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------------------------------------------
MALI RURAL HEALTH SERVICES DEVELOPMENT - PRP
 

SECTION 1: 
 PRIORITY AND RELEVANCE
 

The objective of this 
 project is to assist the GOM in the design, realiza­
tion, and evaluation of a 
pilot rural health system which will have the following
 

characteristics.
 

a. 
Effective distribuLion of basic health services (emphasizing health
 
promotive and disease preventive activities) at the most peripheral level of
 
social organization, i.e. the village; with progressive levels of organization
 

up through sub-district, district, regional and national levels. "Fig. 1, p.4 ) 
b. Integration with other 
sectors of rural community development activity
 

(especially agricultural production and basic 
education),
 

c. Demonstration that such a functioning pattern of health 
services can
 
be operate( at an annual per capita cost of $3 (of which 
$1 will be retrieved
 

by the GOM from revenue derived from the sale of medicines).
 

This magnitude ofgovernment expenditure ($2 per person per year) will
 

mae 
 the wider national replication of the system, so as 
to reach the
 

90f% of the population of Mali that lives outside the few major urban clusters
 

(current 
Malian annual per capita health expenditures are $1.70).
 

This project perspective is congruent with the highest priority emphasis
 
in the hea'th strategy of the GOM as 
expressed in the 5-Year-Health Plan for
 

1974-78 ("Commission Nationale des Ressources Humaines 
- Rapport du GroupeSanta
 

- Affaires Sociales").
 

This 
 priority was reiterated to the PRP team in detail by national and
 

regional officials in Health and Development Ministry Services. 
Despite this,
 

health services in Mali are currently bogged down by
 



-	2­

a. 	categorical fragmentaticn,
 

b. lack of appropriate resources (fiscal, material, and manpower), and
 

c. inability to reach beyond the sub-district level to the rural villages
 

where the vast bulk of the population lives. (Fig. 2, p. 5)
 

The current project design, which has the endorsement of Malian officials,
 

is aimed at
 

a) 	integrating the diverse and fragmented elements of a health assistance
 

strategy described in the D.A.P. and previous PID's and PRP's into a
 

coherers. rural health services strategy and
 

b) 	demonstrating to the GOM that such a strategy can reach dispersed rural
 

populations and improve health conditions in the villages at an operating
 

cost allowing wide replication throughout the nation.
 

The components of this AID project, which will be described in detail in
 

the following sections of this report, include:
 

1. Technical assistance in the development, realization, and evaluation
 

of community health services in pilot areas in divers regions of Mali.
 

2. Supply of equipment, drugs, and material for use in the demonstration
 

areas and elsewhere, at an annual per capita cost within the constraints of the
 

proposed model.
 

3. Technical assistance in training of key personnel for effective rural
 

health services delivery. This will include, in the local pilot areas, the
 

village health worker and the various levels of supervisory health professionals
 

at arrondisement, cercle, and regional levels. At the national level, training/
 

technical assistance will be focused upon improvement of administrative, supply
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and logistic capabilities. 
As the project proceeds, the experience and pre­
liminary results from the pilot areas will be fed Into national health planning
 

and health manpower training activities as a stimulus and aid to wider replication
 

of the rural health services model.
 

The successful demonstration of the proposed model, at an operational cost
 
within the reach of the GOM, could have beneficial repercussions in other
 

developing countries facing sim±lar health resource constraints.
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FIG. I - MALI - SCHEMA OF GEOGRAPHIC ADMINISTRATIVE ORGANIZATION
 

(All Figures rough approximations)
 

Republic ufMali population 5,600,000; surface area 1,200,000 kM2
 

Regions I - VI - population 900,000 per region; average area of region 200,000 km2 

'41 
D strict (5- districts (cercles) per region) - population 125,0Oper district;
 

(total number of districts in Malt,42)
 average area 15,000 km
2 


i 


Sub-District (6-8 sub-districts (arrondissements) per district) - population
 

25-40,000 per sub-district; average area: 2,000 km2
 

(total number of sub-districts in Y:ali: 228)
 

Village-Grouping (insome zones of community development, this unit is organized
 

for administrative purposes (Secteur de Base). Consists of
 

groups of 8-10 villages.
 

Villages (20-40 villages per sub-district) - average village population 400.
 

Villages may be within a few kilometers or as far as 60 kilometers
 

from each other.
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FIG. 2 - GEOGRAPHIC SCHEMA OF EXISTING RURAL HEALTH SERVICES 1)
 

Regional Level 
 - Hospital of 150-200 beds, with maternity and Maternal and Child
 

Health Clinics (PMI's). One to 3 physicians; nurses at various
 

levels of qualification. Center of Grand Epidemic Service (SGS)
 

activities.
 

District Level 
 - Dispensary with 8-10 beds plus maternity with 6-10 "hospital" 

beds. PM1 may or may not be functioning. 
Possibly one physician
 

- usually not. Person in charge is usually "Infirmier d'Etat"
 

(Registered Nurse-level), assisted by approximately 3-5 "In­

firmiares auxilliaires (Practical Nurses) or occasionally by
 

a full "Infirmiere d'Etat" and 1 midwife. Grand Epidemic Service
 

may reach this level once or more yearly.
 

Sub-District Level 
- Dispensary staffed by single "Infirmi~re Auxilliaire". In 
some
 

regions (notably III and II), 
rural maternities staffed by
 

"matrone ruraldtmidwife/medical practitioner 
- basic literacy
 

plus 6-12 months training). Grand Epidemic Service usually
 

does not reach yearly.
 

Village Level 
- No effective sustained contact with government health system.
 

Infirmiare Auxilliaire or midwife or matrone may visit occa­

sionally, especially for obstetric emergency. 
Grand Epidemic
 

Service seldom reaches.
 

1) Severe transport and communications gaps exist between all vertical levels
 
of health administration.
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SECTION II: 
 PROJECT DESCRIPTION
 

In order to achieve the project objectives stated in the preceeding section,
 

the following project components will be undertaken (a Time-Table for project
 

nction will be found below, under Section VIII "Implementation Plan and Project
 

DL velopment Schedule", budgetary considerations are discussed in Section VII,
 

Financial Plan).
 

An overview of project activities includes:
 

(I) 	the selection of appropriate pilot zones,
 

(II) 	the selection and training of public health workers at various
 

levels within the zones,
 

(III) 	the process of community diagnosis (baseline and continuing health
 

survey in pilot and "control" areas),
 

(IV) 	the implementation of health promotive, disease preventive, and
 

simple diagnostic/curative health services in the pilot areas,
 

(V) 	the provision of medicines and equipment necessary for the functioning
 

of the low-cost rural health system, and
 

(VI) 	progressive spread and replication of these activities 
 to a wider
 

national context.
 

(1) Selection of Appropriate Pilot Zones:
 

The PRP team visited three rural zones in Mali; after discussions with
 

USAID and GOM officials, it was recommended that activities be carried out in
 

Regions V and III (year 01), 
then Region II (year 02), and possibly in Region VI
 

or I (year 03). Considerations involving regional and area choice are presented
 

below:
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Region 2 (Bamako): 


Region 3.(Sikasso): 


Region 5 (Mopti): 


Region 6 (Gao): 


Region 1 (Kayes): 


In northern half, where AID Mali Livestock Project
 

is to be implemented.
 

In the Sikasso or other district, where the Health Service
 

has been trying to build a village health program based on
 

the training and supervising of rural midwives and village
 

health workers.
 

In the Koro, Bankass, Douentza or Bandiagara districts,
 

where "Operation Mils" is already functioning, and its
 

Director and his assistants have expressed a strong willing­

ness to cooperate, in conjunction with the regional health
 

services, in implementing a system for extending health
 

services to the village level.
 

In the Mopti and possibly other districts, in conjunction
 

with "Opgration P~che" (Fishing) which has already organized
 

a limited health service in coordination with their community
 

development activities with limited funding being provided
 

by FED (European Development Fund).
 

Where AID will be supporting a rice and sorghum project in
 

an area of extremely scarce food production and major nutri­

tionally related health problems.
 

In support of possible an OMVS or bilaterally supported
 

agriculture production project.
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The main characteristics of the different zones which make them attractive
 

t.rll1a; areas are: 

In Nara and Gao in the Sahel zones, livestock raising is 
the main activity
 

and the population is semi-nomadic.
 

The eastern part of Region 5 is 
 an arid zone with a predominantly Dogon
 

population and evidence of potentially serious overpopulation, 
 Current efforts
 

to increase water supplies and raise agricultural productivity provide an
 

opportunity to achieve a demographic transition from high to low birth and dbth
 

rates. 
 Thus it would be a 
good region for testing health services-related
 

approaches 
to reduced fertility in 
a rural setting.
 

"Opration P~che", based in Mopti, is focused on a river-oriented population
 

that lives predominantly on boats and along the banks of the inland delta, 
There
 

is a high 
incidence of malaria and other parasitic and infectious diseases.
 

This "Op6ration" on 
the river offers a means 
for rapid information dissemination
 

(or "demonstration/spread effects") given the mobile nature of the population.
 

Region 3 has somewhat more water and more favorable agricultural production
 

conditions, yet onchocerciasis 
(river blindness) has contributed to low population
 

density and limited productivity. In addition, there 
 is concern among health
 

atILhzities in 
the region that trypanosomiasis (sleeping sickness) is resurgent
 

In the area. 

In Region 3 the main emphasis of the health project would be to assist the
 

existing regional health service extend its programs beyond the village-grouping
 

level down to 
 the village level. 
 In all the other regions, the health project
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would be working with zhe community development and production "Opfrations" and
 

the existing health services to expand and extend their services to the village
 

level. Within each region, the PRP team agrees with GOM officials that a single
 

sub-district within one istrict be designated as the first test zone, and that
 

a similar sub-district serve as a "control" zone. Definitive sektion of these
 

areas will be made as a first step in project implementation. (Figs, 3 and 4, pp.
 

10 and 11).
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FTG. 3 - GEOGRAPHIC SCHEMA OF PROPOSED PILOT RURAL HEALTH SYSTEM
 

R gional Level - In year 01, work in two regions (prob, V & III), 

Add third region (prob, II - North) in year two. 

Possibly add fourth region (VI or I) in year three. 

District Level 

I 

- Work in one district per active region in year 1. 

May add second district in some regions in years 2 and/or 3. 

Sub-Ditrict Level - Work in one sub-district in each active district, with 

second sub-district in same district as "control". 

ViLla e Leve -
 Work in all villages in each active sub-district.
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(II) Selecting and Training of Health Workers for the Rural Health System
 

The successful implementation of this project depends upon the idtntification,
 

appropriate training, and support of Malian health workers at various levels.
 

Those proposed in this project include the village level worker (Animatrice de
 

Santa de Village) - 1 or more per active villagel); the sub-district level pub-'ic
 

health worker (Agent de Santa Rurale) - 3 per active sub-district, so as 
to allow
 

for 2 "permanent" workers and one trainer 
 to move on to the development of the
 

next sub-district; the district level public health worker (Agent de Santa de Cercle)
 

-- 1.per active district; the regional level public health supervisor (Adjoint de
 

Sant6 Publique R~gionale) - I per active region.
 

The numbers of these workers per active 
test area, and ther US Technical
 

Assistance counterparts, are presented in Fig. 5, page 14). 
 In addition, there will
 

he a Bamako-based U.S. technician, Field Director of the USAID project, serving
 

as 
a high level advisor in the Ministry of Health for overall project coordination
 

and administration, and central assistance in improving management, administration,
 

pjanning, and logistic capabilities related to the project zones and, later, on
 

broader national level.
 

The training o' health workers at the various levels will be based on an
 

analysis of the functions to !- performed at each level, matched with a knowledge
 

of t-he 
specific local conditions arising from the community diagnosis process
 

described below under (III). 
 A major innovation of project activities will
 

(.ntail the training of regional, district, and sub-district personnel to be
 

I) Since the village health worker may be the sole source of medicines for general
distribution 
(both "free" and' or purchase") to villagers, the village may well
select the village health worker and periodically review job performance. It may

:' that the traditional medical practitioner at the village level will often become
the "village health worker", thereby combining traditional and innovative approaches

to curative and preventive health practices.
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trainers and supervisors of the village-level workers (many of whom will be
 

illiterate or semi-literate).
 

See Annex A for a description of some of the major tasks and functions of
 

Malian health workers at the various levels of the proposed system. Further
 

specificity and choice of tasks for training will be carried out in the earliest
 

phase of project implementation.
 



FIG. 5 - PERSONNEL STRUCTURE FOR PROPOSED
 
PILOT RURAL HEALTH ZONES
 

LEVEL Existing Malian 
 "New" Malian Public 
 U.S. Technicians 
 Total Public Health

Health Workers 
 Health Workers 
 During Pilot Phase 
 "New" Personnel
 

(Malian/US) All Regions
 
National 


0 
 1 
 0/1 

Regional (in 4 
 1 Regional Pub. Health 
 1 Regional Pub.Health 4/2
Regions) 
 see Fig. 2 supervisor/region 
 Advisor/region
 

District 
 1 Inf. d'Etat 
 1 Agent de Sant6 
 1 Field Operations
(I per active several Inf. Aux. 
 Publique de Cercle/dis- Advisor/District 
 4/4
region) i midwife 
 strict
 

Sub-District 
 1 In.. Auxilliaire 
 2 Agents de SantE Rurale/ Possible PCVs or similarI
(1 per active 1 matrone rurale 
 test zone 
 workers to extend reach 
 15(1)/
district) ) 9-12 PCV'
1 Agent/"control" zone 
 of T.A. personnel,
 
2
-3/sub-district
 

Village (20-40/ 
 No Govt. health 
 1 or more (volunteer) 
 0 
 250()/0
active sub-dis- workers at present 
 animatrice de sant6/

trict) 
 active village
 

(1) may increase, depending on number of "active" sub-districts.
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(III) Community Diagnosis
 

In each of the test areas, a baseline community diagnosis will be carried
 

out by sub-district, district, and regional public health personnel and advisors,
 

with the assistance of village level workers as 
they are trained. The major
 

elements of this diagnosis are outlined under functions a) 1-9 of the village
 

level worker in the Annex A. Asterisked items in this list refer to diagnostic
 

elements 
to be assessed in the "control" areas 
as well as in the pilot areas.
 

Continuous assessment of these parameters will provide a comparative view of
 

project progress and health status improvement in pilot and "control" areas.
 

In addition, specific local health information and health-related cultural
 

patterns provided by the community diagnosis process will be fed into the
 

training and re-cycling (continuing education) of pilot area personnel, and
 

eventually will shape preventive and diagnostic/curative services in these areas
 

and on a wider national scale.
 

(IV) ?rovision of Health Promotive, Disease Preventive, and Simple
 

Diagnostic/Curative Health Services in the Pilot Areas
 

The backbone of these services rests on 
the skills of the village level
 

health worker. 
An initial estimate of services that 
can be provided by villagers
 

trained locally in the sub-district (for perhaps 1 month, with continuing
 

education at the village level) is outlined in the preceeding discussions under
 

a), b), ano c). In addition, public health personnel at higher local levels
 

will back-up and support this service structure. The U.S, Technical, Assistance
 

personnel will assist in the organization and training process for these
 

service functions.
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V) Logistic Support 
- Medicine and Equipment
 

To provide the basic necessities for the functioning of this system, AID will
 
suipply 
a stock of simple medicines, transport, and equipment. GOM contributions will
 
aIdd 
to this stock (from own resources and other donor contrIbutions) and local con­
tributions are available in the form of labor and local materials for rural maternity
 
construction as needed. 
To avoid the technical and political problems (expressed
 
concerns of GOM/MOH) of great disequilibrium between pilot areas and the rest of the
 
district, this material support will be spread over the entire district in which the
 
pilot area is found. (Mobilette transport will be provided only in pilot and, to a
 
lesser extent, in "control" areas). The medicines to 
 be supplied in the pilot area
 
are estimated at $2 
or 880 MF per capita, approximately half of which will be distri­
buted free and the other half sold. 
Prior to the authorization of this project, it
 
if;necessary for the MOH to develop implementation plans with the assistance of the
 
CDO for: 
(1) the organization of a staff responsible for distribution of the equip­
ment, supplies and medicines; (2) the development of a system of controls and loca­
tions for the medicines which would be sold and distributed free; 
and (3) the defini­
tion of a system of GOM financing of supplies and equipment which they will supply.
 
