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PART I

SUMMARY AND RECOMMENDATIONS

A. Facesheet: (See previous page)

B. Recommendations:

This Project Paper recommends that:

- AID assist the Government of Sudan (GOS) in the strengthen-
ing and improving of its Primary Health Care Program by providing
grant funding in the amount of $18,063,000 of HN and POP funds over
life of the project

- AID assistance be administered over a five-year period (FY
1980-FY 1984) focussing on three essential areas:

{. Delivery of PHCP services
2. Institution of MCH/FP element
3. Strengthening Planning/Management/Logistic support

- AID approve the waivers and conditions included in the Pro-

ject Paper which are considered essential to successful project im-
plementation.

C. Project Description:

In order to assist the GOS to meet basic health needs of its
rural population, this project has been designed to suppourt the Pri-
mary Health Care Program (PHCP) which is the prime GOS health acti-
vity in the rural areas. The activities in this project are selected,
as addressing the highest priority constraints con dalivery of health
services in ruril Sudan. These activities will be carried out joint-
ly by the appropriate GOS governmental institutions under the leader-
shio of tne Ministry of Health, and by contract personnel to be sup-
lied by this project. The specific technical inputs have been selected
on a basis of relevance, practicality and replicability in both the
ongoing develocment of rural health activities and the initiation of
regional governmental institutions. In order *o be responsive to both
AID objectives of serving the poor majority and to GOS objectives in
fostering decentralization, trha geographic scope of this project lies
in the Soutn and West of Sudan. The ultimate goal of the project is
the prevention of disease and the promotion of health in the rural
areis, especially for wemen and children.

Specific Project Comoonents and Activities

{a) 'mproved Celiverv of DHCD Services:

(1) Inm-country zraining, escecially of a refresher
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and reorientation type, for the broadest possible coverage of exist-
ing trained personnel.

(2) Provision of training facilities, complementar-
to existing centers, which can provide both training and retraining.

(3) Development of radio broadcasting facilities to
undertake pilot health education activities in support of PHCP personnel.

(4) Limitied third country and U.5. training.

(5) Assistarce in expanding dispensary ‘overage of the
project area.

Provision of part of the drug requirements to be

(6
oject area.

)
used in the proj

(b) Inclusion of MCH/FP in PHCP

(1) Development, in conjunction with UNFPA, of curri-
culum far MCH/FP training of PHCP and other personnel.

(2) Reorientation training of existing midwifery and

basic training - traditional birth attendant personnel, in conjunc-
tion with UMFPA,

(3) Provision of training facilities to be used for
in-country training.

(4) Observational third country, and limited U.S.,
training.

(5) Support of UNFPA activities in rural areas in
material terms.

(c) Strengthening Planning/Management/Logistic Support of
HCP

:

(1)  Provision of management, planning and logistic ::z-ex-
-iz2 -3 assist GOS in effecting decentraiization.

(2) Reinforcing physical logistic system for PHCP
with warehouse and vehicle requirements.

(3) Assistance in providing in-country training in
planning, logistics, management and data c¢ollection techniques use-
ful in the PHCP.
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D. Summary Findings

The PHCP is a creation of the GOS to address tha health needs
of the rural areas. Reinforcing of activities already underway
(albeit in limited scope) is the most effective utilization of funds
available through this project, while at the same time avoiding a
costly proliferation of health service institutions with a concomi-
tant long-term drain on recurrent budgets. New initiatives in MCH/
FP and rural radio broadcasting are being done in conjunction with
other donors er on a pilot basis, for absorption into the PHCP,

Phasing of project activities has been undertaken specifically
to support the GOS decentralization policies related to the develop-
ment of new regional goverrments. The project also provides AID with
an opportunity to ultimately fold two existing closely related health
activities (Northern Primary Health Care and Southern Primary Health
Care) into a more unified management unit.

Tne project meets all applicable statutory criteria and is

ready for the immediate commencement of implementation activities
upon authorization.

E. Project [ssues

(1) This project has been designed to be responsive to develop-
mental objectives in rural health and has consciously been relieved of
addressing macro-economic objectives toward which a health sector
activity could address itself. This transition has been made upon
the assumption that fID will continue to address macro-economic issues
using other funding me<hanisms.

(2) MCH/FP activities have been included with full aware-
ness of the GOS despite their lack of a formal family planning policy.
The recent GOS/UNFPA project for $12.5 million underlines the GOS
commitment in this area. Funding for MCH/FP activities is drawn from
AID population funds to assure that MCH/FP objectives are appropriately
included and monitored within the PHCP.
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PART II
PROJECT BACKGROUND

A. Introduction

The Sudan is a vast country (over 2.5 million sq. km.) which
covers a land mass greater than all of Western Europe. VYet it is very
unevenly populated: much of the desert country of the Northern Region
is uninhabited while in the agricultural areas of the country the
population density averages about 50 persons per sq. km. The over-
whelming majority of the population of 16 million Sudanese, approxi-
mately 90%, is rural, and most of them are subsistence farmers and
herders. Although per capita figures are not very reliable, the 1976
figure of USS 271 per capita GNP is illustrative of the grinding
poverty faced by the people of Sudan.

This poverty finds expression in many aspects of life. The
average life expectancy is about 48 years and infant mortality is
140/10C0 1ive birtns, The crude birth rate is 49/1000, and the crude
deatn rate is approximately 24/1000. Estimates of the population
growth rate rarge from 2.5 to 2.9% annually. Less than half of the
rural population has access to a water supply judged “safe" by govern-
ment standards; for most nomads and most settled peoples simply gett-
ing any water at all is a severe problem during the dry season. An
inadeguate diet, unclean water, poor sanitation, endemic diseases and
iradequate maternal and child care are factors contributing to health
problems in the rural areas. Quite apart from the p.cture of suffer-
ing and needless death reflected by these health statistics is the
economic impact of disease and illness. The Sudan is a predominantly
agricultural country. Although there is no accurate data on the effects
of disease and illness on the ability of these people to plant, tend,
harvest and transport foodstuffs, observation and comments from in-
formed individuals indicate that the toll of poor personal health on
rural production is great.

B. 50S Health Pnlicy

In 1975, the Government of Sudan (GOS), with assistance from
the World Health Organization (WHO) and donor agencies prepared a
National Health Programme. This planning effort was based on a tho-
rough analysis of Sudan's health problems and the factors that must
be overcome to improve the health status of the Sudanese people.

Briefly these factors include: a primarily rura! population
with a sizeable nomadic component; a large country wit- diverse
geographic and climatic cc-ditions; significant parasit:c and commu-
nicable diseases that affect large numbers of people; environmental
sanitation problems; inadequate safc water; protein-calorie malnutri-
tion in several sections of the country; and a high illiteracy rate.
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Cn the basis of this analysis, the GOS developed a strategy
for meeting the health needs of the nation. First, a specific national
health policy was established whose key components are:

1. The provision of preventive and social medical services
that stress: control of endemic and epidenic diseases; maternal and
child welfare services; school health; immunization of children against
tuberculosis, smallpox, diphtheria, pertussis, tetanus and polio;
health education; improved environmental health.

2. Coverage of the population, especially in rural areas,
with primary health care.

3. The training of health manpower, especially in the areas
of preventive and social medicine.

4, Consolidation and improvement of curative health insti-
tutions,

Plans ware made for eight specific 6-year health programs;
malaria; (nationwide). malaria (man-made); primary health care; con-
trol of bilharzia in irrigated areas, safe water supply; environmental
health, food (dura) production; and onchocerciasis control and pre-
vention.

Of the eight programs, the Primary Health Care Program (PHCP)
has been emphasized by the GOS. This is in part because it is the
most comprehensive in its approach and has the potential of incorpo-
ration elements from the other seven programs. Tne PHCP is low-cost,
based on community participation and utilizes health workers selected
by the community. It also offers the GOS the best opportunity to
reach the rural and the nomadic peoples with preventive health care,
as required by the GOS national health policy.

In October 1976, the GOS sponsored an International Donors
Conference at which the National Health Programme and the PHCP were
reviewed, and technical and financial support was elicited. While
some assistance was promised, the amount was not great. Despite this,
the GOS decided to begin implementation of the eight programs using
whatever resources it could commit.

C. Overview of the Health Sector Infrastructure*

The delivery of curative, promotive and preventive services
under the Mational Health Programme (NHP) is dependent upon four

* H.S. in this paper refers to the health care delivery system of the
GOS. While there is a limited private health care system which involves
physicians who work on a fee for service basis and some private clinics,
these are not included in this definition.
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subsystems in the health sector infrastructure:

personnel

facilities
Togistics/supply system
health data system

1. Personnel and Facilities**

At the village level, the »asic level of the health
delivery system, there are three types of workers:

- Traditional Birth Attendants (TBA) who have little or no
formal training and who perform deliveries.

- Village Midwives (VMW) who have formal training and provide
1imited maternal and child health services (not present in
all villages).

- Community Health Workers (CHW), and among nomads, Nomad
Community Health Workers (NCHW) (not presertu in all villages).
These are two new categories of health per:wonnel who receive
nine months training in curative, promotive, and preventive
services.

The CHWs are stationed in Primary Health Care Units
(PHCU) which are the simple one or two room facilities. The VMWs are
not assigned to the PHCU but may utilize it for clinics.

At the next level of this pyramidal infrastructure is
the dispensary. This is a somewhat larger facility where outpatient
services are provided and referrals are received from PHCUs. The
dispensaries are sta“fed by a Medical Assistant (MA) who gives simple
curative and preventive care and provides supervision for the village
Tevel CHW. A Nurse-Midwife is also stationed at the dispensary and
provides MCH services (including deliveries) and supervises the vil-
lage midwife.

Two or more dispensaries and their satellite PHCUs are
served by a health center. This is staffed by a senior Medical Assis-
tant, one or more Nurses and a Health Visitor (HY). The latter is a
femal nurse-midwife with one additional year of training who also
supervises YMWs. The health center and its staff can give both out-
patient and some limited impatient services. The staff of the health
center also provides supervision for its related dispensaries.

Above the health centers are district nospitals. These
are staffed by one or more Medical Officers (MO) including specialists
in the larger hospitals, several medical assistantc and nurses. Dis-
trict hospitals provide primarly curative care on both an inpatient
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and outpatient basis,

The district hospitals in turn are backstopped by, and
refer patients to, provincial hospitals. These offer a broad range
of curative services and are staffed by medical officers, nurses,
nurse-midwives and medical assistants.

Administration of this pyramidal infrastructure of
facilities and staff at the provincial level is through the Assistant
Commissioner for Health (PACH). He is the person responsible for all
health management and line functions including curative and preven-
tive care in the provincial health delivery system.

The PACH reports through the Provincial Commissioner
to the Regional Ministry of Health (in Juba in the South and in the
future the new Regions in the North). Jnder the current GOS decentra-
lization policy, the PACH has a great deal of autonomy, particularly
in resource allocation. In the North the PACH submits his health
budget through the Provincial Commissioner to the Provincial Council.
After it has been aporoved, it is forwarded directly to the Ministry
of Finance (MOF) in Khartoum, bypassing the MOH.

The Regional Ministry of Health in Juba has a coordinat-
ing and policy making role for the six Southern provinces. The Minis-
try of Health in Khartoum provides overall administrative leadership
for the entire health infrastructure. It is actually the Central
Ministry of Health (CMOH) for the entire country. Under the system
of decentralization, most administrative functions are delegated to
the provinces. The CMOH, however, is responsible for such functions
as:

National Heaith Planning
National Manpower Training
National Medical Stores
Health and Vital Statistics
International Health
Capital Construction

2. Logistics/Supply System

The personnel and facilities described above are sup-
ported by a logistics/supply system. It is headed by the Chief of
the Central Medical Stores/Khartoum (CMS/K) of the Central MOH.
This department supervises the distribution of all equipment and sup-
plies from the point of arrival (usually Port Sudan) through the
regional and provincial warehouses, and into the provincial hospitals,
district hospitals, health centers and dispensaries* (Also see
Annex E).

* For a more detailed description, please refer to Report of the Health

Sector Assessment Team - Sudan, Africa Bureau, AID, WAshington,DC.
September 1577. (Available in AFR/DR/HN)
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3. Health Information System

The third subsystem in the health sector is the stati-
stical/information system which is operated by the CMOH's Directorate
of Statistics and Coordination. [t receives information on vital
registration, statistics on morbidity and mortality from hospitals
and health centers, and data on curative, promotive and preventive
care from the dispensaries and PHCUs.

0. Constraints in the Health Sector*

1. Achievements

Since the inception of its new health policy in 1975
and the beginning of the implementation of the six year National
Health Programme in 1976, the following have been accomplished:

- a significant number of new healith workers, particularly
at the village and community level, have been trained and
placed in the field;

- a large number of facilities at the village level have been
constructed, primarily by self-help;

- health services are beginning to reach the rural poor, in-
c¢luding the nomads who have had few, if any, such services
before.

2. Constraints

At the same time, Sudanese health professionals have
been evaluating their program and have identified a number of problems
and constraints:

- the National Health Programme is comprehensive, but perhaps
too ambitious in its scope;

- the economic situation of Sudan has seriously affected the
availability of development funds, especially for training,
construction of health facilities; and purchase of drugs,
gasoline and other supplies;

- the transpertation and communication sector upon which the
health sector must rely to bring services to the rural poor
is inadequate;

- the health infrastructure, and particularly the health data
and logistics/supply systems, are inadequate to support the
demands of an expanding health sector;:

- there is still an overemphasis on curative care partly be-
cause the concepts of disease prevention and health promo-
tion have not become integrated in the training and think-
ing of health workers;

* For a more detailed description, please refer to Report of the Health
Sector Assessment Team - Sudan, Africa Burea, AID, Wahington, DC.,
Septemper 1577. (Available in AFR/DR/HN)
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- the coverage of rural villages and nomadic population is
poor; most still lack access to bhasic health care;

- there is inadequate supervision of personnel, particularly
at the PHCU and dispensary level;

- maternal and child health, the core of primary health care
has had a low priority and maternal care is provided prin-
cipally by village midwives and traditional birth attendants
who do not have adequate training and equipment.

- there is fragmentation of services at the village level,
and little cocordination of MCH, healtn educaticn and safe
water in the rural community.

Of particular concern is the slower rate at which the
health sector is expanding in the poorer parts of the country, notab-
1y the four western provinces and the Southern Region. The health
sector problems of the Southern Regicn are particulary complex. The
six Southern Provinces were devastated during the recent civil dis-
turbance. As a result there are few trained health personnel and
insufficient facilities Here, a combination of geographic and cli-
matic conditions, inadeq.ate resources and insufficient infrastructure
combine to. slow the progress of the health programs.

AID's Rural Health Support Project is desianed to assist
the Sudanese Ministry of Health in addressing these constraints to the
Primary Health Care Program.

By choosing to focus its nheaith support on the Primary
Health Care Progeam, USAIS/S is nat ignoring other key health problems
in Sudan. GOS programs in endemic diseases (malaria, schistosomiasis,
onchocerciasis) are worthy efforts but assistance from USAID/S is not
proposed at this time.

E. Project Implementation - Summary Description*

The inplementaticn of the Rural health support project in the
North will be carried out by a private contractor who will be select-
ed to provide the necessary technical services and to monitor the
training, construction, flow of commodities*, =oui szims=o-sd 7i-1: ZIT
Program funds.

In the South, the non-competitive procurement of services wili
be negotiated with the African Medical and Research Foundation (AMREF),
an American private voluntary organization with experience in Southern
Sudan. AMREF will nrovide similar overall technical support ard
management (see Annex P fer non- competitive procurement waiver).

* For a detailed description of the implementation plan see Part V.
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GOS supervision, cogrdination and direction of the project
in the North will be provided by a Project Director who will operate
in Khartoum. In the South, the Director ofi the Primary Health Care
Program will serve as the project coordinator and monitor for the
Regional MOH in Juba.

A steering committee chaired by the RMOH Director of Medical
Services has been established to coordinate activities in the Southern
Primary Health Care Project. The committee is composed of representa-
tives from RMOH inciuding the Director of the Primary Health Care
Program and from AMREF.
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PART III

THE PROJECT

Al Goal Structure of the Project

1. To improve the health status of the rural poor.

2. Project Purpos2

To improve tne capability of the Ministry of Health
td deliver primary health care to the rural population of Sudan,
yith special emphasis on Maternal and Child Health and Family Plann-
ing.

3. EQPS

Rural health services are operating effectively in the
rural areas of seven provinces (four in the Northern Region and three
in the Southern Region).

B. Rationale

Primary health care programs are an important means of meet-
ing basic human needs, particularly among the rural poor in develop-
ing countries. Improvements in the availability and quality of health
services in rural areas can help relieve suffering caused by the
burden on disease that falls heavily on the poorest groups. Extending
lTow-cost, appropriate health care to the rural poor promotes growth
with equity by providing services to those least able to purchase
health care. A healthier population has a creater productive capacity;
they are able to grow more food and engage more successfully in other
productive pursuits.

The project will provide support to the Primary Health Care
Pregram of the GOS, which was developed by the government with assis-
tance from WHO.

The concept and design of the Primary Health Care Program
is consistent with the ideals expressed at the conference on Primary
Health Care in Alma Ata, USSR, in 1978, and endorsed by virtually all
nations. It is also consistent with AID's new health policy, parti-
cularly in its emphasis on the health of children and of mothers at
and around the time of birth. The Primary Health Zare Program in
Sudan is a rural-based, preventive program, depending on trained
village-level health workers, rather than a curative, urban-based
program heavily dependent on physicians and sophisticated technology.
AID's project, #s coordinated with the UNFPA, will help introduce
family planning as part of comprenensive MCH services, an approach
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that has the support of Sudan's Ministry of Health. Finally, in
addition to projected training inputs, the project will provide need-
ed assistance in logistics, management, and planning, areas univer-
sally achnowledged to be critical to the success of primary health
care-programs.

C. Project Strategy

1. Given tne recent GOS emphas.s on decentralization,
this project proooses to design and implement most activities on a
regional or provincial basis, rather than at the national level.
Existing health activities (Southern Primary realth Care Project -
SPHC) in the Southern region as well as the general experience of
managing activities on a regional basis by the Southern Regional
Government (SRG), strongly suggest that substantial emphasis be
placed in this project on activities in the Southern Region. Such
operaticnal activity will allow the project fana the GOS) to refine
regional operational technigues which may be applicable in the new-
1y created regions of the North.

For purooses of both equity and growth, the project
proposes that two of the new regicns in the North be selected for
implementation activities in addition to the Southern Regiun. (These
regions being consistent with the Mission's CCSS).

The new ragions of Kordofan and Darfur {each consist-
ing of two provinces) are proposed as they include large elements
of the poor majority in Sudan. Implementation activities will take
place on a phased basis, Kordofan tnen after two years Darfur, to
permit refinements to be made based on experience from both the
Southern region and the first region in the Nortn.

This policy of reqgionalization is believed tc benefit
the provision of health services ov ennancina local participation
and permitting the tailoring of health service to local situations.
Decentralization may involve the placement of additioral manoower
and equipment at the regional level, but the costs involved should
be compensated for by the increased interaction of mid- and upper-
level health professionals with operational problems on a practical
development lover .

2. An :dditional feature of oroject strateqgy is the desire
by USAID and the GOS to limit the recuirements of high-level manage-
ment time necessary to implement activities in the health sector.

Without uprooting those activities now ongoing in the North and South,
the strategy of this project is to attempt to:

a. create a cormon core of activities which will
initially support and pe complementary “o those ongoing grojects,



MISSING PAGE
NO. o /=



(14)

bottlenecks, and improve project efficiency.

In addition to building upon its ongoing health projects,
USAID/S also proposes to utilize a phased approach in the planning
and implementation of this project. This will give the Mission the
recessary flexibility to allocate resources and accommodate such
significant variables as the diverse cultural and demographic charac-
teristics of the population. This approach is described more fully
in Part V, Implementation.

—_ ~ 2 o - Ak P e = n

Le T, 2CT 2 - TS

1. Improved Delivery of Services under the PHCP

To strengthen the system of delivering services under
the PHCP this project provides inputs in the following areas: (A)
training, including construction and equipping of training facilities,
(B) construction and equipment of dispensaries, (C) provision of
drug supplies, and (D) introduction of radin health education. Each
of these activities will be described briefly below.

a. Trainina

At present, the delivery of health services . 1d
commedities at the village level is inadequate due to deficienc:eas
in the broad areas of administration and management, human resources
develcpment, facilities for delivery of services and training of
personnel and lcgistics/supply capabilities.

Until now the training and full experience of
front-line health workers has not been coordinated. Except for ihe
CHW, there has been little emprasis on community outreach and the
integration of curative, promotive and preventive care.

In addition, not enough CHWs and YMWs have been
trained to provide the expected coverage because of recruitment pro-
blems, insufficient number of tutors for *aining and inadequate train-
ing facilities, both in number and quality.

The training element of the project will increase
accessibility and availability of rural nealth services under PHCP:

- by increasing the training caoacity of the pre-
sent infrastructure

- by incorporating into the curricula material
that will give all new health workers,the know-
ledge, skills and abilities to provide services
in oromotive and preventive nealtn as well as
curative care

- by improving job cer<grmance of nealth workars
already in trhe sys*em including those in super-
visory roles =nrouch refresher courses, reorientation
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and continuing education programs.

Increasing the training capacity of the present
infrastructure will be done by:

- preparing additional tutorial personnel thriugh
in-country and through short-term participant
training in a third country

- Timited technical assistance for curriculum
development and training with the MCH/FP elements
being done in conjunction with the UNFPA

- the construction of facilities for training of
personnel.

In the Southern region, technical-assistance

and participant training of a greater magnitude will be provided ref-
lecting the paucity of trained personnel.

Expanding the scope of activities performed by
front-line workers will be accomplished by supporting and improving
the present pre-service and in-service training programs. Curriculum
and training specialists will evaluate the content of courses and the
methods of presentation for the purpose of enhancing the integration
of new concepts into the activities of the workers. Teaching aids
will be provided to the newly constructed facilities and also to
those already in existence. A better mix of theory and field practice
will be possible through the provision of vehicles to the training
schools making possible supervised work in the village environment.

Improved job performance depends not only on the
initial training given to a worker but also on follow-up guidance
and supervision in the field. Provision of motorcycles, on a pilot
basis, may make it possible for the MA in the dispensary to travel
to the PHCUs which are his responsibility. Motorcycle utilization
is presently being tested by UNICEF in Rural Gezira and Blue Nile
provinces and their results will be scrutinized before procurement
is commenced.

At the village level selected CHWs and VMWs will
be provided with bicycles which will make it possible to expand tneir
areas of coverage. The CHW can then go beyond his PHCU into the
village and areas nearby to be involved in such things as planning
placement of latrines and other activities more related to preventive
aspects of health. The village midwife usually covers more than
one village. The bicycle will make travel easier, especially as she
carries her midwifery kit on home visits and to the PHCU where she
can schedule clinics. Such use of motorcycles and bicycles in selec-
ted areas will be observed to see if the quantity and qualities of
services provided have been enhanced by improved mobility.
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Lastly, continuing education programs for im-
proved job performance will not only update and expand skills of
health workers, but will also provide a mechanism for strengthening
professionalism and giving moral support to the front-line workers.
(See Annex B).

