandum of
Understanding for Implementation of a

District Health Plan

This is an example of a memorandum of understanding between the
Division of Health Services (DHS) of the East Timor Transitional Admin-
istration and any particular NGO. XXX indicates the occurrences of cus-
tomized information.

A Introduction

1. This letter of agreement between NGO-HSP and the Division of
Health Services (DHS) of the East Timor Transitional Administration de-
tails a mutually agreed upon cooperative framework for the provision of
basic health services in XXX District, East Timor, for the period ____ 2000
to ____ 2001.

2. The agreement reached is based on a consultative process involving
NGO-HSP, DHS (at the central and regional level), other national and
international NGOs, East Timorese health personnel, and XXX District
community representatives. The consultative process has produced the XXX
District Health Plan (dated ____ 2000), which was reviewed and agreed
upon in principle by DHS.

(1) To avoid the duplication of services and the installation of services
that may be unsustainable in the future and to respect minimum standards
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for health service delivery in East Timor for the transition period, guide-
lines for District Health Plans were agreed upon in May/June 2000 and
supplemented by additional guidelines in July 2000, which are attached as
Appendix I.

(2) The District Health Plan for XXX District, prepared by NGO-
HSP and reviewed and agreed upon by DHS, details the range of services
agreed upon by both signatories to this Letter of Agreement to be provided
in compliance with the attached guidelines.

B Agreement

1. NGO-HSP agrees to implement the agreed plan with due diligence, to
keep DHS informed of implementation progress through quarterly progress
reports, and to seek DHS prior agreement to any substantial departure
from the plan in schedule, content, and/or budget. The agreed upon distri-
bution of fixed facilities, the overall number of staff to be paid by DHS,
and an initial distribution of staff are provided in Appendix II.

2. NGO-HSP agrees that it will seek prior written approval from DHS
concerning all matters related to :

• distribution and location of all fixed and mobile facilities,
• any construction, reconstruction and/or rehabilitation of health

facilities,
• numbers and distribution of staff, including voluntary staff and

those paid by sources other than DHS, and
• agreements with third parties.

3. Where not explicitly detailed in the XXX District Health Plan, NGO-
HSP undertakes by signing this Letter of Agreement that, in addition to
the activities detailed in the District Health Plan, it will:

• participate, under the guidance of DHS, in the acceleration of pri-
ority activities, such as immunization, vitamin A supplementation, TB con-
trol, and health promotion,

• inform the DHS in advance of any pharmaceutical supplies or
equipment obtained from sources other than the Central Pharmacy Ware-
house/Autonomous Medical Store, whether purchased or donated,
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• follow any DHS needs assessment, guidelines, and training plans
for on-the-job and short-term training to develop the capacity of East
Timorese health personnel,

• maintain records of patient contacts and other services using na-
tional protocols as they become available, and use a standard reporting
format prescribed by DHS,

• maintain financial accounts in accordance with internationally rec-
ognized practices,

• provide a six-monthly consolidated report of expenditures by cat-
egories to be specified by DHS, and

• not enter into any third party agreement where the DHS may, as a
result of that agreement, be liable for any claims, debt, damage or demand
arising out of the implementation of the district health plan.

4. In recognition of the above, DHS agrees: (1) to provide salary and
benefits at the official ETTA levels for personnel as detailed in Appendix II,
(2) to provide pharmaceuticals and supplies in accordance with nationally
determined levels ensuring an equitable distribution (from all sources)
across all districts, and (3) further undertakes to finalize by November 2000,
in close consultation with NGO-HSP and within the framework of the
agreed XXX District Health Plan, the level of support to be provided by
DHS for transport, communications, and related operational costs.

C Monitoring and Evaluation

1. Implementation of the District Health Plan for XXX District will be
monitored by DHS using quantitative and qualitative indicators.

2. NGO-HSP will provide DHS with a quarterly report of implementa-
tion progress in the format provided in Appendix III of this agreement.

3. Should the number of beneficiaries of the District Health Plan signifi-
cantly change from the number originally envisaged, or if for any reason,
changed circumstances reduce or increase the need for financial and/or
other inputs, DHS shall be immediately informed so that, after mutual
consultation, DHS may adapt its participation to the new situation.
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D Termination of the Agreement

1. This agreement will terminate on ____ 2001, at which time a further
agreement for the period ____ 2001 to ____ 2002 based on a revised, or
new District Health Plan for the XXX District may be prepared by mutual
agreement between the undersigned in consultation with appropriate rep-
resentation of East Timorese health personnel and community representa-
tives of  the XXX District.

2. The agreement may be terminated at an earlier date should NGO-
HSP fail to address, within thirty (30) days of receiving written advice from
the DHS, any substantial departure from the framework agreement in the
XXX District Health Plan.

Agreed, this day ____ 2000

_________________ ______________________
Authorized Representative  Authorized Representative
of NGO-HSP of DHS

Attachments :
Appendix I   Guidelines for the District Health Plan
Appendix II   Personnel and Facilities to be provided by DHS
Appendix III Quarterly Reporting Format

FURTHER GUIDELINES FOR REVISION OF DHP, JULY 2000

1. It should be recalled that the access target by September 2001 is 90
percent. Access to a mobile clinic within 2 hours walk twice per week will
be considered as access to a “permanent” source of services.

2. There will be one fixed facility (generally a CHC—without beds) in
each subdistrict. This may be functioning only as a HP at present but can
serve as the center for subdistrict activities including mobile clinics.

3. In general, during the transition period (i.e., the period of the current
DHPs), to maintain flexibility in placement of permanent structures, the
IHA prefers the use of more mobile clinics and fewer HPs.
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4. The IHA prefers the use of motorcycles (or horses) rather than 4WD
vehicles for mobile clinics. If 4WD vehicles are used, there must be a clear
justification.

5. In general, mobile clinics should be operated from the subdistrict
CHC. For the sake of clarity, mobile clinics operating from HPs will be
referred to as “outreach services.”

6. Current HPs should continue to function where they do not exceed
the basic access criteria. Those that exceed the access criteria should be
closed.

7. New or reopened HPs should only be established in villages or groups
of villages that a mobile clinic can not reach within 1 hour, that have a
collective population of 1,000 or more, and that are justified by the
workload.

8. No more (new or expanded) inpatient facilities (beds) should be
established anywhere without prior written approval from the IHA.
This will, in general, not be given within the context of the current DHP
negotiations. In any case, no new inpatient facilities will be paid for by
NGO funding sources. Where needed they will be supported by the IHA.

9. Planned staffing levels for staff to be paid for by the IHA should be
within the ceiling provided for the district. In addition, HSPs may, with
other sources of funding, employ an additional number of health profes-
sional staff equivalent to no more than 10 percent of the ceiling and an
equivalent number of administrative staff

10. For a CHC, a maximum staff of five should be considered. As a guide,
this would be one nurse manager, two nurse/midwives, two nurses but
there should be some flexibility.

11. IHA-supported staff for inpatient facilities will be at the number fore-
seen for the facility in the future, not at the current unapproved level of
functioning. Additional staff must be paid by the HSP.

12. HPs should be staffed by one nurse/midwife. Any additional staff
would require clear justification.
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13. Each expatriate staff should have an assigned East Timorese counter-
part.

14. Expatriate staffing should be according to the following guidelines:

      Districts without a hospital - one coordinator (doctor or MPH)
- one doctor  (if no East Timorese

 doctor available)
- one nurse/midwife as trainer

      Hospitals - one manager
- one doctor (if no East Timorese

 doctor available)
- one nurse/midwife as trainer

Administrative staff - up to two persons (including those
 in Dili)
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