For the rest of the cercle a supply of medicines equal to the current national average
 
of $.40 
or 176 MF will be assured from AID supplies. Also as part of the early survey
 
otf 
each district, an assessment will be made of the existing facilities (normally
 
sever;al dispensaries and maternities for each district), and minimum basic equipment
 
should be supplied either through GOM financing ­ for locally available items 
- or
 
through AID financing for imported items. The cost 
 of equipping these facilities is
 
difficult to 
estimate prior to the selection of the district and the actual field
 
survey, but it is unlikely to exceed $10,000 per district for the 4-5 districts of
 
active operations, or $50,000 in all.
 

)Non-recoverable cost for operation of pilot system will be approximately $ 1
for medicines and 
$1 for personnel, equipment, and logistic support.
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(V) Extension and Replication of Pilot Zone Activities to a Wider
 

National Context
 

Information and experience arising out of the logistic, system organization and
 

health worker training activities of the pilot zones (compared with "control" areas)
 

will be fed into the national MOH structure on a progressive, continuing basis as
 

part of annual project evaluation and more frequent formal reports to the MOH. Also,
 

early experien:e in the initial test areas will 
modify activities in successively
 

developed pilot areas.
 

The Bamako-based Field Director will provide the key channel for integrating this
 

information into the planning, administrative, and training functions of the MOH.
 

By the latter stages of the project, sufficient experience and data should have
 

been amassed to provide the GOM with convincing and usable information with which to
 

extend the rural public health system to a broad national basis. It is here that the
 

low-cost, low-technology dependent, auxilliary personnel features of the proposed
 

program become critical; providing a feasible implementation of the system at an
 

expenditure level that the GOM can 
undertake.
 

MOH officials have already expressed an interest in utilizing the pilot 
zones
 

(aq they develop) for a field-training base for their national health manpower train­

ing institutions.
 

In addition to the practical demonstration aspects described above, the pilot and
 

"control" 
zones will play an important role in more formal evaluation concerning the
 

e:ffectiveness, efficiency, and development stimulating potential of such a village
 

based rural health system. A preliminary description of this evaluation scheme follows:
 

The Evaluation Process
 

Because one of the basic objectives of this project is to demonstrate the
 

effectiveness of an alternative approach to improving health conditions in 
 rural
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areas , It is essential 
to gather accurate infor::ation on the initial and 
,volving health status of the concerned population, on the project inputs and 

other factors affecting that status, and also to obtain similar information on
 

nearby "control" groups for comparative analysis.
 

The first stage of involvement in one of 
the pilot zones should be to
 

collect accurate demographic information on the inhabitants of all the villages
 

in two sub-districts. On the basis of this information, one sub--dIstrict would
 

be chosen for inclusion in the test zone and the other used as 
a "control". The
 

initial survey would be carried out by the arrondissement (sub-district) health
 

worker under the supervision by the district public health agent and expatriate
 

technicians. 
 From the contacts made during the survey, the potential village
 

hillth workers could be identified.
 

Once 
the village health program gets underway, the village health workers
 

will keep records of all births, deaths 
and migrations of persons within their
 

oillage. 
 They will also keep regular weight and arm circumference charts on all
 

inI1"nLs and young children, and will record vaccinations and other significant
 

i'i ki:o; affrecting the infant's health. The health workers will also record
 

Lnforniati nlon apparent 
causes of disease and death. 
 Whether additional informa­

tin can be collected by the village health workers, and how it can be done
 

K iJvely, will have to be tested during the initial stage of project imple­

0 ,': tI' n. 

The nedicines supplied to 
the village health worker will be recorded and
 

an attempt made to record treatment of persons from the pilot area villages in
 

the nearby dispensaries and maternities. 
Again, how much can be done with a 

l:irgly illiterate populace will have to be tested, and methods developed for 



- 19 ­

making record-keeping very simple. Particular attention should be given to
 

recording information concerning measures 
to control fertility.
 

The control villages should be surveyed on an 
annual basis to obtain informa­

tion on births, deaths, and migrations, and also to assess whether there have
 

been any significant changes in health status or practices. 
The records of the
 

local curative health services will be reviewed periodically to 
see if there is
 

any change in 'the utilization of such facilities by persons from active, control
 

and other villages. 
Also the flow of medicines throiigh the curative facilities
 

and other distribution channels will be monitored. 
Because one aspect of the
 

project is to assess 
the effective demand for various types of medicines, some
 

experiments will be conducted with varying prices on different medicines and
 

recording the changes in quantities sold, with due 
attention being given to the
 

ease of access to alternative sources of medicine,
 

Finally, some records will be kept on 
the production, availability and
 

prices of the main agricultural crops and 
on the available water supply, as
 

these factors are likely to 
have a significant effect on health conditions.
 

The objective of all this 
 data gathering is obviously to 
tryo to obtain
 

statistically respectable estimates of the effects of various factors, especially
 

the projected health interventions, on the health status of the target populations.
 

A first major evaluation of the 
initial 50 villages will have to be made only
 

two years after the new health interventions have been introduced. 
This may well
 

be 
too early to discern any significant impact on birth or death rates, but it
 

still may give some 
indication of the effectiveness of alternative measures.
 

If the project is continued, further evaluations could be made after five or even
 

ten years to assess the longer-run impact of changing health services and economic
 

conditions on health status. 
 Personnel of the Ministry of Health will be trained
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to carry out these evaluations by participating in the early evaluation efforts
 

and through training outside of Mali if 
this seems appropriate.
 

Another dimension of evaluation will be in terms of the relative effective­

ness of organizing the village health activities through the production operations
 

- such as Op6ration Mils or P~che in Region V, and Mali Livestock in Region II,
 

or 
through the regular health services in Region III. Other factors to be addressed
 

include:
 

a. whether traditional healers, midwives or newly recruited women
 

or men are more or less effective as village health workers;
 

b. what approaches to training and supervision are most effective;
 

c. whether compensation of village health workers must come from
 

outside or can be handled adequately within the village context;
 

d. how different cultural and tribal groups respond to various 
 health
 

interventions, including those relating to fertility;
 

how health interventions should be modified to best serve nomadic,
 

soini-nomadic, 
river dwelling and/or sedentary farming populations.
 



SECTION III: 
 AID AND OTHER RELEVANT EXPERIENCE
 

The development of a peripherally based rural health system resting upon the
 

skills of appropriately trained and supervised village level health workers
 

is the most pressing contemporary issue in health services in developing
 

countries. 
 In addition, the inter-relationships between health, nutrition,
 

population dynamics, and economic development goes to the heart of the
 

question: "Can an acceptable 
quality of life be achieved and sustained in
 

the LDC's?" The proposed project design in Mali, one of the poorest of
 

the LDC's, aims directly at these questions, as discussed in the preceeding
 

two sections.
 

Relevant recent AID experience and forthcoming projects that bear on
 

these issues include:
 

1. The DEIDS projects
 

2. Strengthening Health Delivery Systems in Africa
 

3. Sahel R&R (ref. nutrition and local context)
 

4. Danfa project/Ghana
 

5. Other population and health projects
 

Further, the 
recent WHO emphasis on development and support of basic health
 

services and the training of village level auxilliaries (see "Health by the
 

People" ed. by K. Newell and also policy statements by Dr. C. Mahler, D.6/WHO)
 

provide a clear thrust in this direction.
 

In Africa, the policies of the WHO regional office strongly support
 

this approach (see policy statements by Dr. A. Quenum, REg. Dir. for Africa/WHO).
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Additional (but by no means exhaustive) important activities/writings
 
that bear on 
these questions include the innovative health system in China
 
and Tdnzania, the WHO-supported rural MCH activities in Indonesia (see
 
Mauiee King et al), 
the work of Carrol Berhorsy in Guatemala, the work of
 
David Morley in West Africa (see "Pediatric Priorities in the Developing
 
World"), 
the Narangwal and Knanna studies in India (AID-supported), the rural
 
and urban "Promotores" projects in Colombia (see Aguierre et al, Echeverri
 

et al), and many others.
 

in the opinion of the Project Design team, the current situation 
in
 
Magi (with its extreme resource and geographic constraints, its health and
 
nutritional problem, its philosophy of integrated rural development, its
 
stated acceptability of family planning as a nationwide health measure)
 
offers an 
ideal setting in which to 
synthesize past experience in aninovative
 
ranwrur, and 
to assist in putting in place a functioning rural health system
 
at 
a cost level that can be replicated and sustained by LDC governments.
 

As stated previously, the successful demonstration and replication of
 
thLs system could have profound beneficial influence, not only in Mali and
 
other Sahelian countries, but in many resource constrained LDC's. 
 It would
 
provide the strongest evidence of the reversal of existing traditional health
 
systems in many LDC's, which 
are oriented towards centralized, high-cost,
 
high technology curative health services that effectively reach only a tiny
 

fraction of the population.
 

In addition to the evaluation parameters discussed in the previous section,
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and as important assessments of the feasibility and impact of the proposed
 
rural health system, the following social indicators will be assessed as
 

part of this project:
 

Social Indicators:
 

In addition to the demographic and health status, economic status, and
 
other direct output measurements of this rural health project, the followng
 

social indicators will be assessed:
 

1. The role of village based health services as an integral part of
 

local and regional community development, and
 
2. the interactions between healti; nutrition, family planning, and
 

improved agricultural production as a stimulus to the demographic
 
transition (from high birth and high death rates to low birth and
 

low death rates).
 

Included in these social indicators will be the following qualitative
 

and quantitative assessments:
 

I Qualitative 

II Quantitative
 

1. Integration of various levels of 
 1, Numbers of workers trained and
health workers (village, sub-dis-
 operating; 
task and performance
trict, district, region) into 
 analyses.
broader community development
 
programs.
 

2. Recruitment of village level workers 

and effective liaison with traditio-

2.
 

nal (i.e. non-western) health systems
 

3. Utilization of literate and semi-

literate women in the village based 

3.
 

health services
 

.1/..e 
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4. improved health and nutritional 

status at the village level, esp. 

of infants, children and child-

bearing women
 

5. Increased agricultural productivity 

of working age males and females 


6. Replication of pilot system in 

other zones of country 


4. Health (mortality and morbidity)
 
and nutritional indices. Fertility
 
rates and birth intervals.
 

5. 	 " "
 
and agricultural production
 

6. Numbers and distribution of persons
 
served by the system
 

6.a. Costs of operating wider system:
 
efficiency of cost-recovery via
 
sale of drugs
 

6.b. Efficiency and effectivoness of
 
volunteer village health workers;
 
numbers, task analysis - see
 
No. 1-4
 

(many of thesa indices will require longer term follow-up evaluation, i.e.
 
5, 10, 15, even 20 years.)
 



SECTION IV: BENEFICIARIES
 

The ultimate beneficiaries of this project, assuming that It 
can be
 

successfully implemented, will be the total population of Mall, especially
 

the 904 percent living in rural areas, and who are now largely untouched by
 

the existing health services and facilities. Attempts to expand the existing
 

system by providing more supplies, equipment, and training would be likely
 

to have only a minimal impact because the existing system is unable to reach
 

the bulk of the population effectively. The alternative proposed in this
 

PRP is to develop a different approach that will break through to the village
 

level in a manner that will have a significant impact on village health
 

conditions and at a cost that will permit replication.
 

Inicially, the main beneficiaries will be 
 the 80,000 persons in the
 

200 vill3ges of the pilot zones. 
 They should begin to experience improved
 

health conditions - lower mortality and morbidity rates, better nutrition
 

and, possibly, reduced fertility rates 
-
within several years of initiation
 

of the health services in the pilot zones. 
 Secondary beneficiaries will be
 

the other residents of the district in which the pilot zones are located,
 

because of the increased supplies of medicines and equipment provided to
 

the maternities anddispensaries in the district.
 

As the system is replicated throughout the other parts of the country,
 

the number of beneficiaries will increase accordingly. 
Also as the health
 

conditions of the population improve, the productivity of the population will
 

also rise, and conversely as productivity increases as a result of the
 

various rural production programs, health conditions will also improve.
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I'hl'
Iwo are mutually,reinforc ing, and this proj Ie 1by ryuVi g to t e them
 

together at 
the local level, attempts to strengthen that reinforcement.
 

The role of women will be significantly enhanced by this project because
 

village women will be drawn into an active role of promoting village health,
 

both at 
village level health workers and as "consumers" of services. Their
 

burdens of ill health will be reduced, and the availability of family planning
 

information and resources will give them and their families greater control
 

ovet their own lives.
 

The underlying social issues addressed by the project include the
 

following:
 

1. Distribution "equity" in health and community development services
 

between the urban and rural village masses.
 

2. "Self-care" and local responsibility by rural populations.
 

3. Integration of traditional rural modes of individual and collective
 

behaviour(especially regarding health care) with modern techniques
 

of developing and delivering health services.
 

4. The utility of health services at the community level as a catalyst
 

for other development activities, and vice versa.
 

5. The alteration of existing inappropriate health professional roles
 

and functions to roles and functions appropriate to the needs and
 

settings of the rural masses.
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While the Increased knowledge and tangible results related to these
 

issues will evolve over the life of the project, it should be emphasized that
 

the rural population of Mali lives as close to the margin of minimal nutri­

tion, health, and economic well-being as the rural population of almost any
 

developing country. The integrated approach to improved and more broadly
 

distributed health, nutrition, avoidance of excess/unwanted fertility, and
 

economic well-being proposed in this project, if successful and replicated
 

nation-wide, could have an impact on the most critical issues of social,
 

economic, and political equity and "quality of life" in the development of
 

Mali. Thus, the thrust of this project is entirely consistent with the
 

AID Ca-gressional Mandate of emphasizing assistance to the rural poor.
 

The policy of the GOM regarding family planning is to endorse it as a
 

health promotive measure for mothers and children. The GOM is in the process
 

of moving from a Bamako urban family planning activity to seeking the'ways
 

and means for making family planning services available in rural areas.
 

The design of this project provides a mechainsm for supporting the imple­

mentation and progressive spread of this policy.
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SECTION V: FEASIBILITY ISSUES
 

Administrative Feasibility
 

'te 
Project Design team visited the likely sites for the pilot projects
 

and discussed the feasibility of organizing health services within those
 

regions. 
 In regions II, III, and V there was a strong positive response
 

from regional and district officials to such projects. Also, the Directors
 

of Cabinet of the Ministry of Health and the Ministry of Rural Development
 

gave strong support to the approach, and to the proposed combining of health
 

and production initiatives.
 

Because of the pilot nature of the operations during the first three
 

yeir , most of the feasibility issues relate to 
the problems of carrying out
 

fie.Id operations in remote rural areas. 
 It will be necessary to staff the
 

project with persons who are familiar with, and willing to work among, isolated
 

url populations. While the Sikasso region and parts of the Mopti region are
 

re1,itively accessible, the Nara District in Region II is 
so remote that field
 

opciations should only be started there after some experience has been gained
 

in other regions.
 

The ability of the 
 Ministry of Health to deliver medicines and supplies
 

remote areas may also pose a problem. Therefore, one of the activities
 

-,,cluded in the 
 project will be to provide technical assistance in the manage­

,wintof that supply system at the national, regional, and local level.
 