Inputs to be provided in this component are tabu-
lar1zed in Tablé 1 . In brief, they consist of lcng-term technical
assistance in healTth education (located in the South) which will
be supported by appropriate short-term advisor:(both North and South)
especially in curriculum review and training evaluation. Extensive
training will be provided to GOS personnel, the large majority of
which will be in-country. Limited funding is provided for training
in the U,S, as well as selected third country sites. To build to-
ward a situation where adequate training facilities are available,
the project will provide for the construction of six training cente:s
(four in the south and two in the north) and will provide appropriate
equipment in these centers, Location and type of training centers
is located in Annex H, Finally, vehicles will be provided for the
long-term advisor as well as to each of the training centers, as will
funding to provide for operational costs,

b. Construction of Primary Health Care Units &
Dispensaries*

1. Primary Health Care Units
A significant feature of the PHCP is the

se]f-help component at the village level. In practically all pro-
vinces, PHCUs have been built by the communities usirg locally avai-
lable materials. Those provinces wiich are better off economically
(Gezira, Khartoum) have almost reached their six year quota of PHCUs.
Some of the very poor villages in the Western and Southern provinces,
however, have not been able to keep pace.

In order tr speed the pace of PHCU construc-
tion and support self-help efforts, the project will provide local
currency to enable Village Councils to purchase window frames, door
frames, poles and other locally available building materials as app-
ropriate, This will assist in alleviating the present shortfall of
PHCUs.

2. Dispensaries

The building of dispensaries has also laaged.
In the South only 65 of 763 have been built and in the North 450 of
198Q. For the number of operating dispensaries and PHCUs by province
see Annex B, Through its ongoing Northern and Southern Primary

* For informaticn concerning s te selection, plans and specification,
costs and constructiQn schecdule, Engineering Analysis, Annex H.



TABLE 1

COMPONENT CPST BREAKOUT

($°000)
lnput Level of Effort Value Component PHCP MCH Management
- pm 000
TA . $
LT  Proj Myr/liealth planner (N) £4 585 585
MCH advisor (N) 54 450 450
Prov Coord (N) (K) 54 450 450
Proj. Mgr (S) 36 17 117
Health Planner (S) 54 176 176
Health Educator (S) 54 176 176
MCi Advisor (S) 54 136 136
Prov Coord 25; Wau) 54 176 176
Pruv Coord (S) (Rumbek) 48 156 156
Radio Producer Sg 36 17 "z
Prov Coord (N} (D 36 300 300
Prov Coord {S) (Malakal) 54 176 176
Adwin Assistant (S) 54 176 176
3190 293 586 237
ST 630 100 60 470
TRG 3821 393 646 2782
us 3 96 32 32 32
Ird Country 250 68 106 76

346 100 138 108
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Input Level of Effort Value Component PHCP MCH Management
Unit 000
$
com

Trucks 8 200 200
Vehicles 20 365 158 5% 158
Motor bikes 62 96 96
Bicycles 300 72 84 18
Spares/TRP 330 148 33 149
Drugs : 2200 2200
Warehouse equipment 330 30
Training equipment 237 23]
Radio equipment 85 85
Furniture 127 1" 116
Office equipment 55 55
Dispensary equipment and other 90 90
Boat 2 2
MCH equipment and supplies 225 225

414 3078 Kk 1005

CONST

Warehouse 12 . 399 399
Training Center o 936 710 226
Dispensary 12 861 861
flousing . A48¢ 53 429
Other 35 35

213 1624 226 863

# 3 district training centers #% § in South
2 mid-wifte trainlng centers 6 1in North
1 CHW trunlng school
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Input tevel of Effort Value Component PHCP MCH Management

OTHER
AMUY Overheai 1065 564 501
Veh Maint/0P © 350 150 50 150
Other 180 95 85
1595 809 50 736
Continyency 1017 472 n? 428
Inflation 4157 2207 373 1577
5174 2679 490 2005
TOTAL 8683 1881 7499

- 18063
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Health Care Projects, AID is already providing support to build 17
dispensaries. In this project support will be provided for the con-
struction of six dispensaries in the North and six in the South.

The GOS will meet the recurring costs of operating and staffing the
PHCUs and dispensaries which will be built.

The construction itself will be done through
the Ministry of Public Works in the North and through subcontractors
supervised by AMREF in the South. Dispensary site selection criteria
will include:

- availability of at least three associated
PHCUs in the service catchment area;

- availability of, or MOH commitment to supply,
staff for the dispensaries;

- availability of a contractor to build the
structure;

- potential for, or existence of, a nearby
safe water source;

- availability of skilled and unskilled
Tocal labor;

- an acceptable engineering/architectural
site assessment study.

Preliminary dispensary site selection will
be done during the development of initial provincial work plans,
with final site selection to be done by the Provincial MOH/PWC just
prior to construction.

Supervision of the construction in the North
will be through local engineering firms on sub-contract to the con-
tractor.

Equipment for these dispensaries will also
be provided by the project ard is consistent with existing GOS dis-

pensaries. -

¢. Drugs and Supplies

One of the mzjor constraints in the PHCP is the
scarcity of durgs for the CHW at the village levei. Assistant Com-
missioners of Health complain that with only a few drugs to dispense,
the CHW loses his credibility in the community and has a difficult
time promoting preventive health activities. With the increasing
numbers of PHCUs and dispensaries, the problem is becoming acute.

The procurement of drugs by the MOH is made difficult because of a
lack of foreign exchange.

The project will therefore underwrite the cost
of $2.2 million in PHCP drugs and supplies to be procured by the MOH
with assistance from the contractor, which will be gradually phased
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out over the 1ife of the procject. The North will receive $1.2 mil-
lion in commodities which will be for the four targeted provinces
under the project. The three targeted provinces in the South will
receive$1,0 million. This amount for the South will be spent for
drugs and equipment through AMREF during the project. This will
enable the South to utilize the more expeditious supply route through
Mombasa, Kenya, until the PHCP's own logistic supply system is in
place. Because the amount of project funds allocated for drugs and
supplies is insufficient to supply all PHCP dispensaries and PHCUs
in the targeted provinces over the life of the project, the follow-
ing priority allocation will be used: 1) dispensaries built under
the project and the AID Northern and Southern PHCP projects and
their satellite PHCUs; 2) PHCP complexes being staffed by personnel
trained under the project.

To help defray some of the recurrent costs, the
project will experiment in the South with donation boxes for volun-
tary contributions for all participating PHCUs and dispensaries.
This scheme which has been working on a pilot basis in both North
and South has been endorsed enthusiastically by the Minister of
Health in the South and by several Assistant Commissioners of Health
in the North. Other community schemes will be worked out during
the project.

d. Improved Health Communications for PHCP

The communications component of this project con-
sists of two pilot sub-projects: 1) Radio broadcasting, making use
of CHWs for teaching health, nutrition and community development
information at village-level radio forums: 2) Radio broadcasting
for continuing education for CHWs.

Evaluations of PHCP oreraticns to date

indicate that CHWs must become more active in preventative medicine
and community education and development. They conclude that CHWs
need stronger field support, encouragement, opportunities for advan-
cement and supervision.

1. Broadcasting to Radio Forums: The principal
pilot project for radio planned here is "radio forums" organized by
CHWs and used as vehicles for promoting preventative medicine and
community development in two southern provinces (Bahr E1 Ghazal and
Lakes). For further discussion of the rationale for establishing
radio forums in the south, see Annex F. Radio forums have been used
for teaching health infurmation in Tanzania, the Philippines, Peru
and elsewhere, A usual forum is made of nn more than twelve members
of a village who meet one evening a week to listen to and discuss a
30-minute radio broadcast, although the project may test use of
shorter programs in this pilot phase.




In addition to broadcasts, key parts of a
radio forum project are utilization field support, getting resources
and teaching materials into the field, feedback and evaluation to
get maximum audience participation, keeping programming relevant to
village needs, and maintaining cost-effectiveness, L

Part of what makes this radio forum format
justified in Sudan is that it provides a way to help shif+,the CHWs
carry out their community education responsibilities. It also prc-
vides 3 mechanism for getting useful information about health, sani-
tatien, nutriticn and child-care directly to the grass-roots level.
Third, because a successful radio project requires investment in a
field support staff, this same staff can provide a source of addi-
tional supervision and support for a range of CHW activities.

Personnel running one of the only two radio
broadcasting stations in Sudan, at Radio Juba, as well as senior
spokesmen for the Southern Regional Ministries of Health, of Culture
and Information, and of Transport and Communications are en*husias-
tic in their support of the project. The proposed implementing
contractor for AID's Southern PHCP operations, under this project,
the African Medical and Research Foundation (AMREF), is already
active in radio broadcasting for health in Kenya and Tanzania and
is eager to develop new programs in Southern Sudan. Finally, addi-
tional Tccal resources to support this broadcasting are avaijlable
at the newly-formed Distance Education Section of the University
of Juba's Department of Education, AID's Summer Institute of Lingui-
stics projects, and at a health, agriculture and development radio
broadcasting unit of the Sudan Council of Churches, also in Juba.

2. Broadcasting for In-Service CHW Training:
A second component, which will also use Radio Juba, is educational
radio programs aimed at CHY and other health workers in the field.
The content of these programs will parallel radio forum content so
CHWs can take stronger leadership where radio forums are active.

The rationale for using radio for in-service
training of CHWs is that training broadcasts will provide useful
information to improve CHW expertise and performance. These will
also reduce a sense of isolation ard of being forgotten by provid-
ing an opportunity for at least some reqular exchange with RMOH.
Third, these broadcasts will provide a step for CHWs who want oppor-
tunities to show ability and to take on more reponsibility in the
PHCP hierarchy. Fourth, AMREF already runs an active extension
program in "correspondence" health education for front-line health
workers in fast Africa.

The objectives of the radio forum broadcast-
ing project are to teach practical information related to health.
In addition to nutrition, sanitation, and child care, this includes
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information on livestock raising and yeterinary medicine, as well
as agriculture.

Broadcasting is to take place in two languages
initially, although SIL resources may be utilized later for other
Tocal languages. Although the official languages of Southern Sudan
are English and Arahic, thece are not widely understood outside pro-
vincial capitals. The best available estimate, discussed in more
detail in Annex F, is that the population of the South totals 3.07
million. 0Of 53 language groups in the region, Dinka accounts for
1.26 million peoplie or 41% of all Southern residents and Nuer accounts
for 480,000 people or 16%. Because these two languages are the most
widely spoken in the south and are also concentrated in Lakes and
Bahr E1 Ghazal provinces, the radio project plans use of Dinka and
Nuer, while concentrating fieldwork in these two provinces as a pilot
phase.

Field organization to support group activi-
ties, provide print and poster materials, answer gquestions, and to
serve as a conduit for feed-back and field recordings is indispen-
sable. In the radio forum prcject each group has a leader who pro-
vides organization, has access to a radio and takes attendance.
Between four and five forum group leaders report to one monitor.
Monitors are to be a@ither CHWs or local community leaders and are
expected to visit each forum group regularly, prov.ding local orga-
nization, keeping forum leaders informed and answering questions.
Field supervisors are full-time workers responsible for 35 to 55
monitors each, and are expected to meet regularly with them at local
seminars forum cn an individual basis.

Technical assistance, local personnel, train-
ing and commodities that make up the radio bruadcasting project are
discussed in Annex F.

2, STRENGTHENING MATERNAL AND CHILD HEALTH
AND FAMILY PLANNING

Among the most pressing health problems of the Sudan are those
associated with maternal and child health. Infant mortality is app-
roximately 140/1,000 live births. Maternal mortality is estimated at
209/100,000. The crude birth rate is 49/100Q and fertility varies
from about 5.4 to 7.9, depending on the province,

Problems of Pregnancy and Child Birth

From a review of existing data, a more detailed picture emerges.
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conducted in Khartoum Hospital showed that 17.9% of all infants had
Tow birth weight, overall mortality was 7.4% (and this in the largest
hospital in the capital city). A survey of 1,000 vncomplicated deli-
veries in the hospital in nearby Omdurman revealed a rate of hemorr-
haging of 186.6/1000 and a rate of "other complications" of 207.1/
1600. 1t has pee~ estimated that traditional practioners - traditional
birth attendants (TBAS) or village midwives, perform 80 to 90% of a:}
deliveries in the Sudan. The most common problems of mothers at the
time of delivery include toxemia, obstructed labor, anemia, malnutri-
tion and infectious hepatitis.

The prevalent practice of female circumcision (in particular,
the Pharaonic form) often leads to hemorrhaging, obst.-uction of labor
and other complications at the time of delivery. The problems of
neonatals are usually birth trauma (especially when traditional mid-
wives use harmful techniques), neonatal teianus, respiratory distress,
and gastroenteritis.

No national statistics exist on mortality and morbidity among
children under 5 years of age in the Sudan. It is known that the
principal health problems of infants ard young children include pre-
mature birth; malnutrition and anemia resulting from poor weaning and
feeding practicies; infections (particularly infant diarrhea and re-
spiratory infections); rheumatic fever; and other communicable diseases
(especially measles, polio, whooping cough, tetanus and diptheria).

Malnutrition

Few reliable surveys exist on the extent and severity of mal-
nutrition in the Sudan, particularly in rural areas. It has been
estimated that between 20 and 70% of pregnant women have signiyicant
iron deficiencies. Contributing to malnutrition among children are
traditionai beliefs and practices. For example, although 35% of
children are breastfed for two years, often without adequate supple-
mentary foods, mothers will wean infants suddenly when they discover
they are pregnant, in the erroneous belief that breast milk from a
pregnant woman is harmful to the nursing infant. Food taboos also
contribute to malnutrition, there are prolonged dietary restrictions,
invoked when a child has diarrheal disease.

Adult malnutrition is most likely related to patterns of food

distribution and utilization, and cultural and seasonal factors, with
economic factors also playing a major role.

Family Planning

There is no official Sudanese government policy on family plann-
ing. Unofficially the GOS supports family planning as a means of pro-
moting materna: and child health through the reduction of the risks
of high parity and its consequences for the health and welfare of the



child. Thus, family planning is considered a means of child-spacing
for the promotion of maternal and child health rather than the 1limi-
tation of births for population control. There is a belief in many-
guarters that Sudan's population is small given the vast land area

of the country. Nonetheless, there is now support for the integration
of family spacing into maternal and child health services. The GOS
and the UNFPA have recently signed a $12.5 million program to rein-
force activities in this field.

Evidence of the need for family planning in the Sudan is the
rapid population growth rate of approximately 2.5% high infant and
mortality rates, apparently high fetal wastage (i.e. stillbirths and
spontaneous abortions), a high percentage of the population under
15 years of age (approximately 45%), and high levels of infertility
in some areas of the South. Few studies of knowledge, attitudes and
practice in family planning have been carried out, a~d there is vir-
tudally no information on rural areas.

Some family planning zctivities are carried out by the Sudan
Family Planning Association (SFPA), an IPPF affiliate) and the Sudan
Fertility Control Association (SFCA) is conducting research with sup-
port from IFRP and the International Fertility Research Program
(IFRP) and the Association for Voluntary Sterilization (AVS). The
World Fertility Survey is also being conducted in rhe Sudan. (See
Annex C for additional details on these programs).

The MCH Strategy of the Government of the Sudan

The National Health Proyram formulated in 1975 placed priority
on MCH-related activities, but there was no clear identification of
MCH in the Program. DOelivery of MCH services is currently uncoordi-
nated, highly fragmented, and maldistributed, with emphasis on the
curative rather than the preventive and promotive aspects of health.
There are several single purpose health programs that involve MCH
services adninistered through other Ministries with their own priori-
ties. There has been no coordination to eliminate duplication of some
aspects and neglect of others.

Coordinaticn of MCH in the MOH has been hampered by the absence
of a department with a directo» who has legal authority for developing
policy and programs. Th2 Minister of Health, recognizing this need,
has planned the creation of a MCH unit and assigned a Deputy Director,
as well as large numbers of other personnel.

The strategy of the Government of the Sudan is to integrate
Maternal and Child Health Care (including family planning) into the
broader Primary Health Care Program (described above) rather than to
create a separate MCH/FP program. There will, however, be MCH coor-
dinators in each of the 18 provinces, and there is a national MCH/FP
program administrator whose offices are located in the Omdurman Hospital
near KXhartoum.
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MCH/FP has not to date been emphasized in the training given the
paraprofessional workers in the PHCP. Moreover, the regular nursing
and medicine curricula are inadequate in their coverage of MCH/FP.
Thus, the major task facing the MOH will be to provide practical train-
ing in MCH to all members of the health cadre, including Medical Assis-
tants (MA), Health Visitors (HVs), Village Midwives (VHWs) and Commu-
nity Health Workers (CHWs). Emphasis will be c¢cn training CHWs and
VMHs in the delivery of MCH/FP services, since they have the greatest
contact with women and children in rural communities. Other workers
will be trained in basic service delivery and presumably in the super-
vision of the category(ies) of health workers for whom they are res-
ponsible. The GOS has also recognized the potential MCH/FP role that
can be played by other community- level personnel - namely traditional
birth attendants (TBAs) and village volunteers - if they are trained,
particularly where no government-employed health personnel are avai-
lable.

In October 1979, U.N.F.P.A. sponsored a national conference on
Maternal and Child Health and Family Planning to articulate in greater
detail a national MCH-FP strategy. At the conference, participants
agreed that the principal objective was to improve MCH-FP services by
training CHWs and YMWs to deal with such areas as nutrition, gastro-
enteritis, prolonged labor, high parity, breastfeeding, screening of
high risk cases, health education, record keeping, complications of
pregnancy (anemia, toximia, malnutrition, etc.) oral rehydration,
referral and family planning. Interest was also expressed in integ-
rating the expanded program in Immunization into MCH/FP.

Steps to be taken to incorporate MCH/FP into the PHCP will be:

1)  Revise all training curricula to include material on MCH/
FP (nutrition, health education, immunization, etc.)

2) Strengthen the resources and capacities of existing train-
ing schools.

3) Provide in-service training through short workshops, tech-
nical training, and seminars at the provincial and village levels.

4) Provide short courses for village volunteers and 7BAs
where there is no VMW.

Current Activities in MCH/FP

The United Nations Fund for Population Activities prepared a
"Needs Assessment for Population Assistance" in lcte 1978. The UN

sponsored MCH/FP conference in October 1979 followed up some of the
recommendations of the assessment. U.N.F.P.A. subsequently negotiated
with the Ministry of Health a 5-year (1980-1984) grant to support
MCH/FP activities throughout the Sudan. The project was submitted

in November 1979, funding of 33,772,000 is expected to be approve in
June 1980, and the project should begin in July 1980. I[n fact, the
GOS has already begun some of the activities in the project. The
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U.N.F.P.A. funded project essentially provides support for the acti-
vities prescribed at the 1979 conference.

The U.N.F.P.A. grant includes $1.2 million for training; $1.57
million for equipment {drugs and contraceptives, MCH/FP kits, vehicles,
and construction), $825,000 in salaries and personnel support and
$120,000 for operational research (5-year totals). Emphsis will be
on preventive aspects of MCH/FP and on the integration of MCH/FP with-
in the existing PHCP system. The program will be based in the Omdur-
man Maternity Hospital, but provincial MCH/FP coordinators will be
appointed. In brief, activities to be carried out under the U.N.F.P.A.
funded project include:

- new job description;

- revision of curriculum;

- roordination with the national teacher training program in
MCH/FP;

- support for provincial health worker schools (equipment,
facilities, educational material! in MCH/FP), e.q. 2 regional
training centers, in Juba and E1 Obeid;

- provision of MCH/FP to rural health facilities;

- support to other community health workers who can provide
MCH/FP*,

- research on such topics as KAP in breastfeeding/weaning, TBAs
(numbers, practices, receptivity to training), contraception
and lactation;

- 56 vehicles and funds for gas and maintenance.

The project is designed to be.nationwide and to reach most VMWs,
CHWs, and MAs.

A.1.D.'s MCH/FP STRATEGY

AID's strategy for strengthening MCH/FP in the Primary Health
Care Program of Sudan is to complement the efforts of the G0S, aided
by UNFPA and to reinforce the program. After reviewing the UNFPA
MCH/FP grant proposal, the mission has concluded that the project is
underfunded, particularly in the amount set aside for jeeps, construc-
tion and renovation. The quantity of MCH/FP kits and drugs that will
be purchased with UNFPA funds will probably not be sufficient to supply
a material program over a five-year period. Moreover, UNFPA (for
reasons relating to problems with their previous MCH program in the
Sudan) will only support the training of the rural health workers.
Finally, the UNFPA supported program does not adequately address the
MCH /FP training needs of the worker currently providing the bulk of
MCH services, the traditional birth attendant.

* This presumably means TBAs and village volunteers, but no detail
is provided on activities nor does funding seem to be included.
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g. The A.I.D. Supported MCH/FP Program

Thus the MCH/FP campanent of this project will reinforce and canmple-
ment the UNFPA program by providing additional funds for kits, drugs and
construction of training centers. It will support continuing and refresher
training in MCH/FP for all lewels of health workers, but with emphasis an
Village Midwives and TBAs. Urban as well as rural health perscrmel will,
however, be included in training. Regicnal MCH/FP coordinators for MCH
will receive training (probably 3 months each in a third country) in sub~
stantive areas of MCH/FP as well as in the planning and administration of
MCH/FP programs. A.I.D. will also assist regicnal MCH/FP coordinators
and others respansible for MCH/FP programs to develop appropriate super-
vision and support services to institute MCH/FP services.

h. Traditional Rirth Attendants

In the Sudan, with the exception of Gezira Province, a TBA attends
80-90% of the deliveries. In Kordofan and Darfur Provinces, locale of
the AID Northern Primary Heal':h Care Project, 92% of the deliveries are
attended by TBAs. Even with the proposed acceleratian of the village
midwife training program, coverage of rural areas will certainly not be
attained by 1983 when the CHW cadre is scheduled to be in place nationwide.
During the transit.onal period when the TBA is being replaced by the VMW
there is need to provide training and support services to these indigenous
health service providers to up—grade their skills and knowledge of MCH.

The (W is predominantly a male cadre in the Sudan and is for this
reason constrained by cultural mores in providing health services to wamen.
In programs to pramote maternal and child health, the TBA and VMW are key
members of the PHC team.

The technclogy for training and supervising TBAsS has been developed
and has been successfully applied in many LDCs, including the Sudan.
Studies indicate that where such programs have been carried out, maternal
mortality has been reduced and TBAs have applied the improved procedures
taught. WHO/UNICEF program guides and training manuals are available.

This type of program is relatively inexpensive as has already been
demonstrated in the Sudan. As in other training programs, necessary
inputs incluée costs of assessments of needs (though in this program, AID
will support anthropological surveys of TBAs' roles and capacity for addi-
ticnal responsibility as well) planning, local training, provision of basic
equipment kits and supervisory services. It does not involwve such recurrent
costs as salaries of the trainees. TRAs would continue to be paid by their
clients for their services. Central support services would help to develop
aonsistent policies, to carry out studies and evaluations, to provide
cansultation, and to supply program guides, training materials, and basic
supplies required by provincial and local authorities for implementaticn
of these programs.
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i. Procedure: -

Training programs will be initiated at the district level, or
as close to the village level as possible, when assessment of the
situation indicates the need for such programs. The training will
be planned and implemented by the nearest appropriate training centers.
Methodologies will be adapted to local conditions and to the needs
of the trainees. The training program for 7BAs will be integrated
into the broader training programs for village level workers to foster
a team approach to village health work. It is imperative that other
members of the health cadre understand the role of the trained TBA
and support her in MCH/FP activities.

Continuing refresher training and referral support services
for the TBA following the training period will be planned and imple-
mented at the district and local level. Continuing assessments of
the needs and evaluation of the program will be the responsibility
of health administrators at the district and provincial level. Sup-
port at the national level for TBA training programs will include
policy development, program guidance, consultation services on plan-
ning and curriculum development, but provision of training materials
and basic supplies will be done at the provincial or district level.

Jo A.I.D. Activities in MCH

General: Strengthen the capacity of the PHCP to deliver MCH/
FP services.

Components:

Technical Assistance

1 full time MCH advisor in North and in South;

Short term TA in regions;

Short term MCH/FP training/curriculum to review UNFPA
materials;

Short term to put together information on TBAs and design
pilot training program.

Training: Back up refresher training to be done under UNFPA
project.

- 1800 VMWs trained in MCH/FP

1800 CHWs training in MCH/FP

- 400 TBAs trained in MCH/FP

Short term training, MCH/FP medizal officers in regions
Training of urban health cadre in MCH/FP.

Construction: 2 VMW training schools
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Commodities;

- Training equipment

- Books, manuals, materials
- Drugs

- Addrtional midwifery kits,

Studies and Evaluation; These are described in the "Special
Studtes and Evaluations" secticn.

- Anthropological/sociological study of TBAs (north and South)

- Pilot TBA training program

- Evaluation of CHWs and YMNs trained with UNFPA support to
modify curriculum if necessary. (MCH/FP needs assessment).

Extensive study of the health needs of nomad communities and the
experience of NCHWs and Village Midwives has been done by two anthro-
pologists, David and Angela Chell. Their wa&ny recommendations on the
selection, training, placement, and supervision of NCHWs, just made
available in draft, should be carefull;, reviewed and used in-the design
of project support for nomadic populations. The Chells present infor-
mation on the role of TBAs among the nomads, and taking into account
that VMWs now cover only 1% of all nomads, and in view of the interest
and abilities of nomad TBAs, strongly recommend short term training of
nomad TBAs to strenyg:hen MCH services. Their specific suggestions on
how to design the training program should be considered as the details
of project implementation are developed.

3. Improving Planning, Management and Logistics Systems

A. Planning and Management

Responsibility for the planning and administration
of many of the projects and operations of the Ministries of Health in
the North and South have been delegated to the provinces, according
to the GOS action program for governmental decentralization. Provin-
cial responsibilities include the administration of virtually all
healt h facilities (one exception is teaching hospitals), the running
of tr~ining courses, the collection and processing of health informa-
tion and provincial level planning. Provincial recurrent health bud-
bets and province development budget requests are submitted directly
to the Ministry of Finance and Ministry of Planning respectively, by-
passing the central Ministries of Health in the North and South. It
is expected that this procedure may be modified with the advent ot
regional governments in May 1981.

The central ministries are responsible for long
range planning, evaluation, the setting of national policies and
standards, vital statistics and medical supplies and logistics. At
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both the central and previncial levels there is iimited capability

to translate the policy objectives of the Primary Health Care Program
into a coordinated, effective, functioning national program. Skills
need to be strengthened, particularly in operational planning, program
evaluation and resource allocation. The traditional approach to ver-
ticai planning by directors of specific components of the PHCP will
need redirection to focus on horizontal planning for the broad spec-
trum of services of these programs. The shift in emphasis from cura-
tive to preventive services will demand greater coordination between
hospital and public health program components to assure proper balance
in the use of limited resources.

Well-planned and articulated health programs and
projects should elicit greater support from the Ministry of Finance
and the Ministry of Planning in their roles as allocators of scarce
resources. Consequently, an analysis process of the PHCP must be
incorporated into health planning. This will provide a firm and con-
tinuing basis for monitoring health policy and strategy choices for
program development, as well as for the analysis of interrelationships
within the sector.

Responsibility for health planning is shared be-
tween the Central MOH, the Regional MOH's in Juba and the West and the
Assistant Commissioner for Health in the Pivovince. Planning capability
and resources are scarce at the regional and provincial levels. This
is due, in part, to an inadequate data collection and information
systeri which is unable to provide sufficient data upon which to base
planring decisions. This project will assist in strergthening the
health management so that it will be an important planning tool at
the regional and provincia® levels. [t also will seek to increase
the planning capability ot all Tevels to ensure better allocation of
funds, improved perscnnel utilization, and more efficient commodity
distribution.

Management skills at the central, regional and pro-
vincial levels will also have to be improved as the PHCP is expanded.
Many of the administrative positions in the health system are occupied
by physicians and others who may not have had formal training in mana-
gement. The project will seek to increase the capabilities of these
administrators through in-service training, refresher courses and
seminars.

The planning and management activity of this project
will involve three main elements:

- strengthening of planning and management functions

- establishment of training programs for health
administrators

- strengthening of health management information
systems.
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1. Strengthening of Planning and Management Functions
at the (Central, Regionai and Provincial Levels

To improve the various planning and management
functions at the Central, Regional and Provincial Ministries of Health,
technical assistance will be provided in this project as follows:

) In the North, a long-term Project Manager/Health
Planner will be assigned by the contractor to the GOS Project
Implementation Unit in Khartoum. He will work closely with the GOS
Project Director and monitor all project-supported activities direct-
ed to the four participating provinces in the North. He will coordi-
nate actirities with his AMREF counterparts in the South, and with the
Chiefs of Party of the ongoing AID Northern and Southern Primary
Health Care Projects.

His work will also involve the development and
implementation of health planning systems and training of health
administrators in coordination with the Training advisor of the NPHC,
for the PHCP in the North. He will also coordinate his activities
with his AMREF counterparts in the RMOH - Juba and in the Soutnern
provinces (see below). In the South, a long-term health planner (54
pm) will be provided through+AMREF and will have similar functions
in the Regional MOH, Juba, besides being actively involved in develop-
ing the health information system for the South.

Short term technical assistance will be provided
by the contractor in the North to the MOH for a health economist (4
om). He will be responsible for assisting the initial Regional Govern-
ment in the development of annual budget procedures, financial analyses
of budgets and recurrent cost projections. In addition, two short
term advisors will be provided to each of the four participating
Northern Provinces on a phased basis. They will assist the Assistant
Commissioners for Health and their staffs in evaluating and planning
their PHC and Programs. They will then determine the constraints to
program expansion and the resource requirements that will te needed
to overcome those problems.

Short term technical assistance in the South will
be provided through AMREF to assist the Regional MOH and the partici-
pating Southern Provinces in the fields of:

resource allocations and program budgeting
personnel and facility survey methodologies
operations research design

health care administration

health economics

health management systems,



(30)

In the North, the project will place two provin-
cial coordinators, first in Kordofan and then after two years in
Darfur. Tn the South, the project will provide through AMREF three
long term provincial coordinators. These provincial coordinators
will assist in developing the provircial PHC programs in Lakes, Bahr
E1 Ghazal and Upper Nile prcvinces 1 collaboration with the PHCP super-
visors in those provinces.

2. Support to Project Implementation Units

The project will urderwrite the local costs of
establishing the Project Implementation Ynit in the MOH. This in-
cludes a salary supplement for the Prcject Director, salaries for a
secretary, clerk, administrative assistant and driver as well as office
rent and equipment. A 4-wheel drive vehicle also will be provided.

In the South, the project implementation unit is the
PHC Department which is located tempcrarily in a guest house in Juba.
Obviously, this is not adequate for an expanding program. Through
AMREF, the project will fund the renovation of the first floor of
the Regional Ministry of Health to provide adequate office space.
This will enhance integration and consolidation of PHCP activities
with related RMOH units.

Some commodities (e.g. office equipment and supplies)
will be provided to the GOS Project Implementation Unit in the MOH,
the PHCP office in Juba and the PHCP offices in the participating
provinces.

The project will also fund AMREF project management
costs. which include, (a) the Juba operation: project manager and admi-
nistirative assistant and local hire secretaries, clerks, drivers,
watchmen and (b) essential project backstop support from the Nairobi
office of AMREF: project administrative officer, project accountant,
supplies/procurement officer and secretary and senior Nairobi staff in
health behavior, training, communications, finance, etc.

The Executive Director and Administrative Assistant
of the New York office of AMREF will require 15 person months each to
support proposed AMRLF activities under the project. Other direct
costs include travel, per diem, office equipment, flying time and admi-
nistrative expenses.

) 3. Establishment of Training Programs for Health
Administrators

Under this aspect of the management and planning
component, health administrators in the Central, Regional and Provin-
cial MOHs, who have working relationships with the PHCP, will be
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pro¥;ded with in-country training gpportunities to improve their
skills in;

information/statistics

planning and programming for health services
human resources and physical resources
budget, accounting and audit systems
personnel procedures

supply and maintenance, and

management practices.

To assist in this effort, the project manager in
the North and in the South will work with Sudanese counterparts from
the CMOH, RMOH, the Institute for Public Administration (IPA), the
Regional Ministry of Adminstrative Reform in the South, and approp-
riate faculty members of the Universities of Khartoum, Gezira and
Juba. Together, they will analyze the training resources and needs
in health administration.

After compiling and analyzing the results of this
study, a set of in-service training courses wiil be developed for. all
appropriate levels of health administrative personnel.

Two types of in-service programs will be developed.
For 120 senior personnel from the ministries, Provincial Assistant
Commissioners for Health and similar executive managers, 6 ‘4 in the
North and 2 in the South) intensive 2 week seminars will be held.
For 280 middle management and field administrators, including MAs,
storekeepers, provincial and district personnel, and others, 12 (9 in
the Nor%h and 5 in the South) training programs will be offered in
the field.

The project will offer three regional programs during
the first year and, after evaluation, expand until the practical limit
of the effort are reached during the third and fourth years. By then,
the training will be fully integrated into the personnel system of
the CMOH and RMOH and will be a self-sustaining part of such Sudanese
institutions as the IPA and the Universities of Juba, Khartoum and
Gezira.

To assist this in-servtce training program, to
assure its dynamic growth and continuity after termination of AID
assistance, three additional activities will be supported under the
project:

- participant training for 2 individuals from the
South who will be sent for 4 months in health
administration training in Kenya,

- seminars and workshops for senior and middle level
managers including 1Q joint North-South seminars.
Topics will include the HMIS, logistics/supply
system, personnel management, and budgeting for
health programs,
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- applied research into administrative problems
of Sudanese development programs in general and
the Primary Health Care Program in particular.

In addition, baseline studies will be conducted
in the targetted provinces,

- research projects may be funded through univer-
sities, the Economic and Social Research Council
and the Institute of Public Administration during
the 1ife of project.

4, Strengthening of Health Management Information
System (HMIS)

The Central MOH in Khartoum has the responsibility
for collecting and analyzing health statistics for the entire country.
The data gathered currently deal primarily with service statistics in
the curative area. Few data are collected on promotive and preventive
activities.

In the preimplementation phase of this project, the
full time statistician in the Northern Sudan Primary Health Care Project
is working with his counterpart in the Directorate of Health Statis-
tics. As noted elsewhere, one of the weak points identified in the
Sudanese health system is regional-level planning, budgeting and admi-
nistration. In addition, the collection and compilation of needed
health information is particularly weak at the provincial level (See
Annex A). With the decentralization, these weaknesses will seriously
diminish the effectiveness of the health care system.

Thus, the project will provide training for provin-
cial-level statisticians in the North in the collection and compilation
of basic health statistics. The training will be carried out by the
MOH Directorate of Health Statistics, assisted if appropriate by CDC
(or a comparable organization), in short (2 weeks) courses given at
the provincial level in 7 provinces. Assistant commissioners of health
or provincial health planners, where they exist, will participate in
a national course (alsc conducted by COC or comparable organization)
which will include instruction on the use of health information for
planning, budgeting, evaluation, and the design of health activiities
to deal with prevailing disease patterns. The project will also pro-
vide support for the printing of data collection forms.

Similar activities will occur in the South result-
ing from the presence of the full time Survey and Evaluation Officer
in the Southern Sudan Primary Health Care Project and the Vital Sta-
tistician in the RMOH PHCP Department. This project wiil add a local
hire provincial survey and evaluation officer to be placed at Rumbek
in Lakes Province. In collaboration with the Survey and Evaluation
Officer, and his/her caunterparts, the Health Planner and Provincial
Coordinator, this officer will develop an appropriate health management



information system for front line health workers on a pilot provin-
cial basis and monitor the utilization and flow of informative through
extension fieldwerk. The provincial survey and evaluation officer

will also assist in developing the health statistical services for the
three participating provinces besides carrying various related base-
line studies. The provincial survey and evaluation officer will be
Sudanese and will receive extensive in-service training from the Survey
and Evaluation Officer, Health Planner and short term HMIS consultants
as well as receive training with AMREF in Nairobi.

B. Health/Logistics/Supply System

As the implementation of the PHCP progresses, a number
of specific problems and bottlenecks have been revealed with respect
to the supply and delivery of commodities and services.

The logistics system of movement of drugs and supplies
from port to the CHW is extremely weak and inefficient. Serious gaps
occur in the flow of administrative leadership from the top level in
the central depot, both North and South, down through middle manage-
ment to the lower operational levels., Job functions and procedures
need to be defined and monitured, Top management who have been trained
nprofessionally as physicians need to be made aware of modern techniques
for administration and management. Inventory control procedures need
to be instituted. Transport mechanisms need to be improved and a
check-up system instituted to see that drugs arrive at their final
destinations., For further information concerning the supply system,
including a description of facilities, see Annex E.

To help overcome these constraints the project will pro-
vide selected short-term technical assistance. This assistance will
be initiatad in coordination with the Logistical/Supply Advisors under
the AID Northern and Southern Sudan Primary Health Care Projects.
These long term adviscrs will assist the GOS in a detailed plan for
the supply system that will include the developmernt of training programs
and the design of detailed logistical procedures.

Short term logistics technical advisors (4 pm in the North
and 9 pm in the South) will assist in designing and implementing pro-
cedures for improving supply.

Short term practical training programs will be provided,
by the GOS with assistance from contractor personnel, for upper, middle
and lTower level GOS logistics/suoply personnel, These persons will be
trained in Sudan through short courses aimed at improving practical
skills.

The present logistic/supply system is characterized by
a choked pipeline with infrequent, poorly scheduled and insufficient
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deliveries to ths regional, provincial, district and local levels.
Most PHCP commodities come through Port Sudan and are sent by rail
to the Central Medical Stores of the MOH in Khartoum. Average cur-
rent delivery time is over three months.

To expedite delivery from both port and airport to the
central medical depot and down to the provinces, 8..trucks of appro-
priate capacities will be provided,

As the PHCP expands and increased numbers of dispensaries
and PHCUs are established, a heavy burden is placed on the already
strained MOH logistics system. Storage space for drugs and supplies
is in such short supply that these items frequently are stacked out-
side central regional and provincial warehouses and expnsed to damage
by the weather. To assist in the needed expansion and improvement
of the logistics and supply system, a separate Chain of warehouses
in the participating provinces will be established for the PHCP to re-
place the present inadequate or non-existent facilities.

The project will provide the PHCP warehouses with a com-
plete complement of equipment and materials, including commodities
for the repair of vehicles and equipment in the South. (See Annex E
for a commodity list). Moreover they will be eguipped with an appro-
priate handling and inventory control system to assure more efficient
packaging of drugs and supplies being assembled for distribution to
the provinces and from the provinces down to the district and village
level. These facilities also will serve as the site for on-the-job
training for pharmacists and storekeepers.

The preliminary plans and specifications for these build-
ings have been developed by the PP team logistics and supply expert
and approved by the REDSO/EA engineer. For further information con-
cerning site selection, plans and specifications, construction sche-
dule and costs see Annex H.

When completed, this chain of warehouses will provide
a separate system for the storage and disbursement of all health
equipment, supplies and drugs for the PHCP. Ultimately, this system
will be expanded by the GOS to handle all such commodities for the
entire health sector.
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PART IV
SPECIFIC PROJECT ANALYSES

A. Technical Analysis

1. Appropriateness of the Technology

This project will support a major component of the GOS/MOH
National Health Program - The Primary Health Care Program (PHCP)..This
program seeks to deliver balanced curative, promotive and preventive
services to the people of Sudan, particularly the rural poor and the
nomads.

The PHCP is based upon a concept which utilizes low cost,
Tower-level paraprofessional workers to perform a small number of health-
related activities. These CHWs, NCHWs and village midwives are selected
from their village, trained in simple health delivery skills and returned
to their own village.

Sudan's PhtP, initiated in 1977, was developed with the techni-
cal assistance of WHQ experts. It is similar to primary health care pro-
grams being introduced in other LDCs.

This project takes into account the financial and technological
constraints of the country. Technical assistance will be provided for
health planning, training of front-line health workers, maternal and child
health, health education, logistical support, and health management systems.

Baseline studies were conducted by the MOH at the start of the
program., These, plus those to be conducted under the project, will be
used to evaluate program performance anc effectiveness over the life of
the project and beyond. Also, the PHCP data collection and management
system will be strengthened, thus giving a sound basis for future rural
health service planning and evaluations.

Moreover, project inputs will seek to expand service delivery
and strengthen the integration of health services at the rural level in
the provinces. In many parts of the country, health services are non-exis-
tent. In other parts, services are fragmented iand uncoordinated.

Project support will be used to evaluate existing training
programs for various workers (e.g., CHW, MCH personnel). Job descriptions
will also be assessed. Subsequently, MOH personnel develonment staff will
determine how changes may be introduced into the training program to ensure
that greater community awareness and integration of services might be
achieved. This is particularly important in the area of MCH where promo-
tional and preventive programs have a great potential for improving health
status.
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The planned extension of services delivery at the rural level
is consistent with existing sociocultural and economic patterns in Sudan.
There is a precedent fov ... -help activities and this mechanism will be
utilized to ensure the building of PHCUs. Also communities are involved
in selecting their own CHWs and MCHWs. Together with the VMW, these
persons have responsibilities which do not exceed their abilities. In
addition, the training courses under the project will be conducted in and
near rural areas where trainees will be providing services and will take
into account the existing traditions of health care. These courses will
teach new skills which are compatible with the educational level of the
recipient. -

Thus, the project inputs to the PHCP will be consistent with
the GOS strategy of utilizing a health service technology which is appro-
priate.

2. Suitability of the Technology for Replication and Diffusion

The concept of the village health worker has been introduced
and tested in a number of developing countries over the last three de-
cades. It is a concept which has gained wide acceptance in the inter-
national health field.

Replication and diffusion of the health services within the
PHCP format will be more difficult as lines of administrative, logistic
and supervisory support grow longer, However, the basic pattern for de-
livery of services to the remote villages and nomad tribes is sound.

Several important aspects of the PHCP plan reflect positively
on the GOS/MOH capability to successfully conduct this program on a
national scale. These include:

- the PHCP plan was developed in a systematic and analytical
way, using the WHO blueprint, but adapted to fit Sudan's
needs;

- the PHCP addresses diverse needs of different population
groups, settled farm communities, semi-settled nomadic
groups and nomad tribes;

- health activities promoted through self-help have been
encouraging, particularly the construction of PHCUs for
the CHW;

- the training of CHWs and other village level workers
strikes a balance between the capabilities and motivation
of the workers and the needs and interests of the villagers

- the responsibilities assigned to CHWs are explicit, small
.in number and represent a manageable range of tasks;
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- ongoing evaluation is built in so that the program can be
modified as more experience is gained.

The GOS is also interested in a balanced integration of cura-
tive, promotive and preventive services in rural areas. This will involve
the several components of the PHCP (including MCH services).

B. Administrative Analysis

1. Issues Relevant to the GOS Health Care Delivery System

a. Organization and Function*

An important GOS policy is the decentralization of a
wide range of public services, including health, to the provincial level.
Currently this policy is being implemented by devolving administrative
authority to Provincial Commissioners. In the health sector, this means
that each Provincial Assistant Commissioner for Health has a very wide
range of discretion in designing, operating and developing budgets for
his province. .

Once action has been taken at the provincial level, the
provincial budgets are submitted directly to the Ministry of Finance in
Khartoum. The MOF lacks a formal health planning unit. Instead, the
provincial budgets are reviewed in line-item fashion. Questions are often
raised about proposed increases over previous expenditures for particular
items. MOF personnel may call upon the Central MCOH personnel in Khartoum
to explain this or that technical item, but it is largely the task of the
Provincial Assistant Commissioner for Health to defend his requests. Thus,
the Central MOH has very 1ittle planning input in to the operating budgets
at the provincial level.

In 1979, the GOS announced additional plans to further
devolve many administrative and social service operations to four region-
al clusters of provinces rather than the present one. At this time, it
is unclear what, if any, implications such an action will have on the
operations of the Primary Health Care Program. It is quite possible, how-
ever, that even if new or additional tasks are devolved to the provinces
from Khartoum or Juba, the basic functions and characteristics of the
health care system will remain largely unchanged.

In early 1980 the GOS announced its intention to imple-
ment a decentralization policy which creates six regions. (The SRG is
the only existing regional government.) Detailed working plans to launch
these regional governments in the North are to be worked out during the
period May 1980 to May 1981. Thus Regional governments will commence in
May 1981 to exercise actual authorities which are now located either at
the national or provincial levels.

* For further information see Annex A, Assessment of PHCP,
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The organization of the Sudanese health care delivery
system is hierarchical, with increased levels of technical skill and
administrative responsibility at each ascending stage from the village
(or nomadic group) to the Southern Regional Ministry, and on to the
Central MOH in Khartoum.

The Central MOH is organized along traditional Tlines
and is reasonably well staffed. Its planning, data gathering and analytic
capabilities, however, are somewhat limited. At present, the Director
General of the Directorate for Rural Health Services is responsible for
the implementation of the PHCP.

The Southern Regional MOH in Juba has far less personnel
and less management and administrative capability. There is, however, a
Director for the PHCP and a concerted effort on the part of the Minister
of Health to staff fully provincial offices.

The national health delivery system is characterized by
a number of strengths. There is reasonably high morale and professional/
career spirit among its members. The British legacy of effective and
efficient non-political civil service is widely represented. The top
cadre, including the provincial health officers, are seasoned, dedicated
and receptive to suggestions for improving their performance.

On the negative side, field administration is hamstrung
by the lack of transportation and communication. Few, if any, administra-
tors have had formal training in planning and management skills. Coordina-
tion and control, both within the system and between it and other systems,
is inadequate.

b. MOH Capability in Program Coordination

At present, coordination for the many aspects of the
PHCP in the North are carried out through the Director General for Rural
Health. While the PHCP is one of his responsibilities, several of the
other Directorates also have input into the program (e.g. Training, Statis-
tics, MCH and EPI).

USAID/S sees the Project Implementation Unit as an ex-
cellent mechanism for ensuring that project inputs are properly adminis-
tered. The PIU will be the focal point in the MOH for coordinating PHCP
activities and should expedite coordination inside the Ministry and with
other ministries.