One of the initial duties of the Country Project Director will be to
 

e'amine the distribution and supply system in conjunction with the MOH, and
 

arrange to 
provide assistance for improvement where appropriate. The Regional
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Public Health advisors will be concerned with the timely distribution of
 

project equipment, supplies, and medicines throughout the region, and the
 

Field Operation advisors will concentrate on discribution and control throughout
 

the district with particular emphasis on the test zones.
 

Another operational issue concerns the problem of training village
 

health workers (who will often be illiterate or semi-literate) to carry out
 

the functions described in Part II above. It will be important to have techni­

cal assistance from persons experienced with this level of training and who
 

also understand the cultural factors bearing upon the roles which village
 

health workers are expected to perform. Further, they must have competence
 

in the health content of the areas in which training will be provided. (See
 

Appendix A for detailed treatment of the development and implementation/eva­

luation/redesign of effective rural health training programs.)
 

An expressed MOH concern over the possible unbalancing effects of uneven
 

distribution of personnel, equipment, medicines (and public attention) in the
 

districts selected for the pilot zones, needs to be addressed more fully in
 

the final design of the project. The estimates regarding current and projected
 

per capita costs and replication costs are tentative and it is probable that
 

a reasonable spread effect will result around the pilot areas to counteract
 

any effects.
 

Peace Corps/Mali has indicated a strong desire to participate in this
 

project. However, should the Peace Corps be unable to fill the full quota
 

of requisite sub-district and village level expatriate volunteers, then the
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contractor would need to recruit, train and finance these low cost volunteers
 

- a possible additive project cost. 
 The MOH has indicated willingness to
 

have PCV's participate in this project.
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SECTION VII: FINANCIAL PLAN
 

Mali's national budget for 1975 amounted to 38 billion MF which is
 

equal to US$95 million or approximately $17 per inhabitant. (Population
 

in 1975 Is about 5.6 million). The health portion of the total budget
 

has been running about 10 percent or $1.70 per capita. The predominant
 

share of these expenditures i concentrated in the national capital and
 

other urban centers so that the portion reaching the rural areas is probably
 

no more than 50 cents per capita and most of this stops at the main town
 

of the district or sub-district.
 

A figure of $2 per capita has been used for planning purposes as the
 

value of medical services that can be supplied to 
the rural population. To
 

achieve this on a nationwide scale would require a major reorientation of
 

current expenditures away from the high cost curative facilities. 
While it
 

is unreasonable to expect a dramatic change in a few years, the ultima:.e
 

success 
of this project will depend on the demonstration to the Ministry of
 

Health and the GOM of the efficacy of a rural oriented program and a steady
 

increase over the next 
twenty years of the share of expenditures devoted to
 

this type of program. 
Within twenty years it is not unreasonable to expect
 

a 50 percent increase in the real per capita budget levels and health
 

expenditures.
 

The following assumptions have 
been used for estimating the costs of
 

the pilot program on a per capita basis:
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a. That the costs of medicines supplied free will be $1 or 440 MF
 

per capita.
 

b. That the salary costs of the regional and district health officials
 

directly involved in the program will be prorated in proportieN
 

to the share of the pilot region population in the total population
 

under their jurisdiction.
 

c. The sub-district worker's salary would be counted in full, while
 

the village worker would be either a volunteer or supported in kind
 

by the village.
 

d. Equipment costs would be prorated over the expected life of the
 

equipment and population served.
 

e. Operating costs are estimated on an annual basis.
 

Annual Cost Estimates for Operating Pilot Program in One Sub-District
 

of 50 Villages and 20,000 Population:
 

Personnel:
 
MF
 

- Agent de Sant6 Rural; one per sub-district
 

at MF 300,000p.a. 300,000
 

-Agent de Sant6 Publique de Cerclet one-sixth
 

of time per sub-disrict at MF 480,000 p.a. 80,000
 

- Adjoint de Sant6 Publique REgional; 1/36 of
 

time per sub-district at ME 600,000 p.a. 16,600
 

- Animatrice de Sant6 de Village: 50 per
 

- o ­sub-district at no salary 


396,600 MF
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Transportation: 

- Mobilette for Agent de Santg Rural; one 

per sub-district at MF 120,000 

Depreciation over 3 years 40,000 MF 

- Operations & repairs at MF 20/mile for 5,000 miles 100,000 MP 

- Mobilette for Agent de Santg Publique de Cercle, 

one sixth per sub-district 

Depreciation, operation, repairs 24,000 MF 

- Four-wheel drive vehicle for Adjoint de SantS 

Publique Regional: 1/36 portion 

Depreciation: 800,000:36 22,000 MF 

Operation, repairs 1,800,000:36 

at MF 120/mile for 6,000 miles (300/mile) 65,000 MF 

251,000 MF 

Equipment and Supplies: 

- Scales, one per village (50 villages) at 

MF 20,000 - Depreciation over 5 years 200,000 MF 

- Weight charts and other record keeping materials 

at MF 40 per capita x 20,000 800,000 

- Promotional materials and supplies 

at MF 40 per capita x 20,000 800,000 

1,800,000 MF 

Medicines: 

- Medicine supplies through local pilot zone 

free distribution at 400 MF per capita x 20,000 8,000,000 1F 

Estimate of current value of health services supplied 

through existing health facilities at 80 MF per capita 3,600,000 MF 
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Per capita expenditures 
are MF 13.8 million: 20,000 or about MF 700
 
per capita 
- $1.59.
 

While this per capita cost estimate for the proposed program (when full
operational) is estimated at US$ 1.59, the costs during the demonstration
 
period will be higher because the supervisors at the district and regional
level will be supervising a swollen complement of subordinates, i.e. higher
 
personnel costs.
 

The attached Summary Budget indicates an initial AID three-year cost
 

of $2,722,000 with a GOM local currency contribution for project and project­
related 
(part-tlime services of regularly salaried MOH personnel) costs.
Given GOM acceptance of the feasibility of the project's approach to rural
health services, GOM replication costs in project years 04 and 05 increase
to $438,000 and $446,000, respectively, 
or 40% and 51% of the AID grant costs
 
in these years.
 

To assure GOM local currency contributions and the continuity of donor
assisted health sector projects, the GOM in its "Five Year Plan for Economic
and Social Development (1974-78)" proposes the creation of a National Health
Fund similar to the already established National Road Fund. Contributions to
the fund would come from: 
(1) The national budget; 
(2) local and regional
budgets; (3)a health tax; 
(4) profits from state owned enterprises; (5) re­ceipts from health units; 
(6) receipts from MOH institutes and laboratories;

(7) subsidies from the National Lottery, National Institute of Provident
Societies, and the National Insurance and Reinsurance Fund; and (8) financial
 

gifts.
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Project funding (both AID direct costs 
 and contract funded costs) can
 
be met by an IQ obligation of $500,000 and an FY 1977 obligation of $950,000
 
(including $200,000 in Title X allocations). FY 1978 obligations of
 

$1,313,000 would provide sufficient funding for'the initial three-year cost
 
of $2,722,000. 
The full complement of contract funded technicians increases
 

fourth year AID funded costs to $1,098,000, whereas fifth-year phase-out
 
requirements 
 total $871,000, matched by a corresponding increase in GOM
 

project contributions.
 

A total AID five-year requirement of $4,691,000 assumes GOM acceptance
 
of the project generated rural health services system sometime before the
 
end of project year three (see CPI and PPT attached as Appendices F and G).
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BUDET 

US$ Cost Eqmates for th 

1. Co'tract Personnel
 

A. Long-term: 
17 person years $70,000/year(1)

1 senior health advisor, team leader 

1
 
1,176,000
2 regional advisors
4 regional field operations specialists
 

B. Short-term: 12 person months
 

1,248,000
 

2. Participants
 
Five long-term 


75,000
 
Six short-term 

300o~ 

105,000
3. Commodities
 

Equipment.
- Vehicles, 4 wheel drive vehicles for 5 at $10,000 50,000
Mopti test zone 2

Nara test zone 
 2

Team leader 
 1
 

2 wheel drive vehicles 2 at $5,000 

Sicasso test 10,000


zone 2
 
- Mobilettes for district: 26 at $450
and sub-district
 

11,700
 
- Scales for village level animateurs, 200 at $50 
 10,000
 
-
Equipment for maternities and dispensaries


in pilot districts
 

93,700
 
(i) Includes contract overhead.
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$- Medicines 
- for test zones 360,000
 
- for district in which test zones located
 

(see attached sheet for basis of estimation) 460,000
 

820,000
 

4. Other Costs
 

A. Local hire secretaries, typists, drivers 30,000
 

B. Office supplies 
 30,000
 

C. Operations - travel, gasoline, repairs 
 70,000
 

D. Training Materials 
 20,000
 

E. Campus Coordinator 
 60,000
 

210,000
 

SUMMARY: 1. Contract Personnel $ 1,248,000
 
2. Participants 105,000
 
3. Commodities 93,700
 

820,000 913,700
 
4. Other Costs 210,000
 

$ 2,476,700
 
5. Inflation Factor 10% 247,670
 

$ 2,724,370
 



- 38 -

Basic for Estimating Expenditures on Medicines
 

Assumptions: 
1. That $2 worth of medicines will be supplied for each inhabitant
 
in the test zone for each year of the test period.
 

2. That $0.40 worth of medicines will be supplied for all other
 
inhabitants in the district in which the test zone is located
 
for each year of the test period. National budget expenditures
 
on medicine in 1974-75 averaged $0.40 per capita.
 

Districts in which test zone is expected:
 

Koro (or Ikuentza) for 3 years: (population 150,000)
 

Test zone: pop. 20,000 x $2.00 x 3 years ........... $ 120,000
 

Population outside zone: 100,000 x $0.40 x 3 yrs
.... 120,000
 

Nara for 2 years: (population 120,000) 

Test zone: pop. 20,000 x $2.00 x 2 years ........... 80,000 

Population outside zone: 100,000 x $0.40 x 2 yrs. 80,000 $ 400,000 

Sikasso for 2 years: (population 245,000)
 

Tuz,: zone: pop. 20,000 x $2.00 x 2 yrs............. 80,000
 

P1pilation outside zone: 225,000 x $0.40 x 2 yrs. .. 180,000
 

Dotioni.za or Bandiagara or Koro for 1 year: (pop. 140,000) 

Test zone: pop. 20,000 x $2.00 x 1 year ............ 40,000 

Population outside zone: 120,000 x $0.40 x 1 yr ... 48,000 

G.zo for 1. year: (Population 100,000) 

Test zone: pop.. 20,000 x $2.00 x 1 year ............ 40,000
 

Population outside zone: 
80,000 x $0,40 x 1 yr..... 32,000 420,000
 

$ 820,000
 



SUMMARY BUDGET
 

I. Personnel
 
Long-term (4 a) 

Short-term 


Sub-Total 


11. 	Participants
 
Degree (5) 

Short-term (6) 


III. 	 Commodities 
Vehicles (6) 
Mobilettes (26) 
Scales (200) 
Medicines - Test Zone 

- Gen'l Coverage 

Sub-Total 


IV. 	Other Costs 


Inflation Factor 10% 


TOTAL 


GOM 	Contribution in Program Zone: 


PY-0l 


294 

36 


330 


-
-


30 

6 


5 

80 


142 

269 


57 


65 


721 


73 


PY-02 


406 

36 


442 


75 

15 


30 

6 


3 

120 


178 

430 


76 


95 


1043 


103 


($000) 

PY-03 


476 

-


476 


-
15 


-

-


2 

160 


140 

320 


77 


87 


960 


130 


Sub-Total 

PYO-03 


1,176 

72 


1,248 


75 

30 


60 

12 


10 

360 


460 

1,019 


210 


247 


2,724 


306 


PY-04 


490 

-


490 


-
-


-

-


2 

160 


249 

421 


87 


98 


1096 


438 


PY-05 


208 

36 


316 


-
-


-

-


160 


249 

409 


67 


79 


871 


446 


Summary Total
 
PY 01-05
 

1,946
 
108
 

2,054
 

75
 
30
 

60 
12
 

12
 
680
 

958
 
1,849
 

364
 

424
 

4,691
 

1,190
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SECTION VIII: IMPLEMENTATION PLAN AND PROJECT DEVELOPMENT SCHEDULE
 

A. PRE-PROJECT ACTIONS:
 

hiLs proposed project would be implemented through AID direct funding/
 

implementation actions for US participant training and commodity procurement.
 

The major share of project implementation should be undertaken by a university
 

or private health services contractor.
 

Whereas this proposal currently is 
in the PRP stage, for several reasons
 

the Country Development Office would prefer that this proposal be considered
 

as a draft project paper which can be more fully developed in AID/W in
 

consultation with CDO/Bamako and PRP contractor team 
members from the
 

Harvard Institute for International Development when the latter's technical
 

report is mad, available through APHA. 
Such an approach could accelerate
 

project approval. Moreover, the GOM has demonstrated its growing disenchant­

ment with repeated study team visits to Mali. 
 The MOH has made this point
 

and 
one regional health official stated that he cared not 
to receive
 

an\, future "study" delegations.
 

The 
third major consideration in moving quickly to project authori­

zation is the need to reconfirm AID's interest in health services and
 

pli nning to affect the rural poor in Mali. 
The stop-gap measures of R&R
 
activities merely saved many of them from extreme suffering. Now it
 

is appropriate to build on this momentum and the central government's
 

awareness of the condition of the rural masses. To 
 this end, the pre­

project action plan attached as Appendix B , illustrates that if we move
 

to full AID/W development of the PP before the end of FY 1976 and if sole
 



- 41 ­

source contracting is viewed as the best approach to project implementa­

tion.(and this is the view of CDO/Bamako) then the project will be operational
 

more than 6 months faster than the conventional approach to project
 

development and implementation.
 

B. PROJECT ACTIONS:
 

Accordingly, given favorable consideration of the above factors, the
 

country project director (contract) would arrive in Bamako for pre-project
 

orientation and confirmation of administrative and logistic support by
 

November 1, 1976, and project operations would begin in pilot zone No. 1
 

by January 1977.
 

The CPI and PPT indicate that two pilot and "control" zones will be
 

operational by the end of project year (PY) 01. 
 A third zone is mobilized
 

early in PY-02, and the option of a fourth zone is provided for in PY-03.
 

Tnitial GOM/MOH receptivity and feedback should indicate by midway through
 

PY-02 whether this fourth zone and potential GOM replication in other zones
 

are feasible and warranted. Final determination on the course of action
 

for PY-04 and PY-05 (AID and GOM expansion and replication) will be based on
 

the external evaluation planned for PY-03/months 06-08. Consequently, current
 

estimates for PY's 04 and 05 are tentative and may be reduced o- enlarged,
 

subject to the formal2 1/2 year evaluation.
 

CDO/Bamako anticipates that AID/W soon will nominate a candidate to
 

fill the allotted Public Health Advisor position within the Mission's FY 1976
 

approved staffing plan although to be funded from this project. This advisor
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will have primary Mission responsibility for the sizable AID portion of
 

project implementation, i.e. commodity management and participant selection
 

monitoring and follow-up. In addition to the advisor's responsibilities
 

for contract management and annual project evaluations, the incumbent will
 

provide vital 
liaison among all parties involved in project implementation
 

- the minisLries of Health, Education, Plan, Finance, and Rural Development,
 

the separate Operations and MOH regional health directors, the contract team
 

and Peace Corps/Bamako and project PCVs.
 

The project purpose is centered on the eventual adoption by the GOM
 

of a tested rural health delivery system. In order to achieve this
 

acceptance, special project emphaqip is 
to be placed on nurturing the
 

iinagement capacity of the MOUi to develop a long-range health strategy
 

covering budgeting, personnel requirements, national health education
 

objectives and the implementation of a National Health Development Fund.
 

The PRP team and CDO/Bamako are heartened by the new vital signs at the
 

MOH and are guardedly optimistic about the ability of the MOH to gear up
 

to 
the task of providing adequate health services to Mali's rural population.
 