In the South, coordination of this project will be more
difficult because of the lack of manpower within the RMOH. However, the
addition of staff to the RMOH PHCP Department through the Southern Primary
Health Care Project has helped relieve this situation to a certain extent.
The GOS Project Director will be the Director of the PHCP. AMREF has pro-
vided a counterpart technical advisor (Medical Training Officer) through
the Southern Primary Health Care Project who works in the RMOH under the
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GOS Project Director. This technical advisor is a member of AMREF staff
seconded to RMOH and will act as Technical Chief of Party in collaboration
with the AMREF Health Planner. Administrative and non-technical project
management responsibilities will be handled by the Project Manager who
will be a member of AMREF staff in Juba but not seconded to RMOH. In
addition, full time technical advisors will be placed in Lakes Province

at Rumbek, Bahr el Ghazal at Wau and Upper Nile at Malakal. Each will
work directly under the Assistant Commissioner for Health for Lakes,

Bahr el Ghazal and Upper Nile provinces and be responsible for planning,
implementing and monitoring PHCP activities in those provinces in collabora-
tion with the respective PHCP supervisors.

Project activities in the South under the PHCP program
will be coordinated by the GOS through the already established Southern
Primary Health Care Project Steering Committee which is chaired by the
RMOH Director of Medical Services with membership from AMREF and the
PHCP Department, including the Director of the PHCP. This Committee meets
quarterly.

Most of the PHCP's accomplishments to date have been
through the efforts of the Sudanese themselves. Except for some inputs
from multilateral donors (e.g. WHO and UNICEF), bilateral donors (e.g.,
Qatar, Germany, England, the Netherlands) and PV0s, it is primarily
Sudanese resources that have been utilized.

USAID/S is mindful of the MOH's Timited absorptive cap-
acity. The proposed project was designed to accommodate this problem.
The resource inputs have been spread out from four years (approved PID)
tr five years, the number of recipient provinces reduced to seven and
tha project greatly reduced in scope. Moreover, these inputs are intended
te avercome very specific bottlenecks which the Sudanese themselves have
identified in the health sector infrastructure. These problem areas are
amenatle to correction through the types of support proposed by this pro-
ject.

Careful attention has been paid to the related issue of
recurrent ccsts. All inputs, with the possible exception of drugs, are of
the type whici. should not overburden the capability of thw GOS once AID's
project terminates.

There is no doubt, however, that the problems of absorp-
tive capacity and recurrent costs are much more significant in the Southern
Region than in the North. At the same time, the need for the PHCP is
greater in the South than in the North. The. Southern component, with its
considerable technical assistance inputs, is designed specifically to
improve the absorptive capacity of the health system and to remove specific
infrastructure bottlenecks.

There is 1ittle doubt that the health care system can
absorb the new graduates of the PHCP front 1ine workers training programs,
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Many villages lack such personnel and they especially are willing to
construct PHCUs by using self-help for CHWs.

Absorbing the graduates of in-service training programs
will pose no problems since all will be returning to their posts. Middle
and upper level administrators recognize the need for planning and manage-
ment training, thus widespread acceptance and participation can be ex-
pected.

c. MOH Suppert Services

Three of the key elements in this proposed project are
aimed at improving the GOS health support services capability. These are
the health management information, the logistics/supply and the training
systems. All three are intended to benefit the rural poor who are not
now receiving adequate health services because of an inadequate health
support infrastructure.

C. Economic Analysis

A general review of the economic situation in Sudan and its impact
on the health sector as a whole is to be found in Annex D. This section
will address only the economic impact and benefits relating to the PHCP.

The Primary Health Care Program is in the process of reaching the
grass roots at reduced costs through self-help construction of the great
majority of village units which have been completed. This is indeed a
significant accomplishment and a tribute to the Sudanese people. However,
the GOS realized that there were key constraints to the program which
only could be addressed through increased recurrent and development ex-
penditures such as:

additional dispensaries to support village units;

better trained personnel;

more drugs and medical supplies;

better transportation and means of communication so health
services c0.ld reacn the grass roots level; and

more training facilities.

Because of these factors, both recurrent and development expenditures
were increased dramatically between fiscal 1976/77 and 1977/78. (125% in
the former instance and 800% in the latter). This represents a real
commitment on the part of the GOS to the PHCP.

Fortunately, external assistance for the PHCP also has increased,
By the middle of fiscal 1977/78, well over $16 million either has been
promised or committed.
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However, because of current economic difficulties including bal-
ance of payments problems, the PHCP is not expected to be able to address
fully the above constraints and to achieve its goals by the end of the
Six Year Plan in 1983/84. This project seeks to assist the GOS in reach-
ing its goals in seven provinces by providing, among other things, essen-
tial foreign exchange to purchase:

- additional drugs and supplies for the PHCP;

- roofing, steel frames, wood and cement for the construction
of warehouses for PHCP drugs, training facilities and dispen-
saries; and

- vehicles to assist in establishing an effective PHCP logistics
and communication system.

It is expected that over the life of the project, GOS investments
in the agricultural and industrial sectors will begin to pay off, allowing
for greater investment in the social sector and the PHCP in particular.

1. Benefits

Adequate health care is a basic human need. Experience of
developing countries has shown the relationship between economic develop-
ment and increased health care is highly variable. Some countries have
improved their health status despite limited economic development. Others
have shovm only limited improvements in health status despite rapid over-
all economic growth. A substantial body of evidence has been compiled
which indicates that specific measures to improve health care for the]/
vast majority of a ponulation can have a major developmental impact. —
However, the lack of good baseline data on morbidity, mortality and pro-
ductivity in rural Sudan precludes detailed calculations of the benefits
from improved health that can be expected from this project.

It is therefore difficult to predict in advance the amount
of suffering that will be avoided from improved health status or the in-
creased person years of work that will become available as a result of
this project. Even if this could be done, conceptual difficulties in
putting a decllar value on suffering preclude calculation of benefits that
could be compared with costs. In turn, the economic benefits from an
increased supply of healthy labor will depend on the macro-economic devel-
opment of Sudan and of the world economy.

1/ See comparative data on per capita income, infant mortality and life
expectancy for all developing countries published by the Overseas Develop-
ment Council in the U.S. World Development Agenda 1977,
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In spite of the difficulties in estimating the benefits to
accrue from this projéct, the nature of benefits expected in the targetted
provinces are well defined; among other things:

- decreased morbidity and mortality for infants, mothers
and the rural population as a whole;

- better nutrition habits; and
- prevention and control of communicable diseases.

The ability to quantify changes in these indicators will de-
pend in large measure on the availability of rural health baseline data.
Such data are now being gathered under the AID Primary Health Care pro-
jects in the North and South and will be gathered and analyzed under this
projects.

Although the benefits cannot at this time be gquantified in
full, by comparison with the experience in other countries with similar
programs for preve tive health care in rural areas, we believe they will
be more than sufficient to justify carrying out a proiect of this magni-
tude.

D. Environmental Analysis

The Initial Environmental Examination (IEE) of this project is
attached in Annex L. It recommends a "negative determination”, meaning
no significant effects on the environment, for all components of the pro-
ject.

E. Engineering Analysis

The construction program will support the primary health care, train-
ing and logistics supply components of the project. Twelve warehouses,
six training centers, twelve dispensaries, relevant staff houses and an
extension to Southern Region Ministry of Health headquarters will be con-
structed in four Western Provinces (North and South Kordofan and North and
South Darfur), four Southern Provinces (Bahr el Ghazal, Lakes, Jonglei
and Upper Nile) and at three strategic centers of administration and
supply (Khartoum, Port Sudan and Juba).

Planning and implementation of the construction program will be the
responsibility of existing government organizations with some project
assistance in the North and of AMREF in the South. Site selection will be
based on facility use criteria established by project personnel and the
Ministry of Health and on construction feasibility and environmental
critaria established by the Ministry of Construction and Public Works (PWC)
and USAID engineers. PWC standard plans and specifications will be
adapted to local materials and climatic conditions and to U.S. or geograph1c
code 941 sources of imported materials. Project personnel and USAID
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engineers will assist PWC and /MREF procurement of materials and pre-
fabricated building components: actual construction will be performed

by PWC force account labor or local private contractor (contracted by
PWC) in the North and by private contractor (contracted by AMREF) in the
South. Construction will be supervised by PWC and AMREF personnel and
monitored by USAID and local project contracted engineers.

The construction program is planned over a four year period based
on recent experience and assessments of PWC and private contractor capa-
bilities. Costs are estimated at:

($000)

LC FX TOTAL
Warehouse 198 399 597
Training Centers 778 936 1714
Dispensaries 801 861 1662
Housing 240 481 721
MOH expansion 18 35 53
Inflation 3177 1615 4792
Totals : 5212 4327 9539

For a detailed discussion of the construction plan, cost estimates and
611(a) issues, see Annex H, Engineering Analysis of Construction
Activities

F. Sccial Soundness Analysis - Summary and Principal Issues

Thic section presents a summary of some of the basic data pertinent
to a social analysis of the Sudan Rural Health Support project, and a
discussion of the principal social issues. More detail is provided in
Annex D, "Social Soundness Analysis".

1. General Description of the Socio-Economic Setting

The Democratic Republic of Sudan, the largest country in
Africa, is dominated by a tropical continental climate in the South and
a desert climate in the North. The population of the Sudan is approxi-
mately 17.3 million people; 82 percent live in rural areas (71 percent
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sedentary and 18 percent nomadic).

The country if characterized by a high degree of cultural diversity,
but in general the north (which contains the capital, Khartoum, and most
of the nomadic population) is predominantly Arabic. The south is influ-
enced more by African than Islamic culture, and Toyalty to kin in extended
families affects political, economic and social behavior in this part of
the country.

2. Identification of Beneficiaries

The principal beneficiaries of the project are: the rural
population of the country (especially in the provinces of Bahr el Ghazal,
the Lakes, and Upper Nile in the South; and North and South Kordofan and
North and South Darfur in the North); women and children, nomads; and
the relatively poorer population of the South. The health personnel of
the MOH involved in the MCH and PHC programs will also benefit from pro-
ject activities.

a. Rural Population

The rural population of Sudan suffers from a wide range
of diseases, including malaria, tuberculosis, gastro-intestinal diseases,
water-borne infections, malnutrition and a variety of ill-diagnosed fevers.
Statistics, though sparse and unreliable, reveal high infant and maternal
mortality rates and a short life expectancy. In some rural areas man-made
health problems, such as high prevalence of malaria and schistosomiasis,
are a major cause of morbidity and mortaiity.

Preventive health measures generally are unknown in
rural villages. The handling of food, water, and waste is generally
unhealthful and contributes to the high rates of diseases. Even where
Community Health Workers are in place, villagers (and nomads) continue to
depend on traditional birth attendants, village midwives and healers.
Among most rural (including nomadic) groups, virtually all deliveries are
performed by these usually untrained individuals.

Family planning and the provision of contraceptives is
a sensitive issue. There are strict prohibitions in the discussion of
sexual matters, and there is a general belief that with Sudan's vast
"open spaces" continued population growth is necessary for both national
defense and economic development.

b. Nomads

The nomadic population of Sudan moves across vast expanses
of the north and west of the country, making the delivery of health care
a particular problem. This movement gives little opportunity for members
of the community to obtain enough formal education to qualify as part of
the health cadre.
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c. Women and Children

The PHC Program will benefit women and children in
particular by training additional CHWs and NCHWs and midwives and by
emphasizing MCH, nutrition, and child spacing. Among the benefits accru-
ing to women will be better, more regular, pre-natal and post-natal care,
nutrition and hygiene education, and safer deliveries.

d. The South

The soutnh of the Sudan suffers from poorer health con-
ditions and access to services than the north. The reasons are histori-
cal, political (e.g. the 17-year civil disturbance during which many
health facilities were destroyed), geographical (the South's poor infra-
structure present severe problems for transportation) and cultural.
Special emphasis in the project will be placed on the south, where the
"poorest of the poor" are found in Sudan.

e. The Health Cadre

Personnel in the health system - and new personnel
trained under the project - will benefit from the training, orientation,
and improved logistics, management and supervisory support they receive
as a result of this project.

3.  Women in Development

Women in most of the rural areas of the Sudan {except in some
parts of the Red Sea and Kassala Provinces) work hard their entire lives
within the family/domestic sphere and play an active and crucial role in
the socioceconomic life of the community. Women in both the North and
South have rights to own and retain their property deriving from Islam,
tribal or customary rights. When a woman loses her husband or must in-
crease her earning power, it is not uncommon for her to seek employment
in the provincial or national capital. Women are highly resourceful,
adaptable and mobile and responsible to opportunity to sustain their
families or to improve their lot when the opportunity arises. In the
modernizing process when new employment opens up in the community, women
are often left behind or left out, not for lack of interest or capability,
but often because males are encouraged into these new positions. The CHW
is a case in point: only 5 out of 384 CHWs in the Nurth are women, none
in the South are.

There appears to be a strong association between a rural
family's standard of 1iving ind the involvement of its women in non-tradi-
tional economic and social roles. The subsistence farmer and nomad shares
extensive economic - especially labor - tasks with women; aside from
preparing food and tending children, women work the fields near the home
and engage in other food and income-earning practices. For instance,
among the Dinka of the South, adolescent girls go along with boys and a
a few old men when the cattle are taken into their dry season range.
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Aside from preparing food and shelter, these young women learn a great
deal about the Dinka's central economic activity - cattle raising.

Islam predominates in the arabized north of the Sudan among
the better-off Northern rural families and the middle class of villages
and towns, much less freedom is permitted girls and women. While some
may attend schocl, and even gain a secondary school diploma, very few
enter the modern economy; they are married soon after graduation and
are placed under the supervision of their mother-in-law or even grand-
mother. A poiitical science professur at the University of Khartoum who .
has made an extensive study of local participation in rural Sudan explained
that it would be difficult to encourage "respectable" young Northern
women (by which he meant the daughters of the middle class and local
notables) to take part in local government and politics or in community
public services (such as health care) because the GOS's recent push to
secure female involvement has led to the opinion that only marginal
women enter these activities. Yet the professor agreed that nomadic
women and members of the great underclass of rural Sudanese scciety would
have little difficul*: i working with their male peers since the two
genders (unlike the: better-off kinfolk) traditionally work together
extensively.

The conservative male/female relations associated with most
Islamo-Arabic societies are more pronounced in the east where the move-
ment of women in more restricted. Women in the eastern region do not
typically participate in the socio-economic life of the community and
largely live in a world of their own. These traditions are closer to
traditions in the Arabian peninsula where, in fact, some of the tribes
in the east have their origins. For instance, the Rashjada tribe pre-
serve the custom of veiling. By contrast, women in the west have a marked
degree of socio-2conomic participation in both sedentary and nomadic
communities. Women in the villages of the west are active in crafts pro-
ductions, selling food and crafts in the market, engage in building con-
struction, agriculture, etc. Male/female relations are less strict in
general in the south, and women are active in village and tribe socio-
economic life and often make an important economic contribution to family
welfare. Many make needed money through brewing, trading and food pre-
paration.

In short, while it is easier to get female representatives
of the rural poor majorities into front line occupations, it will also
be difficult to find candidates who possess the educational criteria
presently demanded. Objections to recruiting women as CHW, MA and other
service providers on the grounds that this will offend local custom is
perhaps truer of certain social classes and regions where Islam is es-
pecially strong than for the south and for the majority of the nation.

There are a wide range of social and cultural factors which
impinge directly on the utilization of modern health care facilities. One
is the tradition of keeping women apart from male society. In the Islamic
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north, this takes the form of mores which limit strictly a man's enter-

ing dwelling places, talking with, or even "noticing" the presence of some-
one else'w wife or daughter. Moreover, there are extensive and widely
respected taboos against physical contact between men and women who are

not married to each other. Hence, health care of women in greatly res-
tricted to other women. Childbirth and child rearing are cases in point.
Consequently, any health initiative such as MCH must encounter some or
great difficulty depending on the extent to which it violates prevailing
customs.

The nomination of candidates of midwifery and CHW training
is done in most cases by local village or tribal council. While it is
undoubtedly preferable that this respons:bility be vested at the local
level, tradition and politics may well work to discriminate s stematically
against certain classes of people. For instance, there are practically
no women among tne CHWs. In part, this reflects the formal educational
criterion; few young women - especially from rural areas - have an oppor-
tunity to attend school. But even where this educational lock has been
forced and the door to health training is open, custom and prejudice
could (and do) work against the entry of women. The increased division
of labor which restricts female roles plus the preservation of Islamic
traditions seen in Sudanese towns and cities may reinforce these attitudes
more firmly among the urban-born and educated medical professionals who
command the health system than among rural men and women. In any event,
securing the participation of women in the health care cadre will be a
difficult and complex task.

Jtilization of health services by women would be greatly in-
creased if more women became providers. There are severe taboos in most
rural communities about cross-gender body contact and about men entering
the quarters of women in the absence of husbands or other senjor males.
Moreover, MCH has not been given priority attention by the MOH, perhaps
because of the role traditionally played by midwives. While upgrading
of the village midwives is undoubtedly called for, there remains the
problem of making suitable adjustments to meet current needs. Thus the
project takes the approach outlined below, of incorporating both tradi-
tional midwives (traditional birth attendants) and village midwives, into
the MCH component of the PHCP.

4, Principal Social Soundness Issues

a. Cultural/Approriateness

[t is worth emphasizing that the concept of primary
health care supported by this project is not new; it has been tested in
Sudan and elsewhere. The project will reinforce a national program al-
ready functioning in many areas (and in part supported by the AID funded
North and South Primary Health Care Programs).

A number of steps will be taken to insure that the
PHCP is culturally appropriate. CHWs will be chosen by their villages
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and will return to those villages to work. Nomads recruited for train-
ing will have to meet somewhat less rigorous educational requirements;
overall ability, commitment and rapport and communications skills will
be more important criteria than formal education.

The MCH/Family Planning component will be developed
by che Sudanese in collaboration with U.N. FPA and AID advisors. New
MCH/FP skills and responsibilities will be added to the current functicns
of the traditional Ltirth attendants and village midwives who at present,
deliver virtually all babies in rural Sudan. The success and acceptance
of paraprofessional health workers in performing these new functions is
being closely monitored in the pilot project with Columbia University
in rural Khartoum province.

Acceptance of the new health workers will not come
overnight. In communities where CHWs are practicing, villagers and
nomads still continue to seek care from traditional practitioners, some
exclusively so, some in combination with the CHWs.

b. Women and the PHCP

The Women in Development section described some of the
problems of recruiting women as health providers (particularly for MCH/
FP), and the limitations of an essentially male health cadre in reaching
Arabic Islamic women. This problem will be addressed by the training
and utilization of village midwives and traditional birth attendants to
deliver MCH/FP. Village midwives, a traditionally acceptable source of
MCH services, for example, are already proving this care. With additional
training, they and the TBAs, will reinforce the coverage achieved by the
other (virtually all male) health providers. (See Appendix C for a break-
down of MCH/FP tasks currently performed by each member of the health
cadre.) However, the GOS should also ensure that a certain proportion
(25%) of the CHWs selected for training are women.

c. Community Participation

Certain forms of community participation will be easier
to generate than others. Communities must be aware of, and accept from
the outset, their responsibilities vis-a-vis the PHCP. For example, it
is difficult to get rural people involved in environmental sanitation.
Prevailing custom is to use whatever bush or tree is available; little
or no thought is given to animal excreta contaminating water; flies, rats
and other pests are accepted as a normal part of the food storage and
preparation environment. In short, there is a vast and complex web of
cultural, social and environmental constraints which must be overcome in
order to secure the participation of the rural population in preventive
health care activities. The health education and promotion aspects of
the project still help overcome this problem,

Another facet of participation is the recruitment and
training of community health workers, midwives, sanitarians and other
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local cadres. Formal educational requirements effectively eliminate

a vast portion of potential candidates. This is especially true among
the nomads and in the Southern communities where attendance at school
is virtually impossible for the majority of the rural children. Thus,
the staffing of local facilities with local people will be difficult
unless the selection and training procedures are corrected to encourage
broader participation.

Past experience has shown success in getting communities
to contribute to the construction of health facilities usually with labor
and local materials (though less in the South than in the North). The
G0S's philosophy is that health care, like other social services, should
be provided free of charge. Thus neither patients nor communities are
obliged to pay fees or make any other monetary contributions towards the
salaries or operating costs of health facilities. One approach that
appears to be working in numerous communities is to have a box for volun-
tary contributions by clients. However, this is not a dependable source
of funds. The MOH should seriously consider requiring some local cash
contribution for health services, such as a monthly donation by the
village council towards the salary of the CHW or VMW. This would not only
relieve part of the GOS's financial burden, but would serve to make the
village health workers more responsive to the needs of the community.

d. Female Circumcision

Female circumcision is both a health and a social pro-
blem. Details on the health consequences of female circumcision and its
prevalence in Sudan are contained in the Annex. Ir general, it is wide-
spread in the Northern part of the country, and, as a deeply ingrained
cultural and religious ritual, it is likely tc continue far into the
future.

At a rzcent meeting of AID/W health personnel, chaired
by Dr. Stephen Joseph, the issue of an Agency position on female circum-
cision was discussed. The group considered, in particular, whether or
not it was realistic to expect the Sudan Health Support Project to in-
clude specific activites aimed at discouraging the practice of female
¢ircumcision in the Sudan. The conclusions of the meeting were:

(1) it was too premature to require specific actions in a given country;
(2) the first step should be to make AID staff aware of female circum-
cision as a serious health threat; (3) attempts should be made to working
through private and other donor agencies organization.

) This temporary guidance corresponds well with the cp-
proach being followed in the Sudan. UNICEF is making an attempt to
address female circumcision as a health problem, as part of MCH activities,
UNICEF has developed a pamphlet for health personnel in the Sudan, which
describes the hazards of the practice. The pamphlet is currently being
tested. In its support for MCH/ training, AID will encourage the in-
clusion of information on female circumcision as a practice harmful to
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the health of women and girls.

e. Health Behavior: From a Curative to a Preventive Mode

One of the most difficult accomplishments of the
Primary Health Program in Sudan will be a shift in orientation - on the
part of the health care provider as well as consumer - from a curative
to a preventive mode. The present health care system of the Sudan has
evolved from a curative, Western model. Moreover, as baseline surveys
have shown, basic preventive health measures are not taken in many
communities (for example, human wastes in rural communities surveyed
were deposited with no concern for contamination) and the link between
these preventive measures and better health is not understood.

Preventive health behavior must receive greater empha-
sis in the curriculum of the health personnel, in the radio programs,
in the supervisory activities, and in the activities of health providers.

G. Financial Analysis and Plan
1. General

The proposed Rural Health Support Project will cost a total
of $18,063,000 in grant funds to finance technical assistance, training,
commodities, construction and vehicles.

The GOS contribution is estimated at LS11,883,000 or 45% of
total project costs. Of this amount, LS1,813,000 is in local currency
from operating funds and LS10,070,000 is in local currency which is
expected to be financed with PL 480 Title III Program funds.

Approximately 3$8.5 million estimated costs for project activi-
ties excluding inflation, in the Western region total. Of this amourt,
AID would contribute $5.4 million in foreign exchange. The GOS will con-
tribute $3.1 million in pounds from operating funds and counterpart.

For the Southern Region, estimated project costs excluding
inflation, approximately $11.8 million. Of this amount, AID will contri-
bute $7.4 million in foreign exchange. The GOS will provide $4.4 million
in pounds from operating funds and counterpart.

USAID proposes the use of population funds to finance the
maternal and child health component of the project ($1,881,000). Activi-
ties under this component will assist in providing the necessary rural
infrastructure upon which to base a possible follow-on bilateral family
health project. In particular, construction of additional training
facilities of which 50% is allocated to population funds, and the training
of midwives in MCH activities, including child spacing, will assist in
developing the trained human resource based upon which to launch a possible
bilateral follow-on to the AID/DS/POP pilot project, "Developing, Testing
and Demonstrating the Community Based Delivery of Family Health, Nutrition
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PROJECT BUDGET

COMPONENT PYL re2 pv3 PYA PYS TOTALS
—_— S e fx o tC Fx o LC £X LtC X __LC _ Fx LC _ Fx
I. Technical Assistance ™ ,
A. itong Term .
1. Proj Mgr (N) -54- 20 130 20 . 130 20 130 20 130 10 65 90 58%
2. Proj Mgr (S) -60- » * 8 39 8 39 8 39 24 W/
3. Health Planner (S) -54. 4 20 a 39 8 39 8 39 8 39 36 176
4. MCH Advisor (S) -54- 2 16 5 30 5 30 ) 30 5 30 22 135
5. MCH Advisor (N) ~-54- [ 50 12 100 12 100 12 100 12 100 54 450
6. Health Educator (S) -54- 4 20 8 39 a 39 8 39 8 39 it"; 176
7. Radio Producer (S -36- 8 39 ) 39 8 39 117
8. Prov Coord (N) (K -54- 6 S0 12 100 12 100 12 100 12 100 54 450
9. Prov Coord (N} (D -36- 12 100 12 100 12 100 36 300
10. Prov Coord (S) (W -54- 4 20 8 39 a 39 8 39 8 39 36 176
11. Prov Coud (S H; -54- 4 20 8 39 8 39 8 39 8 39 36 176
12. Prov Cuord (S) (R -48- 8 19 8 39 8 39 8 319 32 156
13. Admin Asst (S) -54- A 20 8 3 _8 3 _8 3 _8 _39 36 76
Sub Total ‘54 346 97 . 594 126 772 125 772 1ns 707 516 3191
B. Short Term '
1. Loglistics (S) - 9- 3 15 3 15 3 15 9 15
2. Evaluation (S) -13- : 6 30 7 35 13 65
3. Comm/Radio (S) - 8- 4 20 4 20 8 40
4, HI System/Mgmt (S) -l6- 2 10 6 30 ) 25 3 15 16 80
5. Curriculum iﬂg - 6- 60 60
6. Statistics (N - 6- 30 30 60
7. Imp Planning (N) - B- 10 : 40 80
8. Health Econ (N) - 4- 40 40
9. Evaluation (N) - 9- 45 45 90
10. Logistics (N) -~ 4- 40 40
11. Inp Planaing (S) - 6- 4 20 2 10 6 30
Sub Total 9 |>25 1P -18% 18 205 7 35 7 80 82 610



m pY2 (4 ] PY4 PYs T10TALS
COMPONENT
LC X LC 2.4 i1C X LC X LC FX LC X
Training
A) US 3 16 32 32 16 96
B) Third Country 23 74 88 52 13 250
C) tocal
1) Reorientation 194 60 90 ns 1s 105 485
2; Refresher 174 30 60 100 130 120 440
3) Other 62 a8 87 86 86 86 83
Sub Total 128 39 237 To6 307 Y20 N & m "M 1308 348
Commodities #
Trucks a 200 200
Vehicles 20 220 145 365
Motorbikes 62 12 22 24 24 4 96
Bicycles 300 9 9 15 18 21 72
Spares/Trp 198 79 18 19 16 330
Drugs 200 400 400 600 600 2200
Wi fquip 330 330
Training equipment 30 158 15 79 45 237
MCH equipment 1 25 ] 50 1 50 1 50 1 50 § 225
Radio equipment 85 85
Furniture 20 83 3 37 3 27 26 127
Office equipment 20 40 2 15 4 10 26 65
Dispensary equipment 5 20 5 20 3 20 18 60
Boat ] 2 ] 2
PUCU construction 36 . 36 3 36 36 180
Tools for Clils 2 4 2 4 2 4 2 4 2 4 10 20
Sub Yotal 80 1323 74 984 66 647 44 735 4 725 308 4414



PVl Py2 v FY3 PY4 rYs 10TM S

COMIMONENT )
e i oo e dx o MC FX A€ FX_tC  FX A€ FX G FX
Uther
1. AMRF OH 16 17 184 26 194 26 229 26 229 2V 229 116 1065
2. local contract OH (N) 25 25 2% 25 25 125
3. IV costs 27 27 21 27 27 135
4. Op research 15 20 25 15 10 85
4. Veh opfmaint 36 68 81 33 82 350
6. Other 20 20 40 29 40 40 40 ‘40 40 40 180 180
7. Counterpart salaries + 163 239 260 242 214 118
per diem *
Sub lotal 267 240 377 3e2 403 350 . 375 382 337 35) 1759 1595
Contingency 10t 54 207 80 217 91 209 88 196 81 s 394 0N
Infation 102 FX 239 484 na 958 2395
157 LC 131 324 5925 670 1630
5 —_— s e . o L
Sub Total 5§92 2280 1607 2627 1328 2787 1475 2872 1665 3022 5967 13588
Construction
Warehouse -12- 198 399 198 399
Training centers - 6~ 323 416 455 520 778 936
Dispensaries -12- 267 287 267 287 267 287 80} 861
Housing 159 319 37 74 44 89 240 482
Other 18 35 18 35
Engineering so-vices * 31 22 39 92

Sub Total jas8 718 400 525 805 896 267 287 267 287 2127 2713



COMPONLT
e e e eI NG X € FX __LC gX _ _WC_ X e FX
Inflation on Construction “FX 20% 144 231 652 308 427 1762
LC 402 147 365 1349 759 1169 3789
Inflated at 15%
Sub Total 5§35 862 765 756 2154 1548 1026 595 1436 714 5916 4475
Grrand Total 1127 3142 V772 3383 3482 4335 2501 3467 3001 3736 11883 18063
POP funds
TA (LT) 66 130 130 130 130 586
sT) 60 60
Vehicles 35 20 56
Bicycles 3 3 4 4 4 18
Spares/Trp 17 n . 1 2 2 33
M(Cli equipment and supplies 25 50 50 50 50 225
MCH traininy centers 226 226
Vehicle maint/op 2 6 14 14 14 50
MCH part training 2 52 68 8¢ 8 138
Sub Total 150 132 493 208 208 1391
Contingency 102 15 13 27 21 21 117
Inflation  10% 36 155 76 106 373
* Inflation 20% on construction — - - o —
Total 165 401 675 305 335 1881

DA TOTAL 2977 2982 3660 3162 3401 16182



PROJECT BUDGET

TABLE 11

I. Technical Assistance

A.

— —

Long Term

—OWENOWMIEWN ~

COMPONENT Gl PY2 PY3 pva PY5 TOTALS
. LC FX_ LC FX LC FX LC FX LC £X LC FX
/™ .

1 Proj Mgr (N) -54- 20 130 20 130 20 130 20 130 10 65 90 585
2. Proj Mgr (S) -60- " * 8 39 8 39 8 39 24 117
3. llealth Planner (S) -54- 4 20 8 39 8 39 8 39 8 39 36 176
4. MCH Advisor (%) -54- 2 16 5 30 5 30 5 30 5 30 22 136
5. MCH Advisor (N) -54- 6 50 12 100 12 100 12 100 12 100 54 450
6 Health Educator (S) -54- 4 20 8 39 8 39 8 39 8 39 32 176
7. Radio Producer (S) -36- 8 39 8 39 8 39 117
8 Prov Coord (N) (K) -54- 6 50 12 100 12 100 12 100 12 100 54 450
9. Prov Coord (N) (D) -36- 12 100 12 100 12 100 36 300
0. Prov Coord (S) (W) -54- 4 20 8 39 8 39 8 39 8 39 36 176
1. Prov Coord (S) (M) -54- 4 20 8 39 8 39 8 39 8 39 36 176
2. Prov Coord (S) (R) -48- 8 39 8 39 8 39 8 39 32 156
13. Admin Asst (S) -54- 4 20 8 39 8 3 _8 3 _8 _39 36 176
Sub Total 54 346 97 594 126 772 126 772 116 707 516 3191

Short Term
Logistics (S) - 9- 3 15 3 15 3 15 9 45
Lvaluation (S) -13- 6 30 7 35 13 65
Comm/Radio (S) - 8- 4 20 q 20 8 40
HI Systen/Mgmt (S) -16- 2 10 6 30 5 25 3 15 16 80
Curriculum {N) - 6- 60 60
Statistics (N) - 6- 30 30 60
Imp Planning (N) - B- 40 40 80
Health £con (N) - 4- 40 40
Evaluation (N) - 9- 45 45 90
Logistics (N) - 4- 40 40
Imp Planning (S) - 6- 4 20 Z 10 6 30
Sub Total 9 125 1 185 18 205 7 35 7 80 52 630



M PY2 PY3 PY4 pYS TOTALS
COMPONENT
LC FX Le EX LC FX LC FX LC (2.4 LC _FX
II. Training
éA us 3 16 32 32 16 96
B) Third Country 23 74 88 52 13 250
(C) Locai

(1) Reorientation 194 60 90 115 15 105 485

{2) Refresher 174 30 60 100 130 120 440

{3) Other 62 38 87 86 86 86 383
Sut Total 28 39 237 106 301 120 337 68 m 1 1368 346

II1. Conmodities [

Trucks 8 200 200
Vehicles 20 220 145 365
Motorbikes 62 12 22 24 24 14 96
Bicycles 300 9 9 15 18 21 72
Spares/Trp 198 79 18 19 16 330
Drugs 200 400 400 600 600 2200
WH Equip 330 330
Training equipment 3c 158 15 79 45 237
MCH equipment 1 25 1 50 1 50 1 50 1 50 5 225
Radio equipment 85 85
Furniture 20 83 3 17 3 27 26 127
Office equipment 20 40 2 15 4 10 26 65
Dispensary equipment 5 20 5 20 5 20 15 60
Boat 1 2 1 2

PHCY construction 36 36 36 36 36 180
Tools for CHWs 2 4 2 4 2 4 2 4 2 4 10 20
Sub Total 80 1323 74 984 66 647 44 735 4 725 308 4414



Py PY2 om PY4 PYS TOTALS

COMPONENT -
e e e ACFXLCFX o _ALC_FX _ AC _ FX WG __FX____LC_ _FX _
Other
1. AMRF OH 16 17 184 26 194 26 229 26 229 21 229 116 1065
2. Local contract OH (N) 25 25 25 25 25 125
3. PIU costs 27 27 27 27 27 135
4. Op research 15 20 25 15 10 85
5. Veh op/maint 36 68 81 33 82 350
6. Other 20 20 40 40 40 40 40 ‘40 40 40 180 180
7. Counterpart salaries + 163 239 260 242 214 1118
per diem '
Sub Total 267 240 377 302 403 350 375 352 337 351 1759 1595
Contingency 10% 54 207 80 217 91 209 88 196 81 188 394 1017
Inflation 102 FX 239 asa 714 958  y 239
15% LC 131 324 505 670 1530
Sub Total 592 2280 1007 2627 1328 2787 1475 2872 1565 3022 5967 13588
Construction
Warehouse -127 198 399 198 399
Training centers - 6- 323 416 455 520 778 936
lispensaries -12- 267 287 267 287 267 287 801 861
Housing 159 319 37 74 44 89 240 482
Other 18 35 18 35
Engineering s~~vices * 3 22 39 92

Sub Total 388 718 400 525 805 896 267 287 267 287 2127 27113



COMPONLNT

Inflation on Construction FX 20%

LC 40%
Inflated at 15%

Sub Total

Grand Total

POP funds

TA (LT)
(sT)
Vehjcles
Bicycles
Spares/Trp
MCH equipment and supplies
MCH training centers
Vehicle maint/op
MCH part training

Sub Total
Contingency 10%
Inflation 10%

* Inflation 20% on construction

Total

D& TOTAL

147

535
127

862
3142

66
35

17
25

150

15

165

2977

365

765
1772

756
3383

130
60
20
1
50
52

332
33
36

401

2982

PY3 Pr4 PYS
i€ EX_ . 1C  _FX Lc___rx
652 308 427
1349 759 1169
2154 1548 1026 595 1436 714
3482 4335 2501 3467 3001 3736
130 130 130
4 4 4
1 2 2
50 50 50
226
14 14 14
68 3 8
493 208 208
27 21 21
155 76 106
675 305 335
3660 3162 3401

ToIMLS

3789

5916

e __fx_

1762

4475

11883 18063

586
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and Famil P1ann1ng'Services in Sudanese Villages". (See budget tables
following).

The foliowing is a projected estimated annual disbursement

schedule:
($,000)
FY 1980 - No disbursements
FY 1981 - 3,500
FY 1982 - 4,600
FY 1983 - 5,400
FY 1984 - 3,900
FY 1985 - 600
18,100
2. Basic Financial Constraints

The current economic maladies afflicting Sudan have a direct
effect on the project, especially concerning foreign exchange.

a. Fuel

Rising fuel costs and its unavailability due to lack
of foreign exchange have restricted severely the delivery of services
under the PHCP. For example, delivery of 24 new vehicles earmarked for
the PHCP in the South was delayed two months for lack of fuel. Costs
for fuel under the project are considerable but are recognized as a
necessary expenditure for its sustenance. Different fuel cost allocations
have been assigned for various vehicles accoridng to weight, class and
usage.

b. Construction

The capital development program under the PHCP has been
slowed considerably by the lack of foreign exchange to purchase essential
construction materials. The project will provide foreign exchange to
construct essential capitai structure in targetted provinces.

c. Drugs

Provincial commissioners of health have said that a key
corstraint to the PHCP was a lack of drugs. The GOS has not been able to
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provide sufficient drugs for the PHCP because of balance of payments
problems. The project will provide $2.2 million in PHCP drugs for the
selected provinces.

d. Local Currency

In addition to foreign exchange restrictions, the GOS
faces liquidity problems in regard to local currency. In the South,
for instance, it is not uncommon for health workers and civil servants
posted in rural areas to go for several months without receiving their
salaries., For this reason, this project has kept to a minimal new ner-
sonnel who are outside GOS programmed increases and has transferred the
costs for such new personnel to the GOS gradually over the life of the
project to prevent an unrealistic burden. MOH officials have given
assurances that costs in this category will be met on the basis of curren
budgeting allocations and anticipated receipt of funds.

3. Recurrent Costs

Current GOS methods of book-keeping within the MOH and RMOH
make it difficult to predict what the recurrent costs of the project
actually will be. The central budget and the southern regional budget
for health are divided into two main sections - Chapter I (Personnel)
and Chapter II (Goods and Services). All the various health programs
are included under these general headings and one cannot separate the
PHCP from other programs. In addition, the Ministries of Finance in
Khartoum and Juba have no centralized records of expenditures for health
accounts have never been closed and are in arrears for periods ranging
from four months to five or six years. Another complication in deter-
mining recurrent costs is that some of the training, MCH and communica-
tion elements of the project are experimental in nature.

Below is a preliminary estimate of recurrent costs which
will be incurred in support of the activities in this project which would
be additional to those incurred at present. Certain costs represent
cash requirements while other constitute deferrable expenses.

Annual LS 000
Once in 5 years
Training 300
Salaries 250
Vehicle operations 80
PIU costs 27
Building maintenance 240
Vehicle replacement 211
Drugs and supplies 600
Other 100

1,597 211



TABLE 11t
LOCAL CURRENCY BREAKDOWN

COMPONENT PY! PY2 PY3 PY4 PYS TOTALS

GOS Bud Count  GOS Bud Count GOS Bud Count  GOS Bud Count  GOS Bud Count _ GOS Bud Count

I,

1A
LT Support 63 108 143 132 122 568
TRG
Local
(1) Reorientation 60 90 115 115 105 485
{2) Refresher 30 60 100 130 120 440
{3) Other 38 87 86 86 86 383
128 237 301 kX)) KL LIS 1308
Conmodities 80 74 66 44 44 308
Other
Other Costs 10 94 20 118 20 123 20 13 20 103 90 551
Salaries/per diem 163 239 , 260 242 214 1118
7 259 T 280 ¢62 23 1208
Contingency 101 V7 37 26 54 28 63 26 62 23 58 120 214
Inflation 15% 43 88 99 225 150 355 193 477 485 1145
Sub Total 190 402 328 679 407 921 438 1037 450 1115 1813 4154



COMPONENT PY1 PYy2 PY3 PY4 PYS TOTALS

GOS Bud Count GOS Bud Count GOS Bud fLount GOS Bud C.ount GOS Bud Count GOS Bud Count

Construction 88 400 805 267 267 2127

Inflation 147 365 1349 759 1169 3789

TOTAL™ 190 937 328 1444 407 3075 438 , 2063 450 255) 1813 10070



TABLE 111
LOCAL CURRENCY BREAKDOWN

COMPONENT PY1 PY2 PY3 PY4 PYS TOTALS
GOS Bud Count  GOS Bud Count GOS Bud Count GOS Bud Count _GOS %.:d Count GOS Bud Count

1. 1A
LT Support 63 108 143 132 122 568
1:. TRG
Local
21 Reortentation 60 90 115 115 105 485
2) Refresher 30 60 100 130 120 440
(3) Other 38 87 86 86 86 383
128 237 30T kK] ) T\ 1308
111. Commodities 80 -4 66 44 44 308
Iv. Other
Other Costs 10 94 20 N8 20 123 20 N3 20 103 90 551
Salaries/per diem 163 239 1260 242 214 ma
173 13 Z80 262 23] 1208
Contingency 10% 17 37 26 54 28 63 26 62 23 58 120 274
Inflation  15% 43 88 99 225 . 150 355 193 477 485 1145

Sub Total 190 402 328 679 407 921 438 1037 450 1118 1813 4154



COMPONENT

Y1
GOS Bud

Count GOS Bud Count

PY2

Construction

Inflation

TOTALS

190

388
147

937

400

328 1444

PY3 PY4 PYS TOTALS
G0S Bud Count GOS Bud Count GOS Bud Count GOS Bud Count
805 267 267 2127
1349 759 1169 3789
407 3075 438, 2063 450 2551 1813 10070
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In keeping with the intent to minimize the burden of local
expenses on the GOS during the project, it is intended that during the
second year a study will be undertaken which will: (a) refine actual re-
current cost estimates; (b) examine possible untapped local financial
resources, and (c) suggest options for the phased assumption of all local
costs by the GOS during and after the project. In this regard it should
be noted that the GOS is constitutionally obliged not to charge "fees"
for medical services. In order to tap local resources various communities
have resorted to a "donation box" which, acting on peer group pressure,
does bring in limited funding from the user community. More importantly,
it begins to establish a pattern of client awareness of cost for service
provided. Acceptance of "donation boxes" will be monitored carefully
during the project.

The above difficulties also make it difficult to determine
cost per beneficiary. Even if expenditure information were available it
would not be possible to relate costs to beneficiaries because of inade-
quate census data. Each primary health care worker is supposed to service
4,000 people; however, .it is higkly unlikely that at this time coverage
per worker has been expanded to tnis number. A tentative cost per bene-
ficiary can be arrived at by assuming that population in the project area
will benefit either directly (client at new PHCU or dispensary) or indirect-
ly (improved delivery system for rural health services). This would lead
to a per beneficiary cost in the project of $4.5 and a post project per
beneficiary cost of $.28 per year. The obvious deficiency in this calcu-
lation is that neither at prasent nor at the end of the project will all
the population have received "benefits" from the project. There is, how-
ever, no way in advance to determine specific numbers of beneficiaries.

Although it is difficult to determine recurrent costs, it is
clear that if the present balance of payments problem exists when %he
project ends in 1985 the GOS will not be abie to fully sustain the
additional level of drugs (32.2 million) provided under the project.
However, current investments in the agricultural and industrial sectors
recommended by the IMF are =xpected %0 ease the balance of payments
problem during the 1ife of the project thus providing for an increased
investment in the heaith sector. In addition, other foreign donors may
well fill the drug foreign exchange gap.

In any event, it would be a tragic mistake to deprive the
rural poor of the health benefits derived from drugs supplied under this
project simply because the GOS may not have sufficient foreign exchange
during the life of the project to fully pick up these costs.

Local communities are increasirgly contributing to the finan-
cial support of the PHCP and this project seeks to support these efforts.
In a country where medical care is free, local cizizens ara beginning to
realize that the quality of care can be increasea through local financial
support. The major number of PHCUs in the North have been built by self-
help and RMOH in Juba is strongly recommending that all PHCUs will be
built by self-help. Another strong indication of local support for health
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services is that government-trained midwives are paid by village coun-
cils.

The concept of the PHCP is for ccmmunities to pick up the
cost of salaries for the CHW at the end of the Six Year Plan. Southern
health officials have established a committee to investigate the possi-
bility of transferring this responsibility to local communities before
the end of the Plan.

Construction costs for warehouses, dispensaries and training
facilities are one-time investments which will require a minimal of re-
current costs for maintena.ce. Additional personnel, outside of planned
human resources expansion, have been kept to 2 bare minimum. Moreover,
bicycles provided under the project are to be paid for by recipient
CHWs and VMWs. Maintenance for motorcycles distributed under the pro-
ject will be paid for by recipients.


http:maintenai.ce
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PART V
IMPLEMENTATION ARRANGEMENTS

A, Implementation to date in SPHC & NPHC

The implementation modes to be used in this project will fol-
Tow the actual implementation patterns established in the SPHC and
NPHC. To the extent that these projects are operational, no - new
modus operandi need to be developed. Consequently, a brief summary
of accomplishments of implementation of the two projects is approp-
riate.

SPHC

A recent PES on the SPHC has determined that the project is
proceeding reasonably. Training activities met the intended targets
and one of the training schools is essentially complete. The train-
ing manual has been revised. An important baseline survery has been
completed. Logistics activities have been slow due to the lack of a
long-term advisor who has now arrived. Although certain problems
in implementation were evident at the beginning of the project (main-
ly staffing) it now appears to have worked through these problems
and can expect to continue reasonably smoothly.

NPHC

Project activities in this project commenced in August 1979
with the arrival of the three advisors. One of these advisors was
unable to continue and was not replaced until April 1980. Accomp-
lishments to date have been development of an inventory and report-
ing system for commodities, 2) a pilot primary health care data
flow system for provincial use, 3) a vehicle-use reporting system
4) participation in revision of the CHW training manual and 5) com-
pletion of a spare parts warehouse facility. As in the SHPC, there
have been a variety of implementational problems whizh are being
worked out as implementation progresses.

B. GOS, AID and U.S. Contractor Administrative Arrangements for
Rural Health Support Project

1. The GOS

a. Policy Direction and Mechanism for Oversight and

Supervision ‘
1) At the Wational Level

The GOS policies on health are clearly enun-
ciated in the National Health Program. Emphasis is placed on the
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delivery of health services through the Primary Health Care Program.