ANNEX A
 

FUNCTIONS OF MALIAN PERSONNEL IN THE PILOT AREAS 

1. Village Level Health Worker (Animatrice de Sant6 de Village)
 

a. Community Diagnosis and Evaluation (onjoins)_
 

Xl. Continuous census of births, deaths, migrations, marriages
 

N2. Birth weights
 

N3. Age-specific death and fertility rates
 

N4. Parity and gravidity of pregnant females
 

5. Health and family planning utilization, by age, sex,
 

type of service
 

K6. 	Weight and arm circumference charting of infants and
 

young children, by age and sex
 

7. Simple diagnostic categories, by age and sex (examples ­

diarrhea, fever, respiratory or skin ailment, abnormal 

delivery, trauma, hetmorhage, tetanus, etc.) 

- for mortality - for morbidity
 

m8. Vaccination status (scarification)
 

N9. Feeding and weaning practices
 

X) 	 _ also done in "control" areas. 
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b. Health Promotion and Disease Prevention
 

( 1. Simple infant care and newborn care
( 
( 2. Breast feeding and supplementation
( 

Health Educa-
 ( 3. Weaning and transition foods 
tion and (
 
Demonstration 
 ( 4. Child-spacing and family planning advice( 

( 5. Hygiene in the home( 
( 6. Safety in the home, fields, village
 

( 7. Village hygiene (water and excreta, vector control)( 
Health Education ( 8. Vaccination - logistic link for Service de Grands
 
aind (
 
Stimulus for ( Endemies
 
Commun i ry (

At ion ( 9. Improved food production (home and village gardens,
 

C eggs?, etc.) 

(10. "Nivaquinization" 
of infants, young children, and
( 
( pregnant women (malaria suppression)

( 
(11. Iron supplements in pregnancy 

DitLL (
Preveoutive (12. Tetanus vaccination of pregnant women in 3rd trimester 
Actions ( 

(13. Sterile razor blades and cord ties for village
( 
C midwives. 

14. Referral to sub-district level of:
 

A. Abnormal pregnancies
 

B. Failum-o-thrive infants - (severe)
 

C. Kwashiorkor and marasmus
 

D. Severe and acute and chronic illness
 

.1/..0 
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E. Trauma (severe)
 

F. Contraception
 

i.e. - makes referrals to sub-district level, or "lines up" for
 

next visit to village of sub-district health worker; also can
 

monitor follow-up diagnosis and treatment at the village level.
 

c. Direct Diagnosis and Treatment_(also includes health
 

education)
 

1. Simple early oral treatment of diarrhea, water, salt,
 

sugar solutions by finger-pinch (needs sugar and salt 
-


use standard local containers)
 

2. Home treatment of early malnutrition, using locally
 

made foods
 

3. Simple treatment of respiratory infections (cough
 

mixture, antibiotics, criteria)
 

4. Simple treatment of skin infections (soap, antibiotics)
 

5. Malaria (oral treatment feasible in most cases)
 

6. First aid (soap and antiseptic, bandages, immobilization,
 

local heat)
 

7. Follow-up and assure treatment of chronic disease
 

(e.g. tb, leprosy). Follow-up contraceptic supply.
 

8. Distributioi of appropriate medicines will be made
 

by Village Health Worker (both free and purchased medicines).
 

2.Arrondissement-Level ?ublic Health Worker (Agent de Santg Rurale)
 

- Carries out initial community diagnosis
 

- Monitors continuous evaluation (see 1 A above)
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- Participates in development of training program
 

for "animatrices" 

- Trains "animatrices"
 

- Supervises anlmatrice functions
 

- Acts as administrative and logistic link between
 

district and village levels.
 

3. District-Level Public Health Worker (Agent de Sant6 de Cercle)
 

- Supervises functions of sub-district level agents within
 

district in both test and "control" areas
 

- Participates in development of training program for sub­

district level workers (and village level workers)
 

- Trains sub-district level workers (and village level workers)
 

- Assists sub-district level workers in expanding village­

level activities
 

- Acts as administrative and logistic link between
 

regional and district level.
 

4. Regional Level Public Health Worker (Adjoint de Sant6 Publique
 

Rurale)
 

- Acts as deputy to either the regional medical officer or
 

Director of Rural Development for purposes of training,
 

supervision, administration, sugiy flow, and-evaluation
 

activities at all levels within the test and "control"
 

areas in the region.
 

(See Appendix A for a more detailed description of proposed
 

training methods.)
 



ANNEX B
 

MALI 	RURAL 
HEALTH SERVICES DEVELOPMENT
 

POSITION DESCRIPTIONS
 

I. Country Project Director (Contract-Funded)
 

A. 	Based in Bamako.
 

.
 Coordinates all aspects of project development including planning,
 

implementation and evaluation.
 

C. 	Provides liaison among contract team, home office, USAID, Ministry
 

of Health, Ministry of Rural Development, Ministry of Education and
 

other Malian entities.
 

D. 	Encourages and monitors channeling of USAID and GOM central resources
 

into project demonstration regions, as appropriate, including funds,
 

personnel, training, equipment, and medicines.
 

E. Works to achieve integration into national level programs of "results"
 

of demonstration regions for replication/expansion elsewhere in Mali.
 

F. 	Acts as back-up and supervisor for other contract technicians (based in
 

demonstration zones) who will have primary responsibility for technical
 

supervision and administration of district-level and village-level
 

personnel and operations.
 

G. 
Ensures development of viable and reliable commodity (medicines) manage­

ment system extending from MOH to pilot and "control" zones.
 

I. 	Regional PublicHealth Advisor(s) (Contract-Funded; two for life of project)
 

A. 	Based in capital of region.
 

B. Coordinates all aspects of project in region extending out to the
 

village-level.
 

C. Provides liaison among project personnel, Regional Director of Rural
 

Development, and Regional Director of Public Health.
 

D. Insures timely distribution of project equipment, supplies, and medicines.
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E. Coordinates and designs, implementation and evaluation of training
 

programs, community diagnosis study and health education programs
 

for test zones within region.
 

F. Provides timely advice on project implementation to Country Project Director.
 

Field Operation Advisor(s) (Contract-Funded; four for life of project)
 

A. Resides part-time in both regional capital and 
 district capital in
 

test zone.
 

B. Responsible for design and implementation of project within test zone
 

at district, sub-district and village level including implementation
 

and "control" zones.
 

C. Supervises U.S. Peace Corps-type volunteere at sub-district and village
 

level.
 

D. Assists in conducting health worker training programs and in designing,
 

('1nducting and evaluating community diagnosis study.
 

E. 
isures appropriate distribution and control of equipment, supplies,
 

;ind medicines throughout district with particular emphasis 
on test zone.
 

F. Works to achieve coordination of project activities with activities of
 

Op6ration and/or other directly productive economic activities in the
 

test zone.
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MOCUR-17T SOURCE WAIVER 

1. Waiver required: A procurement source waiver from AID Geographic Code 

000 	 (U.S.) to Geographic Code 935 is required for motor vehicles and moby. 

the waiver is that UMS. veh:ollettes. As discusued below, the primary basis for 

cannot be used effectively in Mali because of the unavailability of spare 

and repair parts and the lack of experience in the use and maintcanoe of 

U.S. motor vehicles. 

The total amount of the waiver will not exceed $71,700 which will be 

as follos for the Mali Rural Health Service Development Projectsapportioned 

- 5 Landrovers $50,000 

- 2 Citrobn "Baby Bruce" 10,000 

- 26 
(2 wheel drive) 
Mobylettes 11,700 

$71,700 

o,:her Sahelian States, faces a situationII. 	 Justification: Mali, like the 

emanate almost entirely from France and other EEC countries.in which imports 

This trade pattern, which has developed over many years of close association 

between Mali and Europe, has resulted in Malians being trained in the use and 

mintenince of European-made goods and in the establishment of European distri­

bution and service facilities in Nali. American manufacturers, distribution 

and service firms are only recently beginning to take a tentative and still 

insignificant look at the M:alian market. As a result, special parts for U.S. 

not trained in theamade equipment are not available in Mali, and Lalians are 

basics of maintenance. In the past, audits and inspections of AID projects 

have been sharply critical of the difficulties of hostin the Sahelian area 

after project phaseout.governments in maintaining U.S. motor vehicles 

We believe that motor vehicles and mobylettes which are essential to 

not availablethe successful implementation of the project, are, in effect, 

from eligible sources. The concept of availability from eligible sources 

means effective availability. For motor vehicleonind mobylettes to be truly 

available from an eligible source, they must not'be of a type that 
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theoretically can be used for the project, but they must also be ofthat a typethe host country can use effectively over a normal useful life in light ofthe availability of spare parts and the ability to service and IlaLntain the 
motor vehicles and mobylettes.
 

We also believe that there are compelling political considerations thatsupport this waiver. It is necessary for the United States to providemotor vehicles that can be maintained effectively, and for which spare partsare available, in Mali. Otherwise, the political benefits to be obtainedfrom providing the proposed assistance will be frustrated, and the image ofc .tfectiveness of the United States will be impaired, if the motor vehiclesf",id mobylettes financed by the United States are of a sort that cannotused effectively by li over a normal useful life. 
be 

These motor vehicles and mobylettes are essential to the success of theproject and the Government of Mali (GOM) does not havenocessary to procure them. 
the foreign exchange


Other donors are not interested in providing
funLing because of heavy involvement in other sectors or other geographic
 
areas in Mali.
 
For these reasons it is necessary, in order to carry out the purposes of
9le 'YAA, to waive the requirement of Section 636 
 (i) of the FAA that motor
vu'hicies and mobylettes procured for the project be manufactured in the
United States0 In addition, it is necessary to authorize procurement ofthe above-described motor vehicles and mobylettes from Geographic Code 935countries because the exclusion of procurement from these sources wouldsericous: impede attainment of U.S. foreign policy objectives and theo(,jectives of the foreign assistance program. 
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PROJECT DESIGN SUMMARY Lie of Project: 
LOGICAL FRAMEWORK TFY .PA. to FY_______',NTUTO I_____ Fr.

FOR, W oICH USEDASAid AIt _ CAN BE Totl U.S. F 
TO ORG ANlZIhG DATA COR T'1E PAR DaPreoed-

Project Title&.Nul ; erC RFPORT IT NFED NO. BE REIAINE 0 
OR suB IT TED.: PAGE I 

NARRATIVE S4.AMAY OBJECTIVELY VERIFIABLE .NDICATORS MEANS OF VERIFICATION IMPORTANT ASSILiPTIONS 
Program orSiitor Goal The lx oabje .-tne to Maoiures of Goal Achie..s .em A 2.A 3. Assumptions forochiei goll tigets, A-A4)e 


which this Project contributus: (A-I) 

1. To provide improved health 1. Adoption by the GOM of 1. Five-year plans, 1979-83, 1. Actual GOM long-term commit­
services to the rural poor a low-cost health deli- 1984-1988, etc. ment to rural health dlivery
 
which comprise over 90% of very system which focuses system.
 
the Malian popul3tion. on up-grading health 2. Annual budgetary and
 

facilities at the rural personnel allocations in 2. Institutional capability
 
village level GOM health plans. for data collection, tabulation
 

analysis, etc.
 
2. Continuous expansion 3. MOH records of health
 
of rural health delivery system utilization. 3. Continued official GOM plan
 
system on a time-phased to reduce birth rate.
 
basis as part of GOM long­
range health development 4. Donor assistance forthcoming
 
plan. to assist GOM in underwriting
 

a national rural health system
 
3. Decreased morbidity, at approximately $2/capita/year.
 
mortality, and balanced
 
birth rate/per capital
 
GNP function.
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PROJECT DESIGN SUMARY Lif of Projet. 
LOGICAL FRAMEWORK Frm FY *F"

~PL Tood U. S. Fweeag 

Project Titl & , Mali Rural Health Services Development 	 Dem PGE2 
NARRATIVE SUMMAR - 'BJECfIVELY

1 
VERIFIABLE INDCAT.S MEANS OF VERIFICATION 	 IUPRTANT ASUAMIWT5-' 

ProjecIt Purpose; (B- ) 	 Cw,&t on$ thot will indicae purpoe has eeni (8-3) Asnim asanach in lgn:pee (B4)
 
oaciwve& . End-of-Proect status. (B-2)
 

1. To achieve the national 1. Comnletion of a 3-year 1. Periodic reports on imple l.Actual G01 commitment to broad
 
aloption of a tested rural pilot testing program and'mentation and fiscal analysi distribution of rural health ser­
health delivery program and analysis of results. of results, vices and emphasizing health nro­
assure adequate preparation for motion, disease prevention, and
 
its implementation. 2. GOM review of tested 2. GOM policy statements, simple diagnosis and treatment.
 

program and adoption of plans, legislation and
 
it as a national program. budget decisions. 2. GOM capability to underwrite
 

a national rural health system
 
3. GOIS preparation of man 3. Completion of planning at approximately $2/capita/year.
 
power training and other documents.
 
plans necessary for imple­

mentation over a 10-15
 
year period.
 

SUB-PURPOSE I:
 
To design, implement and eva- 1. Establishment of pilo 1. Reports from and regular l.Same as project purpose
 
luate a pilot rural health sys- programs serving visits to the pilot village . assumptions (above)
 
tem which will: a) 50 villages or 20,000
 
a) bring health services to the persons during year 1.
 

vilage level, emphasizing b) 150 villages or 60,000
 
health promoting and disease persons by end of year 2.
 
preventive activities; c) 250 villages or 100,001
 

b)be integrated with other persons by end of year 3.
 
community and economic deve­
lopment activities,especial- 2. Achieve coordination 2.Field evaluation of workin 2. GOM commitment to assign ade­
ly production and educatisn; with agricultural produc- re ationships between health quate field personnel to carry
 

c) 	be capable of replication tion operations and educa and other workers at various out the project.
 
by holding costs to the GOM tional programs in the levels, and reports on joint
 
below US$2/capita/year. test areas at the village operations snch as conduct
 

arrondissement,oerlce and of health courses in rural
 
regional levels, schools.
 



. a...LOCAL 

ProiectTitle &Number: 11ali Rural 

NARRATIVE SUMARY 

Project Purpose: (B-1) 


Sub-Purpose II:
 
To achieve the adoption and 

to initiate reDlication 

throughout Mali of the rural 


health system tested in the
 
pilot zones during years 04 

and 05 of project. 


PROJECT DESIGN SIMA RY 

FRAMERK 

Health ServirR DepmPnV t 

OBJECTIVELY VERIFIABLE INDICATORS tAKS 1OF VE.ICAT.. 

conar-ns that will indicate popsie has ben (B43 

schie Enfi~O-Project staft. (5.2)
 

1. Completion of a 	thorou 
 1. Receipt of analytic 

evaluation of the nilot studies, 

programs. 


2. Reorientation of the . Policy statements of GO!-, 
existing health system to legislation and budget allo­
adopz the proven aspects cations.
 
of the pilot program.
 

3. Reorientation of local 3. Curriculum and reports of
 
nd national training pro- training institutions.
 

grams to support the new
 
system.
 

4. Development of a realis-4. Published as 
part of G01
 
tic long-range manpower national health plan.
 
lan for national health
 

services.
 

5. Strengthening of 	health 5. Quality of planning

planning and management documents and evaluation o.
 
to support the new system. managefent'sy~tem.
 