While policy-making has involved central,
regional and provincial authorities, program implementation has been
decentralized to the regionz] and provincial lev:ls. Some functions,
however, are still retained by the lentral MOH. Thus, this health
support project will involve direction, oversight and supervis:an at
several levels.

On the national level, the Central MOH in
Khartour has responsibility for training G:ality, statistics, and
Togistic/supply. A description of the capzbilities and supervisory
role of each to these GOS entities is described in Part IV and in
Annexes A and C.

2) At the Regional Level

In t'.2 North

Programmatic: In the North, the Project

Director will be appointed by the Minister of Health to head a spe-
cial Project Implementation Unit in the MOH. The Director will be
supported by a small staff provided by the prrject. He will report
to the Undur-Secretary of the MOH and will be responsible “or coor-
dinating all aspects of this project within the MOH and in the par-
ticipating Northern regions. He will cupervise the preparation of

a detailed project work plan in consultation with USAID and contrace-
tor staff, and will 1iasson with the Project Manager, USAID.

In the South

Programmatic: In the South, the Director
of Primary Health Care in the MOH will be responsible for all pro-
gram activities and coordination of MOH inputs to this project.
Appropriate agreemetns for project-related research may be developed
between the RMOH and the University of Juba.

Both the GOS Project Director in the North
and the Director of PHC in the South will liaison with the Project
Manager, USAID/S,

3) At the Provincial Level

The Assistant Commissioners for Health in
each of the provinces (4 Northern, 3 Southern) will be involved in
the implementation of the project in their area. It has been point-
ed out that the health needs and resources of the various Sudanese
provinces are different, The rate of health services expansion has
a1so varied from province to province. For these reasons, this pro-
Ject has been designed to have both flexibility in the allocation of
resources and strong administrative monitoring.
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Peovincidl health officials will participate
in a project implementation survey to determine the timing and loca-
tion of certain project inputs. They will also be involved in the
development of detailed work plans and schedules of performance for
the various project components in their areas. Coordination with
other provinces will be through the CMOH and in Khartoum and the
Regianal MOH in Juba.

4) At the Regional Level

As noted elsewhere, details for Regional
governments are in the process of being worked out and these goven-
ments (with the exception of the Southern Region) will not be func-
ticning until May 1981. It is, however, already apparent that invest- '
ment in terms of management training, etc. at the provincial level.
will be definitely support the future regional government, which will
assume an intermediate status between the province and the national
government,

b. Project Support by Various GOS Entities

Certain implementation aspects of the project
will involve non-MOH agencies and organizations. These include:

1)  The Ministry of Public Works & Construction (PWC)

The construction of health facilities in the
North will be done by the PWC under an agreement with the CMOH. A
REDSO/EA engineer has determined that PWC has the capability to under-
take this work.

2)  Mechanical Transport Division (MTD)

In the North and South vehicle maintenance
will be through the Mechanical Transport Division in each province
and through the vehicle repair facilities of the respective MOHs.
These agencies have the manpower and shop facilities to carry out
the necessary repair work on the vehicles to be supplied by this
project. As capability in vehicle maintenance is developed under the
project by the RMOH in the South, it will be transferred from the MTD.

3} Universities and the Economic & Social
Research Council

The two universities of Khartoum and Juba
along with the ESRC may be called upon to design and undertake opera-
tignal research projects related to the PHCP on an ad hoc basic under
agreements with the MOH,
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2. The USAID

a. The U.S. Contractor

1)  Contractor Selection - North

A Contractor will be selected on the basis
of competitive proposal evaluation in accordance with standard AID
procedures to implement the Northern component of the project. The
following services will be provided:

Tong term and short term technical adivisors;
monitoring of Tong and short term participant
training in-country and in third countries;
purchase of commodities, equipment and vehicles;
arrangements for project evaluations;

moni toring of all construction elements of the
project.

A comprehensive request for proposals (RFP)
will be issued as saon after project authorization as possible,

-election criteria to be used in {dentifying
an appropriate contractor will include:

- overseas experience in developing countries in
the design and management of nation-wide health
care programs;

- ability to field an experienced staff of long
term technical advisors with Arabic language
capability and a sensitivity to, and understand-
ing of, the administrative and environmental
problems related to working in Sudan;

- ability to identify and support experienced
specialists for short term advisory assignments
in such fields as MCH, health planning and manage-
ment;

- previous experience in providing strong U.S.
based administrative and technical support to
both Tong and short term technical advisors;

- familiarity with, or previous working experience
in Sudan, Middle East and Africa;

- experience in supervising training of partici-

pants in third countries;

familiarity and experience with AID and local

procurement regulations,

2) Contractor Selection - South

Implementation of the project in the South
will be by the International Medical and Research Foundation of New
York through its Kenyan organization, African Medical and Research
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Foundation of Nairobi. This charitable organization is being pro-
posed f§r a non-competitive waiver for procurement of services (see
Annex P).

3) Subcontracts

Construction in the South will be handled
by local construction firms in Juba. It has been determined by a
REDSO/EA engineer that such contractors are available. Subcontract-
ing arrangements will be made by AMREF,

D. USAID Monitoring

Programmatic: USAID monitoring and supervision
will be the responsibility of the soon to arrive Public Health Officer
in the General Development Office., Until his/ber arrival, it will be
monitored by the General Development Officer. The USAID manager will
coordinate with the GQS Project Director in the North and the Director
of Primary Health Care in the South. He/she will arrange for all nec~
essary AID inputs including the services of REDSO/Nairobi engineers
concerning the construction associated with the project.

The USAID Controller's Office will review dishurse-
ment/reimbursement requests for conformity with AID regulations and
ensure that adequate financial control methods are followed. It will
also establish, according to AID regulations, procedures governing the
disbursement and monitoring of Title III Program funds to be utilized
under the project.

The USAID office in Juba will assist in monitoring
the Southein component of the project.

Monttoring will primarily be accomplished through
review of contractor quarterly reports and periodic meetings with the
Chiefs of Party of the contractors,

Further, an in-depth evaluation also will be per-
formed in the project. (See Part vrg.

o Phasing Activities

The activity schedules in Annex K show the plan of project acti-
vities, the projected time of task accomplishment and the agent of
prime responsibility. In additiun 9 these activity schedules it is
important to examine in greater detail two aspects of project implemen-
tation: (A) activities prior to arrival of contractor personnel, and
(B) phased development of technical implementation of the project when
contractor personnel are in place.
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(A) Early Implementation Actions: USAID/GC./AMRF will col-
laborate on the FolTowing tasks and wilT call upon technical expertise

from REDSO/EA as appropriate:

: (1)  development of specifications for trucks, vehicles,
prefab elements of warehouses, and warehouse equipment,

(2) establishment of specifications of basic list of
drugs and MCH/FP commodities,

(3) ordering of household furniture (south) and office
equipment.

PI0/C's will be issued as appropriate to assure that
commodities are procured and can be delivered on a timely basis for
project implementation.

(8) Contractor activities will follow a phased implementa-
tion strategy adapted to each province which will include the follow-
ing phases:

Phase I: Before initiating any support effort in the
selected provinces, it will be necessary toc perform a site specific
assessment. Each province will be visited by a three member TDY
team composed of a logistics/supply specialist, a manpower training
specialist, and a public health specialist. Such assessments will be
made initially for the three provinces in the South and the first two
in the North, with the last two in the North being done in year 3.
The team will counterpart MOH officials as well as provincial health
officials. Together they will perform the following tasks:

- identify provincial policy regarding rural health
care and PHCP;

- assess provincial infrastructure in terms of personnel
availability, facilities development, data collection
capability, logistics/supply system status, and vehicle
maintenance capability;

- identify budget inputs and constraints to rural health
care delivery as well as planning and accounting
capability;

- evaluate past performance in implementing the PHCP,
and othe NHP initiatives;

- identify problems in related sectors (e.g. communication,
transportation);

- identify socio-economic, geographic, climatic and
cultural constraints to program implementation;

- identify how existing GOS health resources might be
better utilized through improved planning and management.

A summary report will then be prepared by the GOS/TDY
team in which the constraints to the implementation of rural health
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services delivery in the province will be analyzed. The team will
determine the specific mix of advisory, training and commodity assis-
tance required tc strengthen the provincial-level health sector and
the PHC Program. This assessment will identify requirements in the
area of:

- short term technical assistance and the specific
disciplines in which the T/A will be needed;

- the types and extent of training needs;

- distribution points for project commodities;

- site selection for construction of health facilities;

- the logistics/supply needs;

- the requirements for strengthening the data collection
system including training or reorientation of health
workers;

- phasing of project inputs.

The level of effort for thesa provincial surveys is 2 pm per province.

Phase [I: Develop Detailed Work Plans for Provincial
Programs. Using the implementation survey described above, detailed
work plans for the allocation of prcject resources will be prepared.
These plans will seek to address the different needs of the various
provinces. Specific plans of action will be tailor-made to address
the particular constraints to the expansion of rural health services
in each participating province. This activity will involve the tech-
nical staffs of the Northern and Southern Primary Health Care and the
Rural Health Support Project. These plans will be reviewed and
approved jointly by GOS and USAID officials.

Phase IIl: Implement Plans. This phase will span the
first 27 months of the project and will involve the implementation
of plans developed above.

Phase IV: Modify Work Plans. As a result of the eva-
luation in months 26 and 27, the project and individual provincial
and contractor work plans may be revised and project activities in
the second Northern Region should commence. Any redirection of the
project will be done only with the complete approval and concurrence
of both USAID/S and the GOS.

Phase V: Project Phase Qut. The project will phase out
during the last 3 months of activities (months 60-63) and final eva-
luation will be conducted. (See evaluation section).
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Camodity Procurement

Using the cammodity components shown in Table IT of Section III
berein, camodities will be procured by the following agents
consistent with project activity schedules provided in Annex K.
All camodities for the southe™n region will be procured by AMREF
using the procurement system presently being utilized for the
Southern Primary Health Care Project (650-0019). Such procure-
ment includes tools for CHWS, boat, radio equipment and that
portion of dispensary equipment, office equipment and furniture
Ministry of Health equipment and training center equipment

as would be utilized in the south. AMREF would also procure

its own vehicles (See waiver request, Annex P) and would procure
all drugs (approx. $1 million) intended to be shipped into the
south via Maombasa. I order to assure the timely arrival of the
vehicles for the north,USAID would issue the PIO/C; for wvehicle
procurement utilizing the services of procurement agents (most
likely the Afro-American Purchasing Corp. in New York - AAPC).

To assure standardization of warehocse equipment, USATD would
work with the existing logistic advisors in the Northern and
Southern Primary Health Care Projects to develop the specifi-
cations for procurement under the PIO/C's (again utilizing

AAPC or similar procurement agent) for all equipment necessary
for the warehcuses. The northern contractor, yet to be selected,
would be responsible for arranging procurement of such office,
dispensary, Ministry of Health and training center equipment
intended for the narth, but would be closely related to similar
procuranent action by AMREF for the scath. Drug procurement

for the narth will also be done by the contractor. To the maximum
extent possible, the project will utilize the procurement patterns
set in motion under the existing Noarthem and Scuthern Primary
Health Care Projects.
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PART VI
SPECIAL STUDIES AND EVALUATION

A. Special Studies

A number of special studies and a series of focussed evalua-
tions will be necessary for the success of the project. The special
studies have been chosen to provide spacific information required
for the final design of project components. Several of the studies
will collect information for the design of training curricula for
health workers who have not previously been trained on a large scale.
Thus the studies on traditional birth attendants - their current
roles, abilities and receptiveness to training in MCH/FP - will form
the basis for the job descriptions and training programs of these
women.

The expertise of local Sudanese researchers in the Economic
and Social Research Council (ESRC), the University of Khartoum De-’
partment of Community Medicine in the Faculty of Medicine, the
University df Juba, etc., will be utilized in conducting the studies.

The special studies conducted nnder the project will include:

1, Baseline Studies: Will be conducted in each of the
seven provinces 1n which AID will support health activities. These
studies, similar to those carried out by AMREF in the Southern Pri-
mary Health Care Project, will provide current, village-level infor-
mation on prevalent health problems, preventive and curative health
knowledge and behavior, nutritional status, and patterns of water
use and hygiene. The baseline information will serve as a comparison
for data collected later in project evaluations.

2. Site Specific Assessments: Will be carried out in each
province to ascertain specific requirements in the technical assis-
tance, trainin? and commodities. The survey will anaylyze past pers=
formance, problems, needs and constraints, and will identify a stra-
tegy for better use of GOS resources. The site specific assessments
will be carried out jointly by the Assistant Provincial Health
Commissioner and his/her staff and the project's countract personnel.

3. Pre-Implementation Surveys: Will be carried out before
beginning the project in any province. Conducted by provincial health
officials, they will determine the exact timing and location of each
of the inputs. Level of effort for items 2 and 3 - 2 pm per province.

4, Analysis of New MCH/FP Training: As described above,
the UNFPA will work with the Sudanese MOH to train PHCP workers in
MCH/FP. Before AID-supported MCH/FP activities begin, an analysis
will be done of the appropriateness and effectiveness of the training
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program and the performance of newly trained workers in MCH/FP. This
study will be used to design the content of AID-supported orientation
and refresher training in MCH/FP. The study will be carried out by
the AID-funded MCH adwisor in collaboration with UNFPA and MOH repre-
sentatives.

5. Nomad Comaunity Health Workers: Some training of NCHWs
has already been done, but anthropological studies done recently in-
dicate that specially designed training courses will be needed for
NCHWs to deliver effective services given the special characteristics
of Sudanese nomads. This stud, will be conducted by a social or
cultural anthropologist in one of the provinces included in the project.
The Tevel of effort will be approximately 3 person months.

6. Traditional Birth Attendants (TBAs): Additional infor-
mation on TBAs will be required before they can be trained. Two
similar studies will be conducted in two provinces (one in the North
and one in the South) to gather information on TBAs. The studies
will analyze the current role of TBAs in MCH/FP, their understanding
and practice of acceptable levels of medical care, and specific re-
commendations for the format and content of their training courses.
These studies may be carried out by GOS health professionals or by
social scientists.

7. Pilot MCH/FP Training Program: Traditional Birth Attendants:

Prior to initiating training of TBAs on a national scale,
AID will support several training courses for TBAs which will be close-
ly monitored and evaluated. The effectiveness of the newly-trained
TBAs in MCH/FP wili be measured by the MCH advisor and modifications
made accordingly in the TBA training program. Only then will the
program be expanded.

B. Evaluation

Three types of evaluation and review of the project are proposed.
They include:

1. Periodic Contractor Evaluation Reports

The northern and southern contractors will submit quar-
terly reports to USAID/S. These reports will evaluate grantee and
contractor performance and identify operational problem areas. The
format of the reports will be delineated by USAID/S in consultation
with the contractors. They will describe:

the contractor's and AMREF's activities for the period,
problems encountered,

- achievements,

recommended modification to the project work plans,
proposed activities for the next quarter.
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2. Third Year Evaluation

The purpose of this evaluation willibe to provide a
project analysis to the GOS, USAID/S and AID/W. This evaluation
will take in the third project year. The format will be delineated
by USAID/S.

The following areas wiil be analyzed:

- the goals and purpose of the project,

- the relevance of the project to the GOS National
Health Programme,

- curative, promotive and preventive service statistics,

- MOH infrastructure development,

- perfon?ance of selected health systems (e.g. logistics/
supply).

- impact on health status and the health sector (e.q.
changes in infant mortality),

- efficiency, effectiveness and impact of project inputs,

- conceptual and operational problems.

When possible, use will be made of studies conducted by
the MOH before the onset of the PHCP. Follow up studies including
baseline studies, will be supported during the first three years of
the project so that comparisons can be macde of project impact.

This evaluation will be performed jointly by USAID/S,
AID/W and GOS personnel, with input from internationally recognized
experts in-primary health care delivery.

The project evaluation team will consist of three or more
members including:

- a health logistics/supply specialist,

- a MCH training specialist,

- a rural health care delivery systems specidlist (team
leader).

The team will conduct the evaluation studies over a six
week period. The cost of this activity is budgeted at $45,000.

As a result of this evaluation, changes in the project
work plans, activities, time frame and resource allocations may be
made. These will be agreed upon by USAID/S and the GOS.

3. Ad Hoc Evaluation and Surveys

From time to time theough the course of this project,
special studies, surveys and evaluations may be performed on speci-
fic parts of the program. The purpose will be to delineate problem
areas, to clarify preliminary observations, or to analyze previously
unrecognized health needs or resource requirements. Baseline and
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follow up studies will also be performed.

These analyses will be performed by USAID/S, AID/W, GOS, Sudanese
institutions and/or independent groups. The concurrence of both USAID/S and
the GOS will be required before any such studies or surveys will be performed.

4. Final Evaluation

At the end of the project period, a thorowh analysis will be performed.
It will take into account the original goals and pucpose of the project, and
any modifications made during the project implementation period.

1he evaluatior: will focus on several broad aspects of the project
including the impact of the project on:

- the increase in accessibility of the rural poor to improved
health care;
- changes in the hgalth status of the rural poor:;
= progress towards achieving original and modified PHCP goals
and purposes;
- improvements in MOH infrastructure develomment and its capabilities.

It will include:

- assessrant of the quality and quantity of health services delivered
to pecple through the resources and/or assistance of the project;

- assessment of the functicnal relationship of the activities of this
rroject to the activities of other Sudanese health activities,
especially those supported by AID;

- assessment of the pharmaceutical supply system, including evaluation
of drug acquisition, selection, storage and condition of drugs at
point of use.

The cvaluation will seek to assess the contribution made by project
rescurces. I will identify successes and failures, and will describe what
the implications are for similar AID interventions in other countries.

The evaluation team will be composed of experts with the same types
of skills identified in the pricr evaluation. The evaluation will be conducted
over a six week period. 3$45,000 has been budgeted for this activity. Arrange—
ments for the evaluations will be made by the Northern contractor. The Southem
contractor (AMREF) is allocated $10,000 to conduct evaluations of the radio
health program in the South.

Many developing nations are establishing primary health care programs
at this time. Each is, more or less, tailoring its health delivery system to
meet its own perceived needs. It is hoped that Sudan's National Health Program,
because of its size and the diversity of the problems it will encounter, may
serve as a useful model to other countries. While the Program will not be
replicated in its entirety anywhere, the approach used and the results
achieved will undoubtedly be studies throushout the world.
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ANNEX A: ASSESSMENT OF THE SUDANESE PRIMARY HEALTH CARE SYSTEM
A. Background

Jemographic Status

The population of the Democratic Republic of Sudan 1s currently
estimated to be approximately 17.3 millien. Except for 12% of the people
who live in urban areas, the rest live in rural (77%.) and pastoral (11%)
areas scatterud throughout the 2.5 million square kilometars of Africa’s
largest country,

The largest majority of Sudanese are poor, earning about $165.00
ser capita annually, The popu1at10n‘5“v1ta1-statistics.-ac:ording~ta~
the most recent estimates, are: -

Average birth rate 47,8/1000
Average death rate 17.5/1000
Infant mortality rate - 132.0/1000 live births
Life expectance at birth - 48.6 years

Population growth rate . 2.1%

—

» % Thus, Sudan 1ike many developing countries is character{zed by
a high birth rate, a high death rate, a high population growth rate, a
high percentage of children below the age af 5, and a relatively low
population density, These are important factors which the GOS has taken
into consideration-in designing and implementing fts Primary Health Care
Program.

1. Health Status

According to the Government of Sudan, the health problems of
the country are, in priority order:

/
Malaria - "nationwide"
Malaria - "man made®
Wider coverage by primary care
Bilharzia - "man made®
Lack of health information and lack of hygienic habdbits
Communicable diseases, especially those preventable by
{mounization °
-=——Need for safe water.-and-adequate water supplies _.
- Environmental sanitation including refuse and human
excreta disposal
= Protein-calories malnutrition
- Gastroenteritis
- Tuberculosis
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As might be expected in a country as large and geographically
diverse as Sudan, the incidence and distribution of these health problems
varies in different parts of the nation. For these reasons, the GQS has
developed and {s implementing a regionalized health delivery system to
deal with the public health needs of its urban, rural and nonadic people.

8 Effecitveness. af Present Primary Health Svstem _

it is too early in the implementation phase of an untested
comprehensive health delivery system like the PHCP to document measure-
able impact on the health status of the target rural populations. Small
baseline surveys on existing health conditions have been conducted in
several provinces. These studies, in addition to the baseline studies
ta be conducted under the project, will be followed up with assessments
in two or three years which should begin to reflect imgrovements in
health status attributable to the PHCP.

Provincial health administrators, North and South, have met
in their respective regfons to review their first two years of experience
with the program and to reiamnend changes to improve effactiveness of
the service. They wer2 {n general aqreement that basic concepts of the
PHCP are essentfally sound, but that far more flexibility 1n implementa-
tion. is needed to meet diverse conditions in the provinces.

Reparts from those whe have observed PHCP activities provide
some fndication of program effectiveness based on:

geogranhic coverage of the PHCP,
kinds and quality of services delivered,
community awareness and utilization of services available,
community organization for health, and
logistics and supply carability.
/

L. Geoqrach1C'szeragé"of'tﬁe;PHCﬁ~4

Reports indicate that distributicn of primary health care
units are uneven in most provinces. Yillages cioser to urban centers
have been able to get their workers trained and facilities trenared
mUch sooner than more remote and less accessible places. In some settled and
nomadic areas, candidates meeting national educational requirements
(6 years of junior schocl) cannot be found. Thus, caverage by CHWs or NCHWs
has fallen short of targets. This is particularly true for women.

For a more det:ited discussion of Sudan's population and
health issues, please refer %0 the "Report of rthe Health Sector Assess-
ment Team*" and the *Primary Health Care Proqramme for Sudan".

*hedical services consultants, Inc. Resort of the Health Sector Assas-
iment Team - Sudan, Arlington, Va., Septermoer 137/ (under AID contract).
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2. Kkind and Quaifty of Service 8eing Delivered

Basically the primary health care complex involves the d{s-
pensary and 1ts five primary health care satellite units.

Services at the dispensary level are mostly curative medicine
and referral by the medical assistant who also has supervisory responsi-
bility for the CHW and the activities af village midwives. Because the
medical assistant has a definite curative approaca through treining and
practice and so many of the activities that he should supervise are

—preventive and_promotive. many_MAs facus on the curative activities in
the PHCU, indirectly releqating the preventive and promotive tasks to
a lesser status. Thus, services at both levels (dispensary and PHCU)
are basically the same,curative in nature. Most MAs are unprepared tg
supervise the work of the village midwifs in delivery care and there {s
a tendency for maternal-child health tg be neglectsd unless 1t is curative.

To date, services of the CHW also have bean predominantly
curative {n nature. This may be due in part, to what the viilagers have
been used t3 and expect from their new health worker. But it 1s also
due to the curative orientation and experience of the CHW tutor --
medical assistants drawn almost exclusively from curative facilities.

The short three month training of tutors does not prepare them adequatealy
to teach CHW's how to do preventive health care. .

In"villages where there 1s a trained village midwife (VMW),
1t 1s expectad that the CHW and VMW will cooperate in meeting village
health needs. At presenc, the role of the UMW 1s one related only ta
maternal and infant care for a short period of time after delivery.
Cooperation between the two workers is rare. [t {s felt that the PHCU
should be made available for regular MCH clinics. In some villages this
1s done and the ChY and VMW make referrals to sach other, hut it cannor
be assumed that this rractice e{jsts gyerywhers,

/

Quality of service s unsven, depending on the acquired skills
and. ability of the individual CAW and the nearmess to avaflable sourcas
of supply and supervisicn. Treatmant juties of the CAW may be inadequate
for 1ack'of'adequata‘drugs'ahc_SJppT+ef%JLV?F?bééfs4heve=been-knoﬁh-tb=
buy their own drugs in the larger towns underthe—directianm of the LHw
when he has run out of the more commonly usad drugs.,

3. Community Awarseness of the Program and Util{zation of
Service Available

f standard procedures in the salection of G'W candidates are
followed, community awareness of the program is assured. The medical
assistant in the distric:, who does the recruiting, is expected t3 meet
with village leaders ind organizations t3 explain the health goals and
serv: - s, This procsdure {s sometimas shore clrcuitad with selec=ion



handled by the village chief alone.

When this occurs, a lack of understanding of the CHW's role
results, constituting a weakness in program implementation. The national
health plan places considerable emphasis on the need to prepare the
villagers for the PHCP, but in practice this step in the process often
is neglected.

One of the best resources for improved health lies with the
people themselves. Most villages have a number of development criented
groups, such as the village council, the villlage development committee,
the local unit of the Sudan Socialist Union, women's groups and youth
organizations. These are excellent vehicles for cooperation with the
CHWs in carrying out his promotive and preventive functions.

4, Maternal Care in the Primary Health Care Program

Antenatal clinics, immunizations, indentification of protein-
calories malnutrition cases and oral rehydration for gastro-enteritis
are part of the function of the CHW. However, the CHW is predominantly
a male worker and is not very effective in dealing with mothers and
children except in curative functions. He is not trained to assist with
deliveries, but is supposed to cooperate with the village midwife or
trained birth attendant. Training of village midwives has not progressed
concurrently with the training of CHWs. In villages with a CHW but no
trained midwife, there may be no emphasis at all on maternal and child
health, especially the promotive and preventive aspects.

The health visitcr who is a nurse-midwife combines service
responsibilities for MCH care with community-health responsibilities.
In the south, due to the low level of candidate qualifications, the
position of assistant health visitor is sometimes used. Her duties in-
clude supervision of nurse-midwives and trained village midwives. The
numbers of health visitors are so inadequate and their distribution so
skewed to the more populated areas that effective supervision is virtually
impossible. Some village midwives are seen only once a year on a routine
supervisory visit.

There has been no retraining of those midwives trained many
years ago as the present midwifery training schools cannot meet the
demand for initial training. Therefore, the village midwives who were
trained earlier are 1imited in the scope of their work. !Indoubtedly,
they do some maternal education but the preventive-promotive tasks now
being emphasized are probably minimal.

Recruiting candidates to be village midwives is not always
easy. Although the training for midwives is a government program,
completion of the program doas not give the women a place in the civil
service. The midwife receives no salary from the Central MOH. Her
renumeration is about one-half that of the CHW and is received from
the village council. She does receive payment either in money or in



kind from the families of women she delivers. However, in small villages
this number may not give her income enough to be a recruitrent incentive.
(In urban areas, midwives often are highly paid because the majority of
deliveries are still home deliveries.)

Another constraint is the fact that althoujh the program for
village midwives is said to be 12 month in duration, in fact, many of
the students are kept longer to fulfill the requirement of participating
in a specified number of deliveries. Reducing the number of deliveries
is not recommended. Since about 80% of the village midwives are illiterate,
supervised practice is essential. However, an effort chould be made to
reduce this extended time by seeking out deliveries in peripheral areas.
This requires transportation which has been a constant problem. A new
class of “rainees does not start until all the original trainees have
had their course completed so considerable time can ba lost, thus reducing
output of midwives. With transportation provided, students might fulfill
their delivery requirements at a more rapid pace.

While the Ministry of Health expects to have trained enough
CHWs by the end of 1983, there will be a shertfall of 3830 midwives,
956 less being trained annually than are needed.

A retraining period has been built into the PHCP program and
the provision of supervisory visits is a part of the system. The trained
village midwife who is also a front-line worker has had no program for
retraining on a regular basis. Some midwives are brought back to the
midwifery school after an "unfortunate incident" when an untoward result
is obviously the result of ignorance or improper technique. Since the
village is the de facto supervisor of the midwife, such incidents do
get reported to the highar level of the system by the villagers.

[t is perhaps understandable that the need for the initial
training of village midwives is so crucial that refresher courses have
been delayed. Nevertheless, the yearly supervisory visit from the
province capital is insufficient to maintain the quality of care. There
is a need to reach all midwives who have been trained in the past not
only to review and update their present maternal-child care service
delivery but also to teach them promotive aspects of health, especially
family spacing which was not part of the curriculum at the time they
were trained.

The CHWs trained earlier have not had this information either.
CHWs trained under the specially prepared tutors from the pilot program
at Wad Medani will have family spacing information but they are few in
number.
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Actual services in FP will be delivered through referral, most
1ikely at the health center. By standard order of procedures these
services can only be delivered at a higher level under supervision of
a doctor.

C. Non-Financial Resources for Health

1. Personnel

Extension of health services o the rural population of the
Sudan under the Primary Health Care Program initiated in 1977, is being
carried out by the following health personnel:

Category Placement

Community Health Worker (CHW) Own Village(s)

Nomadic CHW (NCHW) Own Tribe(s)

Village Midwife (VMW) Own Village/Dispensary

Nurse Midwife (NMW) Dispensary/Health Center
Rural Hospital

Health Visitor (HV) Health Center

Sanitary QOverseer (SO) Large Town

Medical Assistant (MS) Health Centar/Rural Hospital/
Dispensary

The Sudan, 1ike cther LDCs, is testing a new concept in
rural health care, based on the premise that workers can be recruited from
the villages, trained in simple health delivery skills, and returned to
their own village or tribe. Key to the success of this scheme is the
quality of supervisory and technical support and supply from the next
service level, the dispensary, and in turn, from the health center.

Annex B on Personnel Development and ‘raining describes this process in
more detail.

Addition of the new categories of community health worker
and retraining, reorientation of the others to render preventive health
service has added a bold new dimension in health care. Prior to 1977,
health services reached only to statiorary dispensaries and dressing
stations. Because of maldistribution and inadequate staffing, these
static facilities did not provide equitable care for the large majority
of the rural people. Promotive and preventive efforts to reduce the
causes of common ailments were qgrossly neglected. .

The new PHC approach to serve the people where they live and
prevent or treat early those conditions causing a large percentage of
illness and death, is making steady progress. Even without much-needed
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donor assistance, the Ministry of Health has already trained nearly one-
half of the CWs required for the PHCP. The training and decloyment of
NCHWs nas been slower due to the difficulty in finding candidates meeting
nationally set educational standards.

‘The Northern 12 provinces have made much greater progress than
the six provinces of the Southern Regfon in building their health infrag-
tructures and in trafning/deployment of orimary health care workers.

The Southern Region, depleted of socio-econcmic and human resources
during 17 years of civil strife 4i11 require a much Tonger time and more
intensive outside assistance tu idequately serve the health needs of its
people,

The following t:3le summarizes PHCP personnel presently in
service in the Northern Region and projects program requirements through
1984, In the South 118 CHWs have been trained and an additional 78 are
in trafning now (see “Primary Health Care Pr::-am im the Southern Region"

in this Annex page 21, ™
Shortfalls in numbers of CHWs generated identify areas for

training health care objectives. (See Annex B8, Personnel Development
and Trafning pages 7-12,

Northern Reqiains

Category of Worker  Réquire- No. In No.To Be Na. In Shortfall
ments by Service Trained Sz .ice -

— 1984 1979% 1979/84 1334 1984
CHW 1980 711 1253 1380, ..
NCHW 837 178 659 337 --
Village Midwife 12673 1678 4170 8000 3830
Nurse Midwife 916 400 75 si6 141
Health Visitor 1204 457 200 657 547
Sanitary Overseer " 920 258 . 270-  s28 392
Medical Assistant 2416 1016 1000 2016 400

*Ooes not include classes of trainees graduating in July, 1979.
**Projected on basis of present training rate.
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However, rates of attrition may create a shortfall., I[n ad-
dition, the use of the better CHWs as CHW supervisors will decrease the
numbers of CHWs delivering services at the community level, So the
assumption that the raquirement for CHWs and NCHWs will ba met {s
optimistic.

With the additional training being given to village midwives,
1t 1s tha hope of the PHCP that every village cr cluster of villages
will eventually have a VMW.

Operational strength of the Primary Health Care Frograai at
the district health center Tevel downward requires solid aministrative,
technical and logistical support from the provincial Tevel, Under the

irection of an Assis®ant Commissioner for Heaith, a cadre of senior
personnel selected from medical assistanc and nursing categories provides
the backstopping. In the Sudam, the government has, decentralized program
responsibility from central contrsl to the provinces. ‘The Ministry of
Health supports this system by establishing national health policy .
standards and by providing technical leadership in’ the various health
disciplines, ’ )

Thus, the personnel resources for health form a 1ink from top
to bottom of the health fnfrastructure. This suggests, however, that all
links must be strong if the chain 1s o support the heavy cemands for
extension of services to the vast rural reaches of the Sudan.

The foregoing fccuses on personnel rescurces in the pravengive
health sector. The hospital personnel infrastructure while not directly
addressed in lhe PHCP, represents a major personnel resoyrces for curative
“health IR T T TN T T T T IS ST T v BT 1L fed TA LFbaA and -
large ™ ral conters, serving urban populations. Rural hospitals have
relstively few beds. Many ¢o nat.have a medical sfficer but are directed
by medical assistants. // : : :
/

Personnal resources are serfously afracted by both fntermal
and external "Sriin drain“., Urban trained doctars, nurses and medical
assistants are reluctant to sarve in remote rural areas, or they move up
from rural to urban position soon after deployment. Many physicians and
upper level nursing staf® have taken high paying jobs abroad. At:rition
of aocters by the “Sraig drain" is estimated it 40%.

For more detafled accounting df:personnel resources, see the
Health Sector Assessment Repart - Sudan* and the Anrex B8 on Personnel
Development and Training.

*™Medical Servicas Consultants, Inc. Report of the Haal*h Sector Assess-
ment Team - Sudan, Sertember, 1977 (under‘lfﬁfcantrac:).
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a. Manpower Development and Training

Weaknessas identified in the area of manpower development and
training are the result, in many respects, from inadequate planning and
time to work through the essential steps fo recruitment, selection,
training and deployment of PHC workers. Training programs were imple-
mented without adequate preparation of tutors, especially in teaching
methodoloyy, and without appropriats training facilities and teaching
materials, Lack of apprupriate field practice during the training has
been documented in several provinces.

Standards set by the MCH for recrui®ment and selecticn of CHWs
and NCHWs have not been met in many areas, particularly in regard to the
high educational requirements established for candidates. In rural areas
especially among the Nomads, the literacy Tevel 7s s3 Tow tRat candidates”
meeting MCH standards often cannot be found. Modification of the
standards has been necessary by Provincial Assistand Cymmissioners, who
have responsibiifty for administration of the PHCP and for training CHWs

- and NCHWsand -other -PHC- workers -

[t is now accepted that maturity, incerest and ccmmitment, and
community acceptance are more important in sslection of ChiWs and NCHWs
than. educational achievement per se.

There are constraints—to-rapid coverage: vf=the=population
because the training had to be built into the existing system from
personnel delegated other duties. Medical assistants who were engaged
primarily in curative activities were crusen as trainers for the CHW.
A tutor-training program was initiated and the new tutors vejan the

—task of trajaing the CiMs. Expansion of the program tc accelerate the

' training of CiWs was dependent not only on Tocation or coastructi-n of
centers for training but also on the avaflability of tutars, with the
proper arientation. '

This problem is befng’addressed by a special tuter-training
nrogram in which medical ussfstant: are taught selected MCH and ore-
ventive/promotive aspects. The output of tnis program {s limited and
1t may take considerabl. time for all MA tutors to pass through this
special course.

The 'UNFPA will expand the output of the Tutor Training
Center at 2aruiat, Gezira Province, with additicnai training facilities
and hostals for the tutor trainees and by -supplying additional teaching
aids and supplies,

The base from which the tutors are drawn needs to be expanded
so that service capabilities will not be decleted. Since the medical
assistants are drawn from the trained nurses categery, it would seem
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that unless al! catz;ories of workers involved in PHCP are increased
above their present output there may continue to be a deficiency.

Medical assistants schools in five locations have a yearly
output of 200 graduates. According to MOH training requirements, there
1s an annual deficit of 100 trainees. It is probably not feasible to
increase enrollment in the present schools as this might dilute the
available clinical field experience to unacceptable levels.

2. Health Faciiities

Major program implemzszation is in progress in the building of
PHCP infrastructure. Rapid transition within five years is scheduled
for both service and training facilities to meet PHCP requirements.

a. Service Facilities

The hub of the PHC complex is a dispensary located in the
largest village of an area of about 24,000 people. Around the hub will
be five satellite Primary Health Care Units (PHCUs). In the North, an
estimated 90% ..f the PHCUs are being constructed through self-help by
villages, =ither on selection of their CHW candidate or in anticipation
that they wiil soon receive one. While this concept is not as strong in
the >uuth, many PHCUs have been built through self-help.

The dispensary, as noted above, is staffed by a medical
assistant {male), or male nurse, and a nurse midwife or village midwife.
They supervise and supply FHCUs.

A district health center includes about four Dispensary-PHC
complexes, serving a rural population of 100,000-150,000 people. This
facility is staffed by a medical assistant, health visitor and in some
areas, a medical doctor. This facility is located adjacent to a rural
or district hospital to facilitate the two-way referral of patients.
(In the Southern Region, due to the paucity of resources, the District
Hospital serves as the Health Center as well).

in the transition of PHC facilities, cressing stations (DS)
are being transformed into PHCUs. Dressers or nurses once stationed in
DSs are being replaced by CHWs, and moved to dispensaries or rurai
hospitals. This has created a temporary problem as villagers close to
the DSs see the removal of the curative-oriented dressers or nurses as
a downgrading of the services.
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In 1977 the Northern Regions had 201 health centers, 736
dispensaries ard 1501 dressing stations. The PHCP is structured on
1984 | cquiremeris of 140 health centers, 396 dispensaries and 1980
PHCUs will be placed at fixed nomad stations or along the major graz-
ing routes in season. In the Southern Region, requirements are for
141 dispensaries and 708 PHCUs. As of 1978 , 65 dispensaries and 81
PHCUs hid been built.

Numbers of existing facilities do not reflect clear pictures
of the extent to which facility resources are being met. OCnly a pro-
vince by province survey can establish needs for renovation or new
construction. [t is reported that nearly every facility will require
some degree of renovation. Better housing fur personnel at dispen:ary
and health center facilities has high priority if trafned personnsl
are expected to work in the diz:idvantaged rural srzgs,

b. Training Facilities

Adequacy of training facilities, coupled with the MOK capability
to staff them with tutors and provide an increasing number of students,
is of paramount importance for PHCP implementation. The shortfalls noted
acove for primary health care personnel graphically portray the need to
Increase training Capacity and coverall capability.

The MCW has established thirty training progr.rs in the Northern
Regions for CHWs and NCHWs, and four in the Southern Region. Existing
facilities, such as nursing schools, were used during vacation periods.
Use of such facilitie: has not been satisfactory for many reasons, noted
in the Annex B on Personnel Development and Training, However, the GOS
sccic-political commitment for early extension of health services to the
rural poor necessitated a compromise decision to use available facilities,
despite their inadequacies.

For the North, existing training schools, by category of workers
trained for the PHCP, duration of training, annual output, educational
requirements to enter and number of graduates to 1379 include:
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Northern Regions

Category No. of Ouration of Annual Educ. No. Grad.*
Schools training-mo. OQutput Requir. to 1979

CHW, NCHW 30%w* 9 376 J.s.1 834
Village Midwife 18 12 695 -- 4678
Nurse Midwife 3 2 75 N.c,2 260
Health Visitor 2 12 40 N/ Mo 457
Medical Asst. e 24 200 N.C.A 1016
Sanitary Overseer 1 6 50 J.§5.5 258
Publis Health OFff. 1 36 30 H.S.2 452

*Any‘variations of numbers compared with table in section on personnel
reflects new graduating groups not yet in service.

**Seven other “A schools train technicians for placement in hospital
speciality wards, pharmacies and laboratories.

1Jum’or Secondary (9 years)

2Nurs1ng Certificate plus one year of experience
3Nurse/Migwjfery“Trginingwplg;~oné year of experience
4Nursing Certificate plus two yéars of experience
5Higher School (12 years)

***At the present time,21 centers are operating.. Decrease due to return
of buildings, detericration, etc.

This project will increase the training capacity by construction of
several kinds of training centers. See Annex 8, Personnel Development
and Training,



3. Logistic and Suoply Capability*

The Ineffectiveness of the present c:mmodity support system
nas been mentioned in previous reports by varic.s agencies and indivi-
duals. Ministry officials have long been aware of the many probiems
but have been unable to take remedial action due to budget constraints.

—— . Operational and administrative wear:.sses in logistical _ _
support for the PHCP are complex. Problems faced in providing adequate
logistical support for rural health services are characteristic of

problems faced throughout the natign.
Current supply constraints are:

a. DOrugs and Medical Supolies

There are inadequate supplies at all operational levels. There
are prolonged and indefinite periods of resupply at'all levels.

The lack of supplies and needed drugs diminishes the stature
of the CiW in the village and makes his efforts at promctive/preventive
tagks less credible. For a well-functioning program, the supply system
must.reach not cnly the province but the viilage level as well,

b. Warehguse Facilities

There is-a country-wide lack of adequate warehoyse faciiities.
On-site inspections reveal that supplies are improperly stored and sub-
Ject to damage and loss.

¢. Transportation of Ccmmodities and Personnel

There 1s a lack of vehicles, spare parts, and fetrol. Rains
may fsolate an area for a period,of up to eignt months. There {s an
insufficient .nunber o0f-all-weatder roads—

Orugs and medical supplies have a lower priority than food,
petrol and other goods in the use of the .:ry limiited rail transporta-
tion available. Often, medical supplies are kept for several months
at Port Sudan waiting rail transfer to Central Medical Stores in Khartoum.

Afr transprotation af -upplies 1s used mainly for vaccines
requiring refrigeration. 0On occasion, flights may be delayed, ciucelled,
or diverted without Central Medical Stores being informed. This has
resulted 1n th: losy of the vz:zines potency.
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Commerc{al transportation is unrelfable and not cost-effective.
The scarcity of petrol {s another factor in Timiting supply distributien.

d. Suupij 5ersanne1

Central Medical Stores is staffed with competent personnel who
perform well despite program constraints. There is no in-service train-
ing of the commodity support staff at provincial and district lavels,

e. Commodity Accountability

All project commodities are received and {::.ed from the
Central Medical Stores, Khartoum and then shipped to ‘:e provinces. The
Assistant Commissior - for Health in each Province 1s r=:.30nsible for
requisitioning rece: @ 3, distributing, and accounting for all commodities.

Since commodities are in :-:rt supply, Central Medical Stores
shipments are made on an allotment basis with the veaiization that
quantitites shipped are still short of provincial requirements.

Records at the Central Medical Stores indicate only quantities
shipped. Recordkeeping at tne provincial warehouse leyel 1s inadequate
and incomplete. There 1y no audit trail of accountability for commodi-
ties from receipt {n country to the end user.

The success or faflure or tne Primary Healtn Care Program may
well rest on the Government's capability and priorities to assure that
the MOH can estabiish and maintain a viable logistical supply system,

In summary operational weaknesses are the resylt of:

Insufficient medical supplies in quantity and line 1tem
iick oi adequate storage facilities for commcdities
Insufficient vehicles and spare parts

Insufficient allotment of petrol

Lack of an adequata road system and a re-supply delivery

sThedyle— - —_—

Low prigrity for use of limited ratlway facilities

= Lack of a functional“cold chain” distribution systam for
immunization program. Unreliable air transport schedyling
for perishablTe {tems

- Insuffi{cient budget allocation.

Administrative weaknesses result from:

Lack of trained personnel
- Lack of management and warehousa standard Operating
procedure
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= Inadequate recording and reporting procedures. There
' 1s no commedity dccountability for non-expendabie items
- “Lack of basic data collection.” “Triventory Tists are hon:
© existent and usage rates have rot been established -
= Limited control over vehicle usage. . Transportation costs
have not been {temized.

4. Communications

T.dan's jesgraphy demands specfal attention to communications,
As the largest country 1n Africa, with an area of over one millfon
square miles, Sudan must give priority attention to communication and
transportation far the development <f any sector fncluding health, It
would be hard to imagine delivering services in any area as large as
the U.S. east of the Mississipp! without adequate roads, &ir :zrvices,
dnd telephone. However, in the Sudan these facilities are nes well
developed, and the law pooulation density and harsw cljmate (northern
desert and southem jungle) have made :'» development of rocad networks
23d terrestrial communications slow and costly,

Lines of communications between sucply depots and health
facilities at all levels are fnadequate :nd needs for improved communica-
tion. have been identified at different lavels in the health care system
betweaen:

- The provincial centers and Khartoum for more efficient
transmissicd of statistics and for administrative co-
ordination

- The provincial hospitals, the regional hospitals/health
" Tcenters ‘and the paramedicatworkers-imthe—field;ang—

- The medical assistants at the dispensaries and the CHWs at
the village or PHCU, or with the nomadic tribes.

The requirements cited for communicating with Primary Healtn
Care Workers are the need for supervision for thesa workers after they
are trained, consultation with more senfor starf on different casas
particularly during periods of isolation in the *ainy season, notifica-
tion of emerjencies or epidemics, and logistics coordinaticn to naotify
workers when drugs arrive,

An innovative approach to using radio forume as a means of
health education will be tested in the Soutnern Region. It is described
in Annex F.
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0. Budget and Finance

Three basic elements adversely affact the capacitly of the
Ministry of Health to execute the ex7enciture of appropriated funds.
The first concerns the fact that often f.uos which have been approved
for the health sector are simply not forcizoaing from the Central
Gvernment. The savere liquidity crisis which the GOS faces constricts
the flow of lacal currency as well as forei;~ exchange. Second, the
Ministry of Public Works is frequently unable to complete consiwuction
projects because of a lack of sufficient building raterials. Thivd, if
appropriated money includes a foreign excsrige compoment, it is very
difficult to obtain the necessary endecrsement from the Sank of Sudan
for reimbursement.

At the provincial level, Assistant Commissioners for Health
dedfcate themselves to utilizing whateve: money 1s grainted from the
Center. Upon submission, provincial health budgets become intentiona?'-
inflated in anticipation of severe budget ¢.%%; in LHe Hope~that tha ™
final appropriaticn will more effectively address the actual needs of
the province,

Administrative weaknesses render an accurate assessment nf
local government expenditures in the various provinces most difficult.
Provincial health accounts are in arrears and have not ever been closed
for most provinces in Sudan. In some cases,. no account records of
expenditures on health sarvicas have ever been kept. OQthers have been
in arrears for periods ranging from a few months to four years., Inadequate
bookkeeping procedures and the consequent lack of basic financial +ata
at the local level make it difficult to cost actual health needs.