ANNEX D ­ 3 

Lqe .5P,. F 

F. 	 F ,," 

PnAG2 

MArNTM( A.SWTON. __ 

Asumpe)m f in~& lpu~es , tB-J 

(Same as previous "Purpose"
 
assumptions, but expanded
 
to national level.)
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....... 
PROJECT DESIGN SIUMARY 

LOGICAL FRAMEWRK 
Lie of PFr.1 ct 
Frm FY - -­ i FY 
Teel U.S. F,,idigL 

Project Title & Number: PAGE 3 
NARRATIVE SUMMARY OBJECTIVELY VERIFIABLE INDICATORS MEANS OF VERIFICATION WPMTA9T A,,.M11T06 

Project Outputs: (C- ) Mewite. of Outputs: IC-2 C-23 Asm.li s uGckieiwl *1 (C-I) 

1. Establishment of pilot Dro-
jects (years 01-03) 

1. Pilot projects estab-
lished for 50 villages 

l- Pilot pr:'jects in place 
and operating according to 

1. GOM provision of full 
administrative coopdration 

(20,000 people) each, one project design schedule. and assignment of requisite 
sub-district, one district 
one region: 

GOM personnel and support 
for project working zones. 

During Cum.No. of 
years 
01 

pilots 
1 

Arrival and placement techni­
cal assistance personnel, 

02 3 vehicles and commodities at 
03 4 beginning of year 01. 
04) subject to eva­
05) luation & GOM 

acceptance for 
replication. 

2. Training of Health Workers 2. A - 1 or more/village 2. Health workers trained 2. Personnel are made available 
at 

Village 
Sub-district 

- A 
- B 

B - 3/sub-district 

C - 1/district 
D - l/region 

and in place. through OR and at village 
level for training and duty 
assignment. 

District - C 
Region - D A - 250 
three-year total trained. B - 12-16 

C -4 
D -3-4 

3. Five persons trained and . Project reports. 3. Project Reports. . G014/MOH acceptance of rural 
returned to key MOH positions, elivery system and appropriate

training in U.S. for one year 
 individuals identified for U.S.
 
each at MSc and MPH levels. 
 training directly relevant to
 

project purpose and project support
 
systems.
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PROJECT DESIGN ISUMARY Li of Pjct. 
LOGICAL FRAMEWRK F " D F___ 

P r osj e TitI k L Wwwher:__ Dow A .P A G E 3 

NARRATIVE SUMARY OBJECTIVELY VERIFABLE INWCATORS MEANS OF VERIFICATION TMlIT IOMANT 
Prolect Outputs: (C-1) Mapiv of Outputs: (C-2) (C-3) Asa E @ -1 - (C-4)Wi1m ii 

4. Community Diagnosis Report 
., 4. 1 r port for each zone 4. Available six-eight montl s 4. Appropriate survey tech­
project zones (pilot and "con-
 after st-art-up technical niques yieldreliable and
 
trol" areas). assistance in each zone. valid data on Malian habits
 

related to health.
 

5. Replicable course of studies, 5. 1 syllabus refined fron 
5- Syllabus. 5. Sufficient socio-cultural
 
including teaching aids, A-V 
 materials generated from similarities exist among
 
material, etc. for health different socio-cultural regions.
 
trainees/workers, test zones (multi-languagE
 

6. Replicable short-term refreshe 6. Extant courses for: 
 6. Syllabus. 6. same as No. 5 above.
 
course (recyclage). Infermi~res, Iatrones,
 

sage-femmes, village
 
health workers.
 

7. Evaluation of pilot project. 7. Annual reports for each 7. Reports based on commu­
of the first two years of nity diagnosis reports,
 
project implementation. project and contract docu-

Summary evaluation report mentation.
 
at end of three years.
 

8. Improved health status in 
 8. Demographic, morbidity, 8. DATA from oilot/'control 8. Other environmental/health
 
pilot villages, and infant mortality, nu- surveys (see narrative conditions being equal to
 

tritional, and economic sections "Evaluation" and current conditions.
 
development and social "Social Indicators".)
 
indicators DATA.
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Li4 d Preis-PROJECT DESIGN SUMMARY F'm FY 
LFCALF 

PA" 2
Mali Rural I:ealth Services Develonment 

-

Prm.ct TitW & Nu-bo 
ImEAMSOF VERIFCATIO9 - UPOiT A~TI~4m 

NARRATIVE SAMAR OBJECTWYELE WERIFIL iNDiCATORS 
" tim f uchiev m : (5-4) 

­

t twt itIdIja Purpose has ha. (63)
PCoit.t P.MW .sCa (B-2)c4jio'.*d End-of-Project vata. 

training pro- 3. Technician participation 3. GOM capabilities to achieve
 
3. Conduct 


functional collaboration between
 
grams for village volun- in preparation, conduct 


the Y.O.H. and Min. of Production
 
teers and arrondissement, and supervision of training 


(Rural Development) and the
 courses.
cercle and regional healt 

"Grandes Operations".


professionals associated 


with the test areas.
 

from the 4. Sufficient field personnel in­
4. Establishment of an in- . Reports flowing 


formation system for deter- information system plus cluding junior level field workers
 

mining initial health and frequent field checks of (Peace Corps r other) to make
 

checks on accuracy of reports.
 
living conditions in pilot the reliability or biases 


and control areas, measur- in reporting different
 

ing changes in mortality, types of information.
 

morbidity and fertility
 

over the life of the pro­

ect and thereafter, and
 

easuring the costs and
 

other benefits of the pro­

ect.
 

5. Controlling the rate of expan­an ade- 5. Reports from pilot zones
5. Achievement of 

sion of the pilot zones to not
 

quate flow of appropriate and visits to rural health 

jifformation systemb
stations and regionaland otstrip the 


edicines and supplies to 

e~fectivemiggs.


the test areas and surrouni-national supply centers. 


ing cercle, within the
 
6. Development of adequate logis­

cost constraints of a sys- 6. Monitoring of distributi 

tic capbilfties in M.O.ll.(with 

tem of rural health servi- I reports from the health 

U.S. T.A.).


that the GO!M can affor supply agencies.
ces 

to replicate.
 



AXNEX E 
PROJECT ACTION PLAN 

Ccuett'C: Pct
P Nco; Pruicct Ttle: 
Dat:e / / P , App.vd: 

CPT VESCRIPTION I RURAL HEALTH SERVICES DZVELOP.ET i / / R ±t:: 
CL ' ALTEIIATIVE "A" ALTERNATIVE "B" 

1. 4/9/76 Draft PRP/PP reviewed by AID/U Project Commit 1. Same 
as Alt. A
tee 2. Same as Alt. A
 
2. 4/15/76 ECPR review and approval 
of PP 
 3. Same as Alt. A
3. 7/5/76 
ProAg, PIO/T and PIO/Cs signed 
 4. 8/15/76 
RFP issued

4. 
8/5/76 "Sole-Source" TA Contract signed
5. Aug-Sept./76 U.S. Contract Chief of Party recruited
and trained FY 1977 -- 1st Quarter
in Bambara language 
 5. 10/15/76 
Analysis of proposals and negotiation of
contract
 
FY 1977- 1st Quarter: 


6. 12/1/76 TA contract signed
6. I0/1/76 Chief of Party (Project Country Director) 7. Jan-Feb./77 U.S. Contract Chief of Party recruited and
on-site 

Recruitment and trained in French and Bambara
training Contract Regional 
 8. Jan-March/77 Recruitment and training of contract
Advisor, Contract 
 Field Advisor 

Recruitment and 

Regional and Field Advisors, PCV-tyoes
training PCV-types
7. Nov.-Dec./76 Project Director country orientation 
FY 1977 - 3rd Quarter

9. 4/1/77 
 Project Country Director orientation and pre]
and preproject admin. arrangements
8. 1/6/77 
 Pilot Zone 1 Contract Regional and Field Ad-

project admin. arrangements

10.5/1/77


visors, PCV-types and '4OH Health Workers on-
Contract Regional and Field Advisors, PCV­

sieArrival types and MOR health workers on-site
 
vehicles and commodities for Zone JI
Arrival vehicles and commodities for Pilot 
 11.5/8/77 
 Begin on-site training course for 
_!OH trainene
Zone 1 
 workers
9. 1/13/77 Begin on-site training course for MO 
health 12 .June-July/77 Rural Agricultural Land Preparation and
trainers/workers


10. 3/1 
 Planting
Village Health Workers recruited 
 13.8/1/77 
 Village Health Workers recruited 
FY1977 - 3rdQuarter 4.9/1/77 Training of Village Health Workers beginsl1978 - stQuarter11. 4/1/77 Training of Village Health Workers begins 
 5. 11/1/77 
Pilot Zone I operational
12. 6/1/77 


Pilot 
Zone 

operationa 


.I
 



ANNEX F
 

PPT FIRM 

Coujit~y: I P'oject No; Project TitZc:Date: 	 /x / OCgq w Appvd.
-I ~~~Rural llealt'i Services Development 	 l ~' ' 

CPI DESCRIPTION 
Y). Vehi4cles and eauinment for zone 3 on-site 

o.onth of Prior Ac Lions 2 - and of 3Recruitment trng. Zone VlNs 
- 06 ProAg, PIO/T and P1O/Cs signed 22. 92I/06 	Zquinment for Zone 3 maternities on-site 
- 95 TA contract sifned 23. '2/08 	Co-imunitv D) Study completed in Zone 3- " :rtv,a'Th' tri incd in Sambara Laniia.tz! 	

x 
2'1. 	 Dru-s for Zone 3 on-site

,arriv,.; on site 25. 02/0' 	?ivu ;lealth Participants denart for US Trn;.- 0 CoMIletion of prenroject admin. arr1ngements 2h. 03/02 	Second-year Contractor/GOM report issued 

Proj,,ct Year 01 	 27. USAID 2nd Annual Evaluation completedBeeins -.---.-- - ------- 2F. 03/03 	Curricula redesign
Year/"°o 
29. 03/04 	Decision/selection re. possible Zone 4 Pilrt
01
0-/00 Pilot Zone "o. I Advi. 1 )rs, ':OH ,alth trainers/wor. 30. aecyclage Training for Teams 1, 2, and 3
kers, and 	FCV-types (Zone No. 
1 Team) on-site 31. 
03/06 Initiate 2 1/2 year summary project evaluatirr
All-terrair vehicles and equinment 
for zone 1 on- 32. 
03/08 Summary Evaluation Penort issued


site to coincide arrival 
contract personnel 
 33. 	 U.S. Participants return 
to MOH service
3. 	 Orientatio.n and training of 
zone 1 team begins 

4. 	

34. Planning for !O Replication of Rural Health
01/03 Recruitment and one-month training of 
zone I 
 Services System in non-USAID assisted 
zones.
village health workers (VEl's) 
 35. 03/11 	Begin oreparing summary 3-year contractor'­5. 01/04 	EquiFment for zone 1 maternities on-site 
 report.

5. 	 01/06 Community Diagnosis Study completed in Zone I
 

Pilot one 2 team on-site 
 M
 
Vehicles and equipment for zone 2 on-site
 
Orientation and 
training zone 2 team
 

0. 01/07 	Drugs for zone 1 on-site 
 71­
1. 01/09 	Recruitment and training of zone 2 V'':;" 
2. 0P11'i 	 E'qiipment for zone 2 maternities on-site.
 
-3. 01/M2 Community Dx Study completed in Zone 2
 
-4. 
 02/01 Drugs for Zone 2 on-site
 
.5. 02/02 First-year Contractor/GO'! report 
issued

-6. USAID 1st Annual Evaluation completed 


-7. 02/03 Pilot Zone 3 	
­

team on-site
 
-8. PIO/Ps signed and £ng. Trng.for fLiv U.S. partici­

pants
 
.9. Orientation and training of Zone 3 team and re­

cyclae training of Zone I
 



pp-AYNX 

or FY : . c f 

r~ c0: .~ 

)1 

~ate: 
Dae:O'igea 

I -6i/i: I 
Y 2-

2V 4 C _M 

12 24 
'I3 

6 

-~c 
u 

-­vi 6 .:r--' 

-14 - 2r i 

Z-J 

14j 

1 - 1 '-1 1 I < 

P R 

' 



AP&.JDIX A ( See Section II - Project Description) 

NOTES ON A TRAINING PROGRAM FOR REGIONAL, CERcIE, ARRONDISSITT AND VILLAGE 

HEALTH WORKERS. 

In addition to the primary on-site apprenticeship training of publio health 

workers at the various levels described, this appendix presents a preliminary 

outline of more formal educational methods to be utilized in achieving project 

manpower objectives. 

The Problem 

Achieving the primary goals and objectives of the project necessitates chan­

ging the attitudes, habits and behaviour of villagers with reference to such 

areas as child nutrition, weaning practices, family planning, sanitation and 

other health promotive and disease preventive activities. 

Effecting behaviour change in such basic areas is difficult. The difficulty 

is compounded by the fact that AID knows little about the cultural patterns of 

the diverse Malian coumnities. Further, training of village health workers 

has to be conducted in a local language to a group of illiterate or semi-literate 

people. This poses problems of how to transmit basic skills, knowledge and 

attitudes without strong reliance on the written word, 

To approach a problem of such magnitude, the following are essential: 

- cultural sensitivities and knowledge
 

- selection of individuals as trainers and trainees with sensitivity and
 

demonstrated skill in working with people;
 

- assessment of present behaviour patterns of viljagers relating to health
 

and disease and of reinforcements operating in the society;
 

- assessment of the state of the art in 
 training illiterate populationlin 

health matters. Existing bibliographic materials includes 



1. literature on training illiterate populations in health mattersi 

2. manuals and audio-visual materials for training such popAlatians; 

3. methods for evaluating education programs including illiterates.
 

,oals
 

The overall goals of the training program are to train projest personnel
 

in the development/design, implementation and evaluation 
of village level
 

health workers.
 

Population to be trained
 

The population to be trained include: 

1. a cadre of public health worgers who also operate as trainers: 

regional, cercle, and arrondissement health workers, nurses, midwives 

and wnxiliary nurses, with approximately 6-9 years of elementary 

education and 3 years of health training. 

2. Trainees: a group of illiterate or semi-literate village workers to 

serwe as health educators and providers of simple primary and preventive 

medicine to their village community. 

Instructional Situation 

Trainers, 7-10, will receive training at the regional or cerdle levels. 

Facilities will be simple. Electricity may or may not be available. Training 

will be carried out in French or local language. 

Traineo3s, 50, will be trained at the arrondissement level, in a simple 

village setting. No electricity is available. Training will be conducted 

primarily In the local language, and in part in French. 
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Responsibilities 

Health Workers with Training Responsibili ties: 

1. 	 Plan and implement a comuinity diagnosis including health status 

assessnent, assessment of social, cultural and behavioural patterns 

of the couinnity; 

2. 	 Evaluate data from the cormnnity diagnosis;
 

plan, implement and evaluate a course 
of studies for vil~age health 

worers; 

14. 	select candidates as village health workers;
 

. monitor village health workers;
 

6. 	 evaluate changes in health status and in viligge health worker perfor­

mance as well as changes in village health worker knowledge, skills 

and 	attitude before and after instruction; 

7. 	 revise instructional program on basis of teaching experience. Devise 

a replicable instruction program. 

Village He alth Workers: 

1. 	 deliver health education to villagers in areas of nutrition, maternal 

and child health, family planning, snd disease prevention; 

2. 	 implement preventive programs; 

3. 	 perform simple clinical procedures (see list of tasks and functions 

of village level workers in Section II).
 

Terminal competencies (End of First Formal instruction 
Period) - will be 

followed by programs of on-site continuing education. 

Health Workers/Trainers: 



1. 	 Community Diagnosis: Given a case study is able to perform diagnosis 

as in responsibility No. 1 above. 

2. 	 Evaluation: Given same case history is able to select, iJulement and 

analyse evaluation data from commity diagnosis. 

3. 	 Plan, implement and evaluate course: Given data from his arrondissementp 

is able to plan course of studies relevant to the health needs of villa­

gers, especially mothers and children. 

4. 	 Student Selection: Given data from his arrondisserient, is able to 

select and defend selection procedures. 

5. 	 Monitors village health workers: Given a case study is able to plan 

and implement a method for monitoring a health project involvirg 

villagers in a rural setting. 

6. 	 Evaluate change in health status and trainee performance overtime: 

1"ven a case study is able to plan such an evaluation. 

Village Health Workers L-rmrinal Competencies (end of first formal 

instrucLion period - will be followed by programs of on-site conti­

nuing education: same as Responsibilities (see p. 3). 

Design of Training Program 

Health Workers/Trainers: 

1. Community Diagnosis: Techniques for performing a comunity diagnosis 

are taught via discussion and problem solving methods, both written 

and verbal. 

Participants construct instruments to be used in diagnosing their 

own 	 community and assist with community diagnosis in villages. 



2. Evaluate data from cqonmnity diagnosis: Given written and vioval 

materials case studies and "canned data". participants ana2sis and 

evaluate data; they decide whether training is or is not a solutio. 
In cases where training is contra-indicated, they select alternatives 

to trainina which may involve administrative solutions or solutios
 

involving planning ways of establishing or maintaining behaviours
 

through rewards or githholding of rewards. They then evaluate data
 

from 	their awn community diagnosis.
 

3. 	 Plan course of studies for village health workers: Given data ana­

lysis from community survey involving their own arrondissement, parti­

cipants devise training program for village health workers. They
 

utilize non-formal methods of instruction including group discussions
 

pictures, diagrams, cassettes, flannel boards, cuisinaire rods, (or 

equivalent.), rhymes, games and role plays, etc.
 

4. 	 Selection of candidates: Students as a group design an instrument (s)
 

and procedures for selecting candidates. They test their instruments 

and procedures on "fake" appclicants who have been instructed to play
 

a given role. They refine their methodologr. Then they select 

candidates for their own arrondisscment. 

5. lonitoring health workers: Students learn procedures for monitoring. 

They 	develop a monitoring plan for own set of villages.
 

6. Evaluate changes in health status, performance of workers and in 

knowledge, skills, and attitudes: Learns evaluation skills as they
 

relate to the program. Given a set of dumv,data, participants
 

prepare and interprete a report on the changes in health atabts and 

the o'0her variables.
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7* 	 TRwAi1A training.pown -for-3ilstpa hjLth jigkerg onl basig of 
evaluation data and a design replicable inatruction program. 

Vainees 

1. 	 Health Educations Given set of health education skdlls, 1structor 

demonstrates ways of delivering such an education program by teachin 
the animatrices in the same 	 manner as he would ask them to teaoh the 
villagers. The instructor observes the students teaohin; each other 
and later teaching a viriager(s) under supervision. 

2. 	 Iilement preventive program: Given s et preventive skills, students 
discuss ways of performing and implerenting these. cases whereIn 
skills (i.e; inoculation, preparation of weaning foods, etc are involveds 

students practice performing the skill. 
3. 	 Simple clinical procedures: Students learn to perform these skills by 

watching the instructor, then performing each procedure under supervisiand 

Contining on-site education for rural health personnel
 

The health personnel (from Infirmiers 
d'Etat through auxillaires mid-wives 
and matronea rurales) working in pilot zone, cercle and arrondissement level& 
will be given continuing/periodic retraining in areas of health promotive, disease 
prevention, and basic curative medicine and in planning and administration of 
local health programs. Such 	 training is important to integrate these workers 

into the rural public health system activities. 

Ma ,Use of the pilot areas as sites for continuing education under field 

conditions will permit: 

a) on-going re-cycling of pilot personnelzone at periodic intervals 
b) field bases for imre appropriate education for the national health 

training institutions 
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o) 	 seneration of information and experience to feed into the forml 
curriculum at those national-level training institutions. 

In addition to the"continuous" apprenticeship training of pilot area 
workers especially village health workers as they implement and refine the
 

project activities# the 
project envisages annual or biennial refresher courses 
of 	approximately 1 week in duration. These courses will also serve as an 
evaluation of the training process itself; this knowledge can then We fed back 

in+.o the succeeding training programs. 

It must be emphasized, however, that the most important ("qualitatively 
and 	quantitatively) training of the 	village health workers will involve practio4, 

on-site (village), apprenticeship activiiL-s. 



APPENDIX B
 

TRAINING OF HEALTH PERSONNEL IN THE UNITED STATES
 

Degree/Subject Qualification level 

1. MPH in Health Planning and Administration (MD or R.N.) 

2. MPH in Biostatistics/Epidemiolkgy (MD or R.N.) 

3. MSc or MBA in Health Sei'ices Adminstration (Pharmacist) 

4. MSc in Health Education (R.N.) 

5. "MSc" in Health Services Pedagogy (R.N. or HD) 

All of the above are one-year degree programs for implementation during years
 

02-03 of the project. Trained personnel would return to key MOH positions
 

directly relevant to rural health-planning and administration.
 

Short-term training will be determined according to needs analysis as the
 

project progresses, and likely two/three-months, non-degree programs in the
 

United States for senior-level MOH officials are:
 

Health Policy and Management (Harvard)
 

Health Planning (John Hopkins)
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QUATRIEME ANENDEMENT 
A ''ACCORD DE SUBVENTION DU PROJET 


ENTRr 

LE GOTERNEMENT DE TLA REPUBLIQUE DU MALI 

ET 
L]iS ETATS-UNIS D'AMERIQUE 

POUR 

LF DEVELOPPENEN'r DES SERVICES DE SAINTE RURALE 

,n t,, du: J 

Nc.. du Projet: 688-0208 

.Iffcctation: 72-11X1012 

.,,tion : 812-50-688-00-69-01 


Fiscale: 1980 


Subventions Ant6rieures: 

,:,'. Fi-;.. ]e 1977: 450.000$ 
:::.. Fiscale 1978: 735.0009 

inr:5e Fiscale 1979:1.15.000$ 

..cOd de Subvo'ation du Projet pour le 
":'~i?.,.ppnt des Services de Sant& Rurale

,.1. (lace du 13 Mai 1977, tel qu'il a 6t 
" ~ ("l 'Accord"), est amendC de nouveau 
.:, de fournir une augmentation de 

SOIXANTE MILLE Dollars des Etats-

(260.000,U.S.) et d'apporter d'autres 


.: .'gclcnts conime suit.
 

in, ]'Article 3, Section 3.1., 
le 

..,. ',:ragraphe est amend par la 

.i. on de "DEUX MILLIONS TROIS CENT


.,E dollars des Etats-Unis (2.300.000%

4:.)" et par son rempiacement "DEUX 


.... NS C.INQ CENT SOIXANITE MILLE dollars 

, ;tat.s-Uns (2.560.000MU.S.)"o
 

Substituer A l'Attachoment I a l'Annexe 

, l'Accord le Plan Financier ci-joint° 


FOURTH AMENDMENT
 

TO THE PROJECT GRANT AGREEMENT
 

BETWEEN
 
THE GOUVERNMENT OF THE REPUBLIC OF MALI 

AND 
THE UNITED STATES OF jAERICA 

FOR
 
RURAL HEALTH SERVICES DEVELOPMENT 

Dated: 1.0 -, 

Pt iect umb-es 68-0208 

Appropriation: 72-1 1X1O12
 
Allotment : 812-50-688-00-69--Ol
 
Fiscal Year : 1980
 

Previous Grants:
 

Fiscal Year 1977! $450,000
 
Fiscal Year 1978: 0735,000 
Fiscal Year 1979:$1,115,000
 

The Project Grant Agreement for Rural
 
Health Services Development dated May
13, 977, as amended ("Agreement")
 
is further amended to provide an 
increase of TWO HUNDRED SIXTY THOUSAND
 
Dollars (U.S.260,000) and to make
 
other changes as follows:
 

1. In Article 3, Section 3.1., in
 
the First Paragraph, delete "TO
 
MILLION THREE HUNDRED THOUSAND oltars
 
(U.S.$2,300,O00)"and substitute in lieu 
thereof "TWO FIVE SIXTYMILLION HUNDRED 
THOUSAND dollars (U.S.$2,560,OO)". 

2. Substitute for Attachment I of
 
the Grant Agreement the attached
 

Financial Plan.
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o n ce qui concerne les amendements 
-1,i "i'q~sapports par le present document,:ord reste en stricte application, 


1i FOI DE QUOI, le Couvernt-nent de la: ' du Mali et les Etats-Unis 

,C.,haeunagissant par
de son reprisentant inter-dr-ent
ri ont fait signer ce Quatrime

S ena dant nom etL leur ssont
fait 

!a date de lannde susmentionnge. 

-.izia 
 DE LA REPUBLIQUE DU MALI 
...
-,,, 


/q!; : , (\By
CL__ e.-
 ' 


y tionale,6o\. In Le .ion... p.i. 
V 

3. Except as 
specifically a!ended 
hereby, the Agreement remains infull force and effect. 

IN WITIESS MIUREOF, the Gov'r ......t
of the Republic of M1ali 
md th
 

United States
through of America,its.duly authorizede::ch actingreprenen­tative, hhve caused this Fourth
Amendment' to be signed in their n",-c'and delivered as of the day and year
 
above written.
 

THE UNITED STATES OF AMERICA 
< ,
 

Ronald D. Levin 
Title: 
 DirectorUATD
 

.. ....
 
,
 

'
 " , "I:., " " • 



I 
Ifi'nruexc 1 ~'PICU 

to Annex 1 	 iL Es S1~~ DESU 7 RJP.l7', Po-: g--2fI 	Sdu2> 2; DLL-1,- ' No.LProject -;n: 66"-02 

PL: I _pp=-tISDIPrI 	 f~' Fflz-::21L Pr;:: 

Montant (en milliers de dollars) 
Arount ($000) 

torts au Projet Jusqu'au 30 Ann~e FiL'cale 1980 Total A ceProject Inputs 	 jourSenteibre 1979, Revise Fiscal Year 1980 Total to date 
Through
S2eirbe 1979, Revised 

A.I.D. B(nficiaire 
 A.I.D. BMn~ficiaire 
A.I.D. B~n~ficiaire
 
i. 	 Assistance Technique 

1.278
Technical Assistance 	 1.278 

2. 	 Formation des Participants 3 
Participant Trairamg - 40 75 

3. 	 Biens d'Equipement 
485 -

Colmodities 	 485 

4. 	Autres Couts 
 297 462 150 185 
 447 647

Other Ccsts
 

5. 	 Frais LDpr6-/Inlation 205 70 275

Conitingency/Irf lation
 

TOTAL 
 2,300 462 260 185 2.560 647
 

Cette rubrique peut s a7li uer pour les aU 9ntations de cots imirevi dans lez Articlnlexc~dant pas 20% du irontant ja allou a la rurz e en cours d sa t 	 1-4po 	 uant ac rd pour !es mntat
Ietation suivant accord entre les Parties.

n/ This li it ma b -'§lied :_.zirht un;lbreeeS m -!-s incre;-es in it :. I thrc'h 4 in :; cunts ot to exceed 20%of the an-unt a-.,D-- ... 7cr thegetc 	 item I .- rg.:j inc..- .cd a- -:.jct ty)-_ti--	 " to .- tten >..een tih.P ~ S . 

v 
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I. PROGRAM DESCRIPTION 



Mali - Rural Health Development Project No. 688-11-590-208
 

A. Scope of Work
 

1. General
 

This project is to provide to the Government of Mali (GCOM), tecanical
 
assistance in training and upgrading of Malian auxiliary hualth
 
personnel and in the development of significantly more effective
 
rural system, with emphasis on health promotion and disease pre­
vention at the peripheral (village) level, improved supervision
 
at all levels and logistical organizations to support these
 
services at all governmental levels.
 

Intergration of the rural health activities with other sectors
 
such as agricultural production and basic education will be
 
emphasized.
 

2. Specific
 

a. The specific objectives of this project are to:
 

-design implement and evaluate a demonstration rural health
 
system -- which will:
 

(a) bring health services to the village level, emphasizing
 
health promotive and disease prevention.
 

(b) be intergrated with other community and economic develop­
ment activities such as agricultural production and
 
education.
 

(c) have an operational cost of $200 U.S. or less per capita.
 

(d) promote responsibility and authority for health services
 
in the community, or as close to it, geographically and
 
culturally, as possible, to improve the health status of
 
the majority of the population, with necessary linkages and
 
support from the overall health delivery system.
 

-encourage GOM adaption of the demonstration project as the basis
 
for a national rural health system and promote implementation of
 
the project.
 

-conduct manpower recruitment, training and development for GOM
 
personnel at various levels within the demonstration zone.
 

-develop and promote logistic lines, supplies and equipment at all
 
levels within the demonstration zone.
 

-develop 	annual health budgets which emphasize rural health service
 
systems shown to be cost effective.
 



b. 	The technicians provided by the contractor will be responsible
 
for:
 

-assisting and advising senior GOM health officials in
 
developing improved health services for the rural poor and
 
the creation of an appropriate organizational structure
 

-advising the GOM in health planning and health management
 

-assisting GOM in a demonstration project as the basis for
 
a national rural health system and assist the MOH in adequate

implementation of the project.
 



-2­

-identifying candidates for training at all levels and assist in
 
training programs.
 

-advising GOM in the selection and purchase of commodities related
 
to the project.
 

c. 	Position description of U.S. technician 
- Annex A.
 

B. 	Reports
 

1. 
Quarterly progress reports will be submitted by the Contractor
 
to AID/Washington, AFR/SFWA/Mali (3 copies) and the USAID/Mali

Project Manager (9 copies) within 30 days after the end of each
 
period.
 

2. 
Monthly and annual reports will be submitted by the Contractor
 
to the USAID/Mali Project Manager (3 copies) within 10 days after
 
the 	end of such periods.
 

3. 
The 	Contractor will also prepare an annual report summarizing

problems and progress made to accomplish project objectives.

Distribution same as paragraph 1 above.
 

4. 	The Contractor will submit to the USAID/Mali Controller a
monthly report (1 copy) of cumulative actual expenditures in the
 
same 
line item detail as the contract budget. The monthly report

will also show accruals ­ expenses which have been incurred but
 
not yet billed to AID.
 

C. 	Personnel
 

1. The Contractor will bear full responsibility for adequate staffing

to meet contract objectives. The A.I.D. estimate of team com­position and estimated duration of assignment for the first 18

months of the contract are set forth below:
 

Position 
 Number Man-Months inLocation
 

Public Health Physician (team leader) 1 
 18

Public Health Planners 
 2 
 18
Public Health Advisors 
 2 
 18

Short term Consultants 
 various 
 10
 
Campus Coordinator ( time) 
 1 
 5 (in U.S.)
 

2. 	Specific qualifications and/or experience preferred for project

technicians (U.S.)
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a. Public' Health physician (team leader)
 

-shouldposess a MD degree from an approved medical school, and
 
a MPH degree or its equivalent.
 

-should have had experience in rural health delivery-service.
 

in rural LDC's, preferrably in Africa.
 

-should have experience in program development.
 

-shotldbe fluent in French.
 

b. Public Health Planner
 

-shoul 
posess a MPH degree or its equivalent from an approved
 
school.
 

-sh6uldhave experience in rural health planning and development.
 

-shouldbe able to counter-part MOH personnel on a regional level
 
(supervisory)
 

-shouldbe fluent in French.
 

c. Public Health Advisors
 

-shouldhave a B.S. degree from an approved school in one of the
 
biological science, preferrably a MPH degree.
 

-should-have experience in rural health, preferrably in LDC's
 
and/or in Africa.
 

-should be able to function with counter-parts on district level
 
or below.
 

-shouldbe adaptable to rural, village life and work.
 

-should speak French fluent.
 

d. 	Consultants -
Various experts in Rural Health Delivery Services
 
to provide short-term consultation to the project staff and
 
host government as needed.
 

3. 
The offeror may propose alternative team composition and duration
 

of assignment.
 

D. 	Estimated Term of Contract
 

Funds are available for the first 18 months of this 
contract. It is
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estimated that the project will be completed in 1980. 
 In the
preparation of the cost proposal, only estimated costs for the
first 18 months of the contract should be reflected.
 

E. 	Logistic Support
 

1. 
One 	local secretary will be funded under the contract and all
other secretarial assistance will be provided by MOH.
 
2. 	The Cooperating Country will furnish the Contractor with office
space, office equipment and supplies and in-country transportation.
 

3. 	The contractor will provide its employees with full support, in­cluding, but not limited to housing, maintenance and utilities,

and equipment.
 

F. 	Miscellaneous
 

1. 
Dependents will be permitted to accompany contractor employees.
 

2. 
Contractor employees will be entitled to duty free privileges.
 

3. 
Contractor employees will not receive APO priviliges.
 

4. 	Contractor employees will not receive U.S. Government sponsored

health care.
 



MALI RURAL H1EALTH SERVICES DEVELOPMENT
 

POSITON DESCRPTIONS: 
 U.S. Technical Assistance Personnel 
I- PUBLIC hDUELTII PHYSICIAN (TEAM ]EADER) :I.) 

A. Based in Bamako at Ministry of Hlealth; Cotinterpart to Director of 
tlealth Serv icts or his Deputy. 

11. Coordinates all aspects of project development, including Planning,

implementation and evaluation, ;and project administration in Mali.
C. 
Provides liaison among contract team 
 in Mali, 
contract University
 
in U.S., USAID-Malf, Ministry of Health, Ministry of Rural 
Development, Ministry of Education and other Malian entities.


D. Supervises and monitors channeling of USAID and COM central 
resources into project demonstration Regions, as 
appropriate,
 
Including funds, personnel, training, equipment, and medicines. 

E. Works to achieve integration Into national level programs of 
"results" of demonstration zone activities for replicatlon/expanslon 

elsewhere in Mali. 
F. Acts as back-up and supervisor for other contract technicians 

(based In demonstration zones) who will have primary responsibility
 
for technical supervision and administration of Arrondissement_
 
level and village-level personnel and operations.

G. Ensures developncnt of viable and reliable cornmiodity (mcicines, 
etc.) management system extending from MOH 
to demonstration and
 

Comparison. Zones.Lonal PUBLIC2. Y'eo PH I '.rlY ... 
PIl'flR 
 (Contract-Funded; 
two for life of
 

project)
 

A. 
Based in capital of Region.
 



ANNEX k# 
B. Coordinates all 
aspects of project inRegion, extending out to hpe
 

vil lage-l]evel.
 

C. 
Provides liaison among Region's Project personnel, Regional Director
 
of Rural Dev'.lopment, and Regional Director of Public Health
 

(counterpart) 
.
 
1). Ensures timely distribution of project equipment, supplies, and
 

medicines.
 

E. Coordinates and designs implementation and evaluation of training
 
programs, community diagnosis study and health education programs
 

for demonstration 
zones within Region.
 
3. .....6 H A-LT ADVISOR 
) (Contract-Funded; three for life of project)


A. 
 -iI-es in Cu.- le capital in demonstration zone, with much time
 

spent fin rrondissement villages.
 

B. Responsil for design and implementation of project within demons­
tration zonc1at Cercle, Arrondisn;ement, and village levels. 

C. Supervises Arrondissement-ltvel workers (U.S. Technicians and Malian 

personnel) at Arrondissement and village levels.
 
D. 
Assists in conducting health worker training programs and in
 

designing, conducting and evaluating community diagnosis studies.
 
E. 
Ensures appropriate distribution and control of equipment, supplies
 

and medicines throughout Cercle, with particular emphasis on
 

Demonstration Arrondissement.
 

F. 
Works to achieve coordination of project activities with activities
 
of Op&ration and/or other directly production-oriented economic
 
development activities in the demonstration zone.
 

G. MOH Counterpart at Cercle level.
 



CRITERIAII. TECIINICAL EVALUATION 



Tile following ae the tecLnical evaluation cflteria, includlngrelative wcights, thethat will be used in evaluating all proposals
mitted in response to 
sub­

this solicitation:
 

Technical Evaluation Criteria 
Weieht 

(1) General Quality and Responsiveness of Proposal 

(a.) Completeness and Thoroughness
(b.) Responsiveness to All Terms and Conditions(c.) Acceptability of Proposed Contract: 
Format 


10. 
(2) OrLianization, Personnel and Facilitics 

(a.) Evidence of Good Organization and Manageiment
 
Practice (5)


(b.) Record of 
Past Performance (5)(c.) Qualifications and Availability of Personnel(c-l) Specialists expcriencecd in general develop­
ment problems (10)(c-2) Specialists with relevant A.I.D. experience
in development problems of less develocd 
African countries (0)(c.-3) Spccj,).ists with relevant professional experiencein areas related to this spccific project, includ­ing demonstrated capability in rural health 
manpawer training and developient (10) 

(c-4) Specialists vith relevantarid training for
professional educationbachground this -Ipcific project(c-5) Demonstrated (10)

experience aid farmi.iiarity of theofferer (firm and specialists) of A..V;D. priorityareas in health and development(c-6) Specialist (10)fluent in French (S-3,R-3 level or above (10)­(3) TechnicalAp-a l ch 

(A. ) Understanding of Project 70(b.) Proposed Work Plan(c.) Staffing Pattern 
20 

TO0T A , 100­



w96206 to
 
PP-AK> M92. 

FILE 9I0T
 
ACTION MEMORANDUM FOR THE ADMINISTRATOR 

T1{RU :ES 

FROM : AA/PPC, Philip Birnbaum
 

SUBJECT : Proposed Project: Mali Rural Health (688-0208)
 

Problem: To approve life of project funding in the form of a
 

$3,890,000 technical assistance grant. In addition two waivers are
 

requested for (a)vehicle procurement and (b) 25% host country
 

contribution as required in Section 110 (a) of the Foreign Assistance
 

Act.
 

Discussion: The proposed project is designed to introduce, on a
 

pilot basis, low cost rural health services in selected areas of
 

Mali. The project is responsive to the concerns of the Congressional
 

Mandate as it attempts to upgrade the quality of life of the rural
 

population in the pilot areas by delivering health services not now
 

available. The project is also responsive to the Mali DAP which
 

recommended AID involvement in rural health activities.
 

The project, which has been developed on a collaborative basis
 

with Government of Mali health authorities includes the following
 

elements:
 

(a) Effective distribution of basic health services (emphasizing
 

health promotion and disease prevention) at the most peripheral level
 

of social organization, i.e. the village. Improved supervision to support
 

these services will be organized at appropriate levels between the
 

national and village levels.
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(b) Integration of rural health activities described above with
 

rural community development initiatives taking place in existing
 

agriculture and livestock production activities.
 

(c) Demonstration that such health services can be delivered at
 

an annual per capita cost of $3, of which $1 would-be retrieved by
 

the Government of Mali from revenue derived from the sale of medicines
 

in the project areas.
 

The direct beneficiaries of the pilot project will include 80,000 rural
 

villagers in four selected areas of Mali, who will receive health
 

care services valued at $3 per year in contrast to present services
 

not exceed, 50 cents a year. Selected villagers will receive training
 

which will enable themn to be health delivery agents at the village level.
 

The beneficiaries include the strengthened supervisory levels between the
 

village and national levels as well as the Government of Mali itself which
 

may be presented with the workable low cost rural health delivery system
 

ready for replication.
 

The present technical assistance grant will prc"ide a total of $3,890,000
 

in AID funds over the life of this pilot project. The funding by year is
 

as follows: 
FY 1977 
FY 1978 
FY 1979 
FY 1980 

$ 460,000 
1,126,000 
1,415,000 
889,000 

$3,890,000 

The project agreement will contain a Malian counterpart contribution of
 

$870,500 (18% of total project) which consists primarily of personnel
 

costs and present level medical supply costs.
 



On November 17, 1976 the Africa Bureau Executive Committee for Project
 

Review (ECPR) met to consider the subject project. The general finding
 

of the ECPR was that the project was sound and should be authorized for
 

initial funding in FY 1977. In addition, the following points were
 

critically examined during the ECPR review and appraisal of the
 

project.
 

1. Financial Control within the Project. The ECPR recommended
 

that the $1 being retrieved from the sale of medicines by the Government
 

of Mali (see discussion item c.) be utilized primarily to assure efficient
 

implementation of the pilot project with any remaining funds being retained
 

for replication. In regard to medicine procurement a CP will be incorporated
 

into the ProAg to assure that an acceptable plan for equitable distribution
 

has been agreed upon prior to ordering medicines.
 

2. Family Planning. The ECPR and PHA/POP accepted the recommendation
 

in the PP that no population funds be programmed for the first year of
 

the project. It is agreed that a family planning expert will be
 

involved in collaborating with the Government of Mali health officials
 

during the first year of the project to determine appropriate family
 

planning interventions for introduction into the rural scene.
 

3. Procurement. The project requires a procurement source waiver
 

from AID Geographic Code 000 (U.S.) to Geographic Code 935 for the
 

following vehicles: 

7 Landrovers (incl. 10% $ 77,000 

spare parts) 

30 Mobylettes 13,500 

$ 90,500 
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A full justification for this waiver is found on pages 1-3 of the
 

Project Paper.
 

4. Host Country Contribution. The project will receive only
 

18% of its funding in casho kind from Malian sources. This does not
 

conform with the requirements of Section 110 (a) of the Foreign Assistance
 

Act, but does in fact reflect a strong commitment by the Government of Mali
 

which is rated by 1974 IBRD statistics to be the poorest country in Africa.
 

It was recommended by the ECPR that the 25% host country contribution
 

be waived.
 

5. Finallyi the technical, economic, social,financial and
 

environmental aspects were reviewed by the ECPR and found to be
 

satisfactory.
 

Recommendations
 

1. That by your signature below, you approve the entire proposed
 

grant project ($3,890,000) for its proposed life (FY 1977-80).
 

APPROVED
 

DISAPPROVED
 

DATE
 

2. That you authorize Code 935 procurement of ifotor vehicles in the
 

amount of $90,500 as described in pages 1-3 of the Project Paper.
 

APPROVED
 

DISAPPROVED
 

DATE
 



-5­

5. That you waive the requirement of 25% host country contribution
 

to the project as required in Section 110 (a) of the Foreign Assistance
 

Act.
 

APPROVED
 

DISAPPROVED
 

DATE
 

Clearances:
 

aFR/DR:JKelly
 

AFR/DR:JWithers
 

AFR/SFWA:DShear
 

AFR/GC:STisa
 

AFR/DP:CWard
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GC:GMorgan
 

SER/FM:TBlacka
 

AA/AFR:SSScott
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UNITED STATES GOVERNMENT 

"rMemorandum 
TO SEE DISTRIBUTION DATE: May 20, 1976
 

FROM Review Committee
 

SUBJECT: ECPR Issues Paper on Mali Rural Health Services Development
 

The attached PRP has been reviewed by AID/W technical offices and the
 
American Public Health Association. Based on these reviews and written
 
recommendations to AFR/DR for further project design, the following
 
issues emerge for consideration by the ECPR:
 

A. Issues
 

:L. Health Training
 

Should training programs be limited to health personnel
 
directly involved in the project zones or should other Malian health
 
workers receive such training?
 

2. Coverage
 

Should test zones be expanded to give full health services
 
coverage to a greater portion of the rural population, with a concomitant
 
increase in project costs, and should the concept of "control zones" be
 
retained or eliminated?
 

3. Nutrition
 

Should a nutrition analysis, as part of the community
 
diagnosis, be accompanied by corrective/adaptive nutrition training
 
as an integral aspect of the preventive health care and village action
 
programs?
 

4. Water and Waste Disposal
 

Should analysis and funding for water/sewerage interventions
 
be provided as an integral project component, i.e. upgrading of existing
 
facilities and creation of new potable water sources/sewage disposal
 

systems?
 

5. Financing
 

Should the Financial Analysis section of the current PRP
 

be expanded, or is it sufficient to support this type of project which
 

ABuy U.S. Savings Bonds Regularly on the Payroll Savings Plan 
50l0.1 lO 



-2­

is "pilot" in nature? For example, is the proposed cost of $1.75 per

capita, with an additional $1.00 per capita expenditure by villagers

for comnercially purchased medicines, really replicable nationally?
 

B. Guidance for the PP Team 
 (Points to be considered during
 
PP design stage)
 

1. Training
 

a. 
How, where, for how long, and through what
 
facilities will training of village health workers (VHWs) take place?

How will VHWs relate to indigenous health personnel? How will collabor­
ation with existing national health training schools and regional health
 
training facilities (e.g. WHO regional African centers) be developed?
 

b. What GOM plans and facilities exist for periodic

upgrading and retraining of Malian health personnel?
 

2. Coordination of Project Activities with MOH
 

What will be the two-way flow for decisions, personnel,

commodities, etc. between MOH and project areas? 
 What is the appropriate

level for the country project director to interact with the MO? What
 
specific opportunities exist for meaningful coordination between project

activities and the work of the Ministry of Rural Development in its
 
agricultural operations?
 

3. Village Health Workers
 

Selection, village acceptance, training duties and
 
remuneration of village health workers should be elaborated on.
 

4. Evaluation
 

Specific base-line proposals for annual eva]vntions
 
need to be developed and related to the independent evaIu...4on
 
planned for 2 years after the commencement of project operations.
 

C. Recommendation
 

That AID/W approve subject project after resolution of above
 
issues and issue detailed guidance message for PP design team.
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UNITED STATES GOVERNMENT 

Memorandum 
TO SEE DISTRIBUTION eyA: May 25, 1976 

FROM : AER/DR, Princeton Lyman' F ILE COPY 
SUBJECT: Recommendations to Meet Issues Raised for ECPR Review
 

of Mali Rural Health Services Development Project
 

A. Responses to Issues
 

I. Coverage
 

While the PRP, as designed, proposes to set up control zones
 
and pilot demonstration (target) zones, more attention needs to be
 
directed to the logistic, operational and resource problems related
 
to such a model. In addition, the feasibility and/or desirability

of consciously restricting health services to population groups must
 
be considered. With this in mind; we should opt for a model in which
 
the individuals in the pilot demonstration zone serve as their own
 
control. In such a model, base-line studies would only be done on
 
new population groups immediately prior to expansion or replication

of the mcdel into new areas. The latter appears to be a more feas­
ible model and should result in earlier replication of a debugged
 

pilot demonstration project, particularly after the first few years of
 
the project. The replication of project-type activities could take
 
place in adjacent zones as projected in the PRP.
 

2. Health Training
 

The training component of this project is'intended initially to
 
provide a para-medical training program for the workers in pilot demon­
stration areas. In the future the training program is to be used as 
a
 
model for training para-medical workers for other areas. As a firsL
 
step, the PP should address the capacity and needs for training of
 
such health workers for the target areas during PY 01. The PP should
 
also address itself to items such as: the methods and timing for
 
expansion of the training program; the methods and timing for
 
eventual replication of the training program for other areas of
 
the country (after PY 03); the sites of training, both didactic
 
and field; and the potential source and entry levels for trainees.
 
Inasmuch as the training component of this project is one of the
 
activities to strengthen the health delivery system of Mali, the
 
PP should address itself to the approaches to be used to institution­
alize this program to serve national training needs. In a similar
 
vein, the PP should address itself to existing capabilities for
 
training of individuals at this level, additional resources needed
 
for this program, and resources needed for a national program of
 
this type.
 



3. Nutrition
 

The PP should address itself to 'he needs for nutritional
 
assessments Including making this one 
of the first items of business
 
during PY 01, particularly for the target zones. In addition, guide­
lines for community-level nutritional analyses should be designed
 
into the project as part of the community diagnosis, the health care
 
package, and the curriculum for the health manpower training and public
 
school programs. Nutritional education for the populations in the tar­
get areas should also be addressed.
 

4. Water and Waste Disposal
 

In addition to the interim message on water and sanitation
 
provided in the health care package taught to villagers, the short­
term services of a hydrologist/sanitation expert will be required
 
during PY 01 to develop a profile of the needs, costs and action
 
plan to improve village water and waste disposal facilities for all
 
test zone villages. The PP should earmark $100,000 in FY 77
 
funds for water/sanitation studies of potable water supply and improve­
ment of environmental sanitation (low-cost improvement and construc­
tion of facilities in test zones during PYs 02 and 03). The PP
 
should discuss GOM's current capacity, including assistance from
 
other donors, in this regard (well improvement/sanitation facilities,
 
equipment and trained personnel and GOM budget) both for project
 
needs and for NOH replication in sdbsequent years. Any subsequent A.I.D.
 
support to this component would be subject to a PP amendment.
 

5. Financial Analysis
 

The PRP analysis should be expanded to include MOH budget
 
and personnel analyses, including projections for financing of
 
training, personnel and commodities for project zones. (This
 
ltter analysis will prepare the MOH planning unit for an appreciation
 
or the costs and interventions required for eventual replication of
 
the program in other parts of the country. )With.respect to the
 
assumption that villagers will spend $1.00/capita/year on medicines,
 
the PP analysis should provide verification based'on current experience
 
in Mali and data on expenditures on medicines by rural populations in
 
similar situations in other developing countries.
 

6. Family Planning (Not an "Issue" in "ECPR Issues Paper")
 

The PP should clearly set out what the current GOM policy
 
is in family planning and particularly its program, views and
 
acceptance of family planning commodities. The PP should state
 
how and what family planning and MCH activities will be integrated
 
into the project's health care package, consistent with the evolving
 
GOM family planning policy. This analysis should include require­
ments for FP/MCH consultant services as well as anticipated com­
modity requirements during PYs 01-03. PHA/POP should explore prior
 
to 
final PP design whether Types "A" and "B" maternity kits are
 
eligible for' financing under the $35,000 in Title X funds earmarked
 
for commodities in FY 1977.
 



DISTRIBUTION
 

TA/H:JDavis
 
TA/H:MShutt
 
TA/N: CAdelman
 
PHA/POP/AFR: aliracle
 
APHA:M~errill
 
AFR/SFWA: HAxes
 
AFR/DR: LHillson
 
AFR/DR: SKlein 
AFR/DR: PLyman
 
AFR/DR:HGruppe
 
AFR/DR:NKirby
 
AFR/DR: ECross
 
AFR/SFWA: IRosenthal
 
AFR/SFWA: ICoker
 
AFR/SFWA:DShear
 
AA/APR: SSScott
 
AA/AFR: DSBrown
 
AFR/DP:RI-uesniann
 
AFR/DP :EDonoghue
 
AFR/DR: JKelly
 
AFR/DR: LMMould
 
AFR/GC: EDragon
 
PPC/DPRE: RBobel
 
AF/EPS:Rfuncan/ESegall
 
0MB:RNygard
 
TREAS :JBushnel.
 
SER/PBAR: RSThomas
 



/ FILE c pry
 
Department of State TLGA 

UNCLASSIFIE 8212
 

PACE 11 bAMAKO 01622 111743Z
 

A5
 

ACTION ATU-31
 

INFO -OCT-1 AF-08 OES-06 10-13 /059 W
 

065 23
 

P A 11163Z MAY 76
 

FM AMEMBASSY BAMAKO
 
TO SECSTATE WASHOC PRIORITY 38Z6
 

INFO AMtMBASSY ABIDJAN
 

IiNrLA5 BAMAKO 1622
 

MADA tiESK FOR H. AMES 

AB!OJAN FOR REOSO
 

F0 11652: N/A 
SU8J.4 MALI RURAL HEALTH nEVELUPMENT-OTHER DONOR 

cOnfDINATION. 

REP: (A) oAMAKO 96P, CB) STATE 1110Q37
 

t, INFORMATION ON OTHER DONOR ACTIVITIES IN THE HEALTH
 

COO ON MAY 5. THIS CARLE IS CDO
SETOR RECEIVEn BY 

PLEASE INCLUDE SUBSTANCE AS
SYNTHESIS OF INFO RECEIVEO 


SECTIUN IV OF SUBJECT PRP,
 

VHAN 174-75t DONORS MADE MAJOR CONTRIBUTIONS TO THE
 

HEALTH 3ELTUR, THE CAS CoNI'rRIRuTIONS WERE ESTIMATED TO
 

Ot APPROYIMATELY S3,5 MILLION WHICH IS MORE THAN HALF OF
 

THE ANNUAL $6.0 GOM HEALTH BUDGET, APPROXIMATELY 5M 

PhySTCIANb OR 40PERCENT OF THE PHySICIANS IN COUNTRY ARE 

PROVIOED UNUFR DONOR ARSISTANCE PROGRAMS. WHILE THERE 

15 VE!Y LITTLE CODPDINATION AMONG nONORS, HEALTH 
FOUND IN EVERY REGION OF THEA5513TANC% PROJECTS ARE 


COIiNTRY, THERE IS NO OLIPLICATION OF EFFORT BECAUSL OF­

"AI.11 OVERWHELMING NEED AND DEPENDENCE ON ASSISTANCE. 

DONORb CHunE PROJECTS FROM A GOM SHOPPING LIST OF 

RQRIOxITIES WITHIN THE SECTOR OR MAY DEVELOP THEI OWN
 

UNCLASSIFIED
 



' 1.TRANSACTION C009, ,I RIlJ 
AGINZY FOR INTERNATIONAL O9V9L0,WENT ("X".joprulf box) 	 PRP 

PROJECT REVIEW PAPER FACESHEET. ff..dr;GaI r'aWw C[]iENT 

TO tE COMPLETED BY ORIGNATING OFFICE Q Add 0c ogl" Oo 

2. COUNTRY/ENTITY 	 " . DOCUMENT REVISION NUMBER 
HALT
 

4. PROJECT NUMBER 	 5. BUREAU S.PROPOSED PP SUBMISSION DATE 

a.lyntel b. Cod 	 m110.PI. 

7.PROJECT TITLE - SHORT (say within bhwek.is) 	 8. ESTIMATED FY OF AUTHORIZATION/CBLIGATION 

IRUral Health Services Development ] a. INITIAL FY b. FINALFY 18101 

9. ESTIMATED TOTAL COST (SCO00 or cui':3lcnt, $1 ­

10 ALL YEARSFIRST YEAR FY 
b.FX c. L/C d. Total .. FX f. ./C g. Tolel 

AID APPROPMIATEO TOTAL 500 _00_4,__1 50091 

a. FUNDING SOURCE 

(Grant) 	 ( I0 500 1 t 4,691 1 1 4.691in , 1 

(hLean) I ) ( ) ( ) ( I( (
 

Olher 1.
 
U.S. 2. 

HOST GOVERNMFNT 73 73 1,190 1,190
 
OTHER DONOR(S)
 

TOTALS Soo 73 573 .4,691 1,190 5,881 
,, 
 10. ESTIMATED COSTS/AID APPROPRIATED FUNDS IS)LL 	 YEARS 

a. A fpo. b.Prirnsry 	 FY j IVY._-,Prlmary 	 .
 
pr 1,1;n Purpose Tech. - -~~T-­

(,Alpha Code) Code Code d. Orant . Loan f,Or nt i. Loan ht.Giant 1. Leafl . Qt. I k.Lean
 

- - Aoan 7 _ _ 1313 	 -- _200____I14_120--

TOTALS 500 	 950 1,313 4,'691_ 

II'.I;OC-J&CCT PUP-OSE(S)'(jtay within brackets.) Check ifdifferent from PID 

F 	To assist the GOM in developing a low-cost health delivery system 

to meet the needs of the rural poor who comprise over 90Z of Mali's
 
population.
 

L 	 _J 
12. VWIRF CHANGES MADE IN PID FACESHEET DATA. BLOCKS 12. 13, 14. or 15? IF YES. ATTACH CHANGED PID FACESHEET. 

13. PLANNING RESOURCE REOUIHEMENTS (atsff/funde) 

'"4.11IpJ13TINGOFFICE CLEARANCEl1b. 	 Oart Received inAIDIW. at For 

Sjna,, *. . --	 AIDIW Documents, Dat of 

Difilibtio 

Till* 	 Date signed 

" t Ir~7 l " 	 ma. deyp.m.d der y,. 

AID 13:0.3 17.751 

-I 



OPONAL FORM o. tP A . 
JULY 73 01TION 
GSAl FPMA (41 CFrI 101. 1.6D 

UNITED STATES GOVERNMENT 

Memorandum 
TO 	 : SEE DISTRIBUTION DATE: November 11, 1976 S­

: AR/DR, John Withers F'
FROM 

SUBJECT: AFR/Executive Committee (ECPR) Meeting on PP for Rural Health - Mali
 

The ECPR will meet at 2:30 p.m. on Wednesday, November 17, 1976, in
 
Room 6320 NS to consider issues and other factors bearing on authorization
 
and implementation of the project.
 

An issues paper is attached for your review prior to the meeting.
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UNITED STATES GOVERNMENT 

Memorandum
 
TO 
 The Africa Bureau Executive Committee 
 DATE: November 11, 1976


for Project Review (ECPR)
 

FROM AFR/DR, John Withers 

SUBJECT: Issues Paper for Mali Rural Health PP
 

I. General
 

The subject PP was reviewed by the project committee on September 7,
1976. The general finding was 
that the project is sound and responsive

to the Congressional Mandate as 
an innovative low-cost approach to

development of a host country capacity to reach its most disadvantaged

groups with minimal essential health services. 
The project committee

recommends approval of the project subject to resolution of the follow­
ing issues.
 

II. Specific Issues
 

A. The Village Health Worker - Non-Payment Issue.
 

Discussion: 
 The Village health worker, a critical action
agent in the project, is not to be paid.by the project or by the
 
GOM. 
Local mechanisms for compensation are yet to be worked out,
but will probably consist of acombination of revenues from the
 
sale of selected medicines and community support in cash or 
kind.

An equitable system of rewards and controls preventing abuse needs
 
to be.developed. The project committee was concerned on both compen­
sation and control issues, especially in relation to the distribution
 
and sale of medicine.
 

Recommendation: 
 An equitable system of compensation for the Village

Health Worker with adequate controls should be developed and built
 
into the Project Agreement (perhaps a type of local revolving fund
 
could be developed - see following issue).
 

B. Proceeds from Sale of Medical Supplies.
 

Discussion: 
 It is proposed that cash generated at the local

level,from the sale of medicines, 
 be transmitted to the National
 
Level semi-annually for deposit in a controlled account for use in
later project replication, or- if the project is not replicated ­ for
 some other mutually agreed health sector use. 
The project committee
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was concerned over the lack of programming for these resources and the
 
fact that'they will not be retained at the local level.
 

Recommendation: The Project Agreement should spell out for what uses
 
these resources will be spent as well as provide for strict accountability
 
for the proceeds of sales and the possibility for retention of funds at
 
the cercle or arrondissement level for the strengthening of the project
 
and related services in the corresponding zone.
 

C. Drug Distribution.
 

Discussion: AID-supplied medicines will be channeled to the
 
zones through the MOH to regional and cercle levels. The development
 
of adequate and reliable logistic systems to assure the flow and
 
tracking of the commodities remains to be developed although some
 
ideas are provided in the PP.
 

Recommendation: The distribution system for drugs should be designed
 
and negotiated with the GOM for inclusion in the project agreement. The
 
system should assure that distribution is fair, equitable and adequately
 
controlled. A periodic commodity reporting system should be included.
 

D. Family Planning.
 

Discussion: The project committee, faced with strong opposition
 
from the CDO to incorporation of a family planning element upon initiation
 
of the project, recommended that population funds only be allocated from
 
the second year onward, pending a determination that a family planning
 
component can be legitimately and appropriately built into the project
 
or designed as a complementary activity.
 

Recommendation: That no population funds be obligated for Mali in
 
FY 77. (PHA/POP has agreed to this.) Subsequent proposed obligations
 
should be reviewed and cleared by the Africa Bureau with clearance from
 
the CDO. Such a determination would be based on the first year evaluation.
 

E. Waiver fc- Counterpart Requirement (p. 4 of PP)
 

Discussion: Based on the assertion, from IBRD statistics, that
 
Mali is Lhe pborest country in the world with extrcmely limited financial
 
resources to meet the needs of its citizens, a waiver is requested to
 
allow a GOM contribution of 18% of total project cost.
 

Recommendation: The waiver should be granted.
 

F. Waiver for Code 935 Procurement of Vehicles (p. 1 of PP)
 

Discussion: A standard (for the Sahel) Code 935 procurement
 
source waiver is requested for the purchase of seven Landrovers and
 
30 Mobylettes.
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Recommendation: The waiver should be granted.
 

G. Four-year Length of Project.
 

Discussion: Given the institution building and innovative 
nature of this project a four-year fe can be strongly supported. 
Obligations bey ' e hrd year, however, must be 
based on a thorough evaluation of the effectiveness of the project 
up to that point. 

Recommendation: A complete project evaluation should be scheduled
 
for the end of the third project year (over and above planned surveys,
 

annual comparative evaluations, and monitoring activity.) Findings
 
should be reviewed by AID/W prior to fourth year obligations.
 

H. Replicability.
 

Discussion: As this is a "social" rather than an economic or
 

production project, neither a conventional cost/benefit analysis, nor
 

a viability analysis was attempted. Cost-is clearly -n issue, however,
 
with respect to replicability.
 

In the case of health, of the 1975 national budget of $95 million,
 

approximately i0% was destined for the sector, or approximately
 
$1.70 per capita. The predominant share of this goes to fixed
 
costs of facilities and personnel in the capital city and other
 

urban centers so that the portion reaching rural areas is probably
 
no more than $.50 per capita. Yet a planning figure of $2.00 per
 

capita has been set as a reasonable amount for planning health
 
services that can be supplied to the rural population. To provide
 
thiLs amount will require a major reorientation of current expendi­

tures away from high cost,primarily urian facilities (in effect,
 
resource redistribution).
 

The ultimate success of the project (in terms of selling a concept
 

to the GOM) and its replicability will depend on the demonstration
 
effect of the project of the cost effectiveness and efficacy of a
 
rural-oriented health program of this nature. The project committee,
 
while satisfied as to the cost effectiveness of the project in an
 

absolute sense (approximately $2.00 per capita effected) was not
 

sanguine concerning replicability and expansion without continuing
 
external assistance.l/
 

Recommendation: That there be a full realization of the need for
 

continuing external inputs if the system is to be expanded. It is
 

recommended that other donor assistance, thr.ough the Club des Amis,
 

be encouraged in support of replication once the project approach has
 
been validated.
 

.1/See page 4.
 



-4­

1/ A corollary to the issue in the context of the Mali country program
 

is that the issue of cost feasibility really needs to be viewed in a
 

larger perspective than just this project. It is possible, for example,
 

in the case of this initiative and a number of others in Mali to show
 

financial feasibility of a discrete activity. It is suspected, however,
 

that if all activities funded by AID and other donors currently and due
 

for implementation over the next few years were to be added up in terms
 

of human, other operating, and capital cost requirements from the GOM,
 

a serious overburdening of the budget would become evident as well as
 

a growing lack of capacity to deliver on counterpart commitments.
 

Given this perspective, it is recommended that an analysis be carried
 

out of current and planned GOM counterpart commitments in terms of
 

human resources, operating costs and investment costs against total
 

available GOM revenues and other programmable resources. Based on
 

the findings of such an analysis AID could tailor planned inputs
 

more realistically and deal more effectively with the cost issue
 

which arises on every new project.
 