E. Policy Implementation

The Primary Health Care Program s designed with input from
many different Sudanese qroups and individuals, as well as international
advisors. The act.al impiementation of the PHC? involves the cocrdina-
tion of many organizations and individuals both public and private
throughout the whole country.

The Central Ministry of Health in Khar¢oum has certain admin-
Istrative (sfaffJ functions wnich 7t perfdimsT .o udings——---

- national health plapning

- national manpower training

- na:ional medical stores

- c¢entral laboratories

- health and vital statistics

- relationships with international donors
capital construyction
health program development..
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A1l other administrative and service delivery functions
are decentralized and assigned to the provinces. In the case of the
Southern Regional Minietry of Health, all health functions are delee
gated to it, except those noted above, RMOH in turn redelegates the
implementation of programs such 2s PHCP,

The mechanisms for implementing health policy are varied.
At the national level, *he Planning Directorate in the Central MOH
prepares health development proposals. These are reviewed aid approved
within the MOH. They are forwarded to the Ministry of National Plan-
ring for study, approval and budgeting.” Theé developnent pTans are
then submitted to the People National 4issemiuly where they are further
reviewed and acproved before being sent on to the President for signature.

NDevelopment proposals, however, may also be {nitiatad Sy

District Counicils and submitted to Provincial Councils for approval.

[f these proposals involve only one province, they may be fcrwarded
directly to the Ministry of National Planring. If the§ are of a

national nature, they must he submitted to the Central MOH which then
forwards them to the Ministry of National Planning. Recurrent budget
allocations are made directly by the Ministry of Finance to the Provinces.
-The lentra-MOH—has-no-review—eomment—or—asproval_auth ority-for—these
budgets.

Thus, for~policy—phrannmg-—purposes,—the<entraisM0H has -
authicrity over national development nlans but essentially no responsi-
bility for on going recurrznt expenditures at the provincial lavel.
This may serve as a constreiut to nalicy impleszntaticr for those -
asp=aiy of the program which require standardization and uniform
applicetion,

The opposite situ.tion occurs for scme aspects of the program
which «.31d benefit from flaxibility. A csza in point involves the
selectfon, qusilificztion criterfa and trainirg standardfzcd by the
Central MOH snd may rct be apprépriate for all provinces. For example,
in the areg of ~rogrem pearfcrmance evaluation, there is at present no
established polisy or muii2nism for assessing '~ operational and
managerial effectiveness of the program. This factor is of partfcular
relevance to bilateral anz altilaterai doners who might be {nterestad
in praviding assistance "0 the PHC?.

In the area of family planning, the GUS does not have a specific
written policy. Nevertheless, child spacing s:7ivities cve permitted,
governuizi® personnel and facilities are utilized and small GJS contribu-
tions have been mads to family piasaing program activities including
comodities.,

oz . [t should Se nated._the GL3 does hs:: a.policy of non-discrimi-. —-
natfon in the hiriny of women for positions_In the health program. Certain’

cultural and educaticnal constrainis, however, serve to Timit the number
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of women in the PHCP at this time.

F. QOperational and Administrative Constraints

In the two years since the Primary Health Care Program was
initiated 1n July, 1977, the Ministry of Health for the Northern Region,
based in Khartoum, and the Regional Ministry of Health for the South,
based in Juba, have had time to observe and assess v:rious operational
and administrative problems.

Major weaknesses are cheerved in program zlanning; manpower
development and training,managsmeit and supervision of PHC activities
at all levels: tudget and firance; logistical support seryices, health
education and community participation; collection, 2nalysis and use of
health informat<ica and statistical data; and proyram review and evaluation,

l. Administrative Manzgement and Suggrvisjon

*

It is a fundamental_principal in program development that an__

administrative infrastructure be in place before the deployment of pri-
mary health care personnel. The infrastructure in the Sudan program
when CHWs were first trained and deployed was hospital clinic based and
curative servizz? oriented. Traditionally, patients came te tie hospitals
and dispensaries for treatment. Thus, the concept of extending service
outward to the people and redirecting the anphasis from curative to
preventive care wi: alien.to the basic orientation of personnel whose
participation is key to the success of the PHCP. For example, medical
assistanis located in district hespitals and dispensaries aiready over-
loaded with tizir own curative work, have been charged with the responsia-
bility for supervision of the Chis and NCHWs., Even with retraining, this
-—eppe&rs~&¢~be—e—d#$€%taE%—e3&k—nﬁ+ess—fhey—are—remﬁeved—vf-dutfes-ﬁn'the—
fized facilities and given transport for mobility to do field cupervision,
There is a critical need to introduce fnto the organization scheme for
PHCP and additional leyir of supprvision at the dispensary level, between
the medical assist.iic and the village health workers. This iscue is
being addressed by MOH/Provincial hezlth planners,

Weakresses in administrative Tinkage up through the health
orsanization have also created problems. Decentralized leveis of govern-
ment coupled with a national GJS policy, has created certain grey areas.
Respective roles of the MQH vis-a-vis provincial heal:h departments
require furtiir clarification. Traditiénally, nealth planning has been
on a ve.:ical program tasfs. This has beei eifective in managing such
programs as smallpox =-adication, but <nes not fit the new mold of
horizontal program ptacning at the provincial Jevel, Integration of
vertical program.services into the PHCP constitutes a major program
objective,
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The Ministry of Health 1is undergoing a series of organfzational
changes designed to enhance program planning, strengthen span of control
and channel Timited resources into priority program areas. Primary
Health Care, Training, and Statistics and Research O1visions expect to
be upgraded 1n the organizational hierarchy and thus strengthen administra-
tively. Even with decentralization of operational program responsibility
to the provinces, the Ministry of Health has an important leadership role,
The MCH is responsible for curriculum development for training and the
setting of personnel standards. It has a major responsibility for tech-
nical guidance and logistical support for provincial programs.

Lack of middle 1eve1'management'treatES'a"major'g:p‘fﬁ“tﬁi
administrative line of command. It adversely affects day-to-day decfsion
making on operational matters,5oth in the central MOH and in the provinces.
Responsibility for programmatic decisions and accountability for actions
taken rest almost entirely with medical officers. Provincial Assistant
Commissioners for Health report that they spend up<to 90% of their time
on administration. Despite this obviads misuse of talent, too little
recognition is given to the need tg train second-level management perso-
nel to assume administrative functions which could easily be delegated.

2. Health Information and Data Collection

Reliable health statistics are essential for good program
planning. ..%or a variety~oéureasons:*co+?etticn~of‘heafth‘1nformatTun‘
on the nature and prevalence of disease and on characteristics of the
population has been limited largerly to urban areas. In the vast and
sparsely populated rural areas of the Sudan, adequate data collection
has not been possible. This is due partially to distance and lack of
communicitions, but also due to lack of health infrastructure. With
the deplcoyuent of CHWe ina NCHWS and with bettar administrative linkage
from bottom to top levels of the program, the health information/data
collection compenent should show considerable improvement,

/

/
3. Program Review and’ Evaluation

Obviously, all operational and adninistrative weaknesses
noted above have direct bearing on the capability of health planners
to carry out an acceptable level of Frogram review and evaluation.
Any gaps in the-planning-endéimbLementaticn-praeass-&re—%ﬂkéiy-to—be
reflected belatedly in program evaluation.

A major. obstacle in program evaluation results from inade-
juate documentation along the way. “:1knesses in collection of health
information and statistical data are especially critical,

At the present stage of program implementation. baseline
lata need=d for evaluation have Seen collected but have not been analyzed
ret.
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In summary, operational and administrative weaknesses 1in
Sudan's health infrastructure are being identified and addressed in
the forward projection of the PHC program. Many of the obstacles
might have been avoided or minimized with more careful planning and
more time tc work through the implementation process, as in manpower
development and training. Other obstacles have not lent themselves
to easy mziagement, such as lack of financial and material resources.

Basically, the elements for building institutional capability
are in place. Given the appropriate financial, technical and material
support, the PHCP should move ahead, if not on schedule, at least in a
predetermined directiou that promises to achieve the objectives of
extending health services in to the vast rural reaches of the country.

G. Primary Health Care Program in the Southern Sudan

The implementation of the PHCP in the South prasents special
problems. Because of this, the following additional information is
provided.

The PHCP in the Southern Region follows the guiding principles
of the country program. It was conceived and implemented without any
pilot testing as in the Northern Region because of the recognition of
the urgent need for health services throughout the region.

1. Administration/Management

The primary Health Care Program is a separate department in
the Regional Ministry of Health.

The African Medical and Research Foundation (AMREF) has
detailed eight pcrsonnel to work directly with the Ministry of Health
to assist in carrying out the program. The technical coordinator of
this program is actively involved in the personnel development phases
of the program.

The execution and technical supervision of the PHCP at the
provincial level is the responsibility of the Assistant Commissioner
for Health. Administrative and political supervision at the village
level is said to be the responsibility of the Village Councils and the
Sudanese Socialist Union. Money and resources are allocated directly
to the PHCP have technical supervision responsibilities in partnership
with national RMOH staff. Some administrative tasks are carried out but
no direct disciplinary authority has been granted.

2. Health Personnel Development - PHCP

AXREF has been directly involved in personnel training. A
three month training program for CHW tutors was developed to include
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prevéntfve medicine as well as seme tezoning mzthodology. CHW tutors
were drawn from a pool of general meci-al assistants and certified
nurses who have had additional training to becuwie medical assistants,

v

ChiW_Tutor Training, Southern Regicn, May 1979

Numbers  Actively working As¥ T TTTT T T
Location Trained Tutors Prov., MA PHC? HQ

Rejuf 23 12 6 3
CHW Trainin
Location Number Numbers
Trained Under Training
Rejaf 53 (2 courses) -
Doleib 15 17
Gogrial 24 35
Lirangu 26 26
TOTAL 118 78
/ . e e e+ e 2 e e =

* Tutors at Provincial_MA and PHCP headquarters will be reassigned
tq CHW training schools when constructed, however the position of
six provincial PHCP supervisors will be maintained which has been
filled in the six provinces by PHCP tutors,
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. Surmary Health Manrower - Scuthern Region
Classified *arsonnel, May 1979
By Province *

, Category EEP WEP BGP LP UNP JP Total
Doctors 54
PHO 8 2 2 2 3 1 18
Nursing Sisters ! .- .- 2 1 -- 12
Medical Asst. 64 35 52 41 64 29 285
Lab. Asst. 23 5 15 6§ 18 3 70
Theatre Attendants 12 6 11 3 13 2 47
Dental Med. Asst. g 4 6 1 4 1 22
Opnth., Med. Asst, 4 2 4 1 3 i 15
Anesthetic Asst. 2 1 3 3 2 1 12
Leprosy Med. Asst, 3 -- 2 2 1 --, 8
Pharm. Med. Asst, 2 .- 1 1 1 by 6
Psych. Med., Asst. 2 - .- .- - 2
Physio Med. Asst, -- - - e - - .-
Tutors MA T.5, 2 - 2 - =- .- 4
Tutors PHCA T.S. 7 4 4 1 4 4 21
Tutors Lab & Thea.T:S. 2= =+ —=ss = - co—ss >~ 2 -
Tutors San.0.,T.S. -- - 1 — e o e- .-
Nursing Instructor & 2 6 2 4 1 21
Radiographers ? - .- 3 1 1 .- 12
Health Visiters 5 3 2 2 2 - 15
Sanitary Overseers 12 11 8 2 8 2 43
Refracticnist Z - 1 - 1 - 4

3. Curviculum

R CurricuTum was Grawn Up By AMREF B3sed on the "Nafiona]
Health Programme for the Southern Region* and a manual for the CHW
prepared based an a WHO publication for Rural Health Workers, This
manuul has been revised based on experiences in use.

4, Recruitment

Because the choice of a community health worker is so important
to the functioning of the program, criteria were establ{shed to guide
the communities in the selection prccess. [t has been more difficylt
to meet these criteria in the South because of qenerally lower levels
of literacy in the regicn and a more limited pool from whicii to select
trainees. Another problem has been language - colloquial Arabic

“brovinces: tastern Equatoria, Western Equatoria, -Bahr E1 Ghazal,
Lakes, Upper Nile, Jonglei. :
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s spoken, but mostly {n urban .areas. The CHW trainee {s more Tikely

to be from parts of the South where only tribal lanquages are spoken,
Additionally, communities do not always choose according to the criteria.
The problems associated with recruitment have been recognized and
measures taken to insure better selection of trainees.

5. Facilities

Training faciiities for CHWe ,ure acquired from various sources
and are in the process of being renovated or replaced. It 1s expected
that a total of seven CHW schools will be sufficient for the region.

Four schools are now functioning; two have been funded but construction
has not started and one has been requested for a2 selected area and is
being funded by this project.

Three midwifery schools are Tisted for the South but only one
is actually functicning (at the Juba Haspital). _The RMOH recognizes -tne. .
need for more schocols and eventually would like one in every province
but the more immedfate concern 1is to staff and recruit for the existing
facilities.

The building program under the AID-funded AMREF PHCP program
is.shown on the fcllowing tahle.

Place Tvpe of Unit “Finished Started Not Started
Juba 3 Statf houses 1 2
Lirya CHW School 1
... _ _Dispensary e 1
Akot CHW Sctool I
Dispensary 1
Total Staff houses /1 2
2 CHW schools J 2
Uispensaries 2

The best available data on the status of health training
institutions in the Southern Reafon are cimmarized holaw



A-25

Health Trafning Insitututions, Southern Region by Province(l)

Facilities £ECP WAEP 8GP LP UNP JP Total
Med. Asst. Sch. 1 - 1 -- -- .- 2
Lab. Asst. Sch. - 1 - T R i L e, |
Theatre Asst. Sch., 1 - .- - .- .- 1
Mursing Asst. Sch. 3 2 2 2 3 1 13
CHW 1 1 2 1 1 - - 6 (2 uc)
Miawifery l - 1(NF) - 1(NF) - 3 (S NF)
Sanitary Oversaer - - 1 -- - - 1 (NF)
Hospitals 6 7 5 5 9 S 36 (6 NF)
Health Centers ' 8 0 1 0 2 5 16 (8 NF)
Dispensaries 25 19 24 19 30 25 142
Oressing Stations 37 19 51 25 « 38 37 207
— PHCU* 150 64 43 38 34 - 404 (85 F)_
Hospitals
EED WEP BPG Lakes "7 UNP Jp-
Juba Yambio(UC) Wau Rumbek Malakal 3or
Torit Maridi Aweil -~  Tonj - Bentiu .. Akcba
Kapoeta S. Yubu raga firol . Renk Pibor
Yei Nzara - Gogrial Cuebit(YC)  KXodok Pangak (UC)(P)
Kajckeji Lui (Wanjok)(UC) (Warap)(UC) Nasir Kongor{UC)
Lsa(UC) LiRangu doro o
Tambura Leer
Melut(UC)

*9larned Units

F - functioning

NF - non-functioning

UC - Under construction
P - postpened

Candidates for tutor training are drawn from Medical Assistant
and Heaith Visitor categories and :rained for three months at a Tutor
Training Canter near Wad Medani, Gezira Province. This center was
established twe years ago to train tutors for CHW and VMW schools. The
first two classez served Gezira Province, but the third, starting in
Cctober,” 1979, w11T accest Tamdtdates— from—orovinces AmSoth- Nor+herm=
and Southern Regicns. This tutor training facility should-double its:
intake capahility to adequately address the PHCP needs.

(1) Provincas: <Zzstermn Zguatoria, western Equatoria, Bahr Z1 Ghazal,
Lakes, Uocer Nile and Jonglei. ;
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futors for the CHW's have been trained in Rejaf as noted
earlier. Starting in October 1879, some tutor trafnees from the South
will be trained at Wad Medani in the North where a pilet training pro-
gram incorporating newer approaches to teaching MCH, nutrition and
community activities has been developed.

An Institute for Health Personnel is under construction
at Wau and when activated in 1981 will train nurse-mitwives, medical
assistants and sanitary overseers, al} necessary for the PHC program.

67— Superviviom/Evs luattomr— ~

Supervision of the CHW training schools is difffcult dye to
transportation problems.

No formal evaluation of the CHW course has been made, but an
informal report by the WHO Public Health Advisor fpcused on severa]
problems. These problems are similar to those noted n the North (e.q.
FWs spend most of their time in curative work). Although a reporting
System has been set up and summaries of monthly activities of the CHWs
are required, returns thus far haye been too few to make any judgments,
In some instances, the proper forms were not available to the CHW but
more.often, the problem is one of transportation.

The same coostrai nt,..iransmtuzimagaako—umaed— superytsion=-
of the CHW in the village by the medical assistant based at the dispen-
sary. Consideration is being given to training sume of the better CHWs
to be supervisors. The medical assistant who has service responsibilities -
in the dispensary frequently says he has no time to travel out to the
villages. The possibility of using CHWs as supervisors might provide an
added incentive t5 those CHWs whose capability is greater,

7. Management of supplies and Squipment

/
Many problems exist id the system for getting supplies into the
PHC complexes. The constraints that hamper mobility and communication
throughout the South are -magnified when one considers -the flow of. goods _
beyond the province level down to the PHCU, _Saome communities are_con- _
tributing, on a veluntary basis, to the cost of providing drugs.

8. Record and Reports

Standard reporting forms for use of the CHW and the MA are
Supposed to be available but 3 shortage:of forms has minimized returns.
Pocr communications between areas also contributes to a dearth of
statistics. A statistical report of activities concerning the PHCP
program since unset is not available at this time.

9. Continuing Education

The 21.THW tutors have nct had any refresher courses bys
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recently took part in a week seminar on management given by the
Maryiz- 11 Fathers in Juba.

Three one-week reorientation courses for 5 medical assistants
4 nurses and 8 sanitary overseers have been held.. These courses have
focused on:

- the concept of the PHCP,
- the roles of personnel fnvolved, and
the importance of preventive and promotive activities.

A similar course for 30 participants from Upper Nile Province was recent]
conducted by the Lutheran Worid Federation and the Assistant Commissioner
for Health,

10. " Scope of Activities

Curative functions are predominant 1n th& activities of the
CiW even though they have recetvi. training in promotive and preventive
activities.. Raferral to nigher levels 1s uncommon. Maternal or child
care services are inadequate because males comprise all of the CHWs and

"MCH presents a cyltural problem for them. Health education and promotion
of safe water, sanitation and refuse disposal also are inadequate.

11. Baseline Survevs'-Southern~Regtgl-

An AMREF -Medical Training Officer headed a team that carried
out a sucio-economic and medical baseline study of villagers in Mugiri,
Equatoria in March, 1977. The data was sent to Khartoum for analysis,

Twelve baseline studies will be conducted by AMREF as sart of
the AID Southern Primary Health.Care Project. The first survey has been
done and results are being analyzed in Juba and Nairobi. A nutritional
survey was dene in Maban by the sudanese Interior Mission (SIM) and a
comprehensive study in Bentiu by thc Sudanese Council of Church {SCC).



ANNEX B: PERSONNEL DEVELOPMENT AND TRAINING

Introduction

There is a consensus among health planners that program success depends
in large measure, on the steadfast commitment of government to provide the
necessary manpowzr and training so that health services can be delivered
efficiently and effectively. This commitment was made by the GOS ir the
adoption of its National Health Plan in }975. Health received high priority
in the six-year "phased programme of action" for the socio-economic deve-
Topment of Sudan.

The National Health Plan was follo.sed in 1976 by regional plans for
primary health cere programs. Two plans, one for the Northern Region and one
for the Southern Region, presented in detail the manpower and tra.ning require-
Ments. Pressed by the socio-political urgency to demonstrate immediate action
and early results, the Ministry of Health moved into an acceleratad troining
schedule. A large part of the training effort was devoted to the training
of a new perconnel category - the Community Health Worker.

1. Situation (Background)

a. CHW Training

Because of the urgency to initiate the training program, thirty
centers were set up in whatever facilities were availabie. Rented or loaned
facilities, vacant rooms in hospitals and nursing schools were all put to
use to activate 20 programs in the settled rural areas and 10 for training
of nomad CHWs. Seven CHW training centers were planned for the Southern
region and four have been activated. As of April 1979, 21 of the 30 centers
in the North were operating.

Two medical assistant tutors for each center were given a three
month course in curriculum development and teaching methodology. By the end
of 1978, the North had already trained some 757 CHWs and 189 NCHW5. The
Southern Region was slow in starting and had placed 87 CHWs, with another
109 in training.

Based roughly on a rural population of one CHW to 4,000, the
target for the North for settled areas was set at 1980 CHWs. At a ratio of
one NCHW to 1500 nomads, the total target for NCHWs was 837. The number of
CHWs to be trained in the Southern Region was set at 763.

The following table provides data for both North and South, by
province, for the number of CHW schools, CHWs trained or in training and the
number of PHCUs in service or about ready for service.



Status of Primary Health Care Project

Tatle 1

December 1978

Province CHW CHws CHWs * Operating R CUs PHCUs
Schools Trained under Newly Replace- Total Expected
tratning Built ment to operate
NCRTHERN 1979
REGIONS
Khartoum 2 50 - 26 13 39 17
3lue Nile 2 7% - 7 14 57 24
White Nile 2 75 - 67 8 75 -
Gezira 4 5 10C 3 22 25 100
Northern ] 50 - 6 50 56 -
{ile 1 25 25 17 8 25 25
Kassala 3 98 12 - - - -
Red Sea 2 84 - 36 40 76 -
Northern Darfur 4 45 50 - - - -
Southern Darfur 4 46 50 46 - 46 -
Northern Kordofan 4 135 - 44 3 47 88
Southern Kordofan 2 49 85 5 9 14 35
‘otal -
iorthern four 3 737 282 287 167 460 289
Regions
SQUTHERN
REGIONS
-astern Ecuatoria 1 20 37 5. 13 18 New units
destern Equatoria 1 N 26 25 16 31 will begin
3ahr E1 Ghazal 1 17 17 - 17 17 operating
.akes 0 5 13 - 6 6 between
jangled 0 7 7 - 7 7 May-August
pper Nile ] 6 9 4 2 6 1979
iotal -
Southern Regions 4 86 109 34 61 85
JRAND TOTAL 35 823 391 321 228 545

" Now in service; new groups start training in July 1979,

ourca: Ministry of Health, Department of Rural Health (PHCP), Annual Report.
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b. PHCP Facilities to be Staffed

Facilities existing before the PHC Program began are being converted,
renovated or replaced to fit the new infrastructure. Distrioution of facilities
is based on the formula of one PHCU for each village or cluster of villages
with a population of 4,000 (the first service levei’; one dispensary for five
satellite PHCUs, popi’.tion 20-25,000, (the seccnd level); and one district
health center serving four or more dispensary complexes, population 100-

150,000 (the third level).

The plan for the Northern Region calls for 144 health centers,
396 dispensaries, 1980 village PHCUs for settled areas and appropriate PHCUs
at base villages and fixed stations on major grazing routes for some of the
837 NCHWs. In the Southern Region there will be PHCUs for 763 CHWs, 190
dispensaries and about 50 health centers when the staffing can Lz completed.

The following table lists facilities existing in 1977. Those that
are in suitable locations will be upgraded or rebuilt. Dfessing stations will
become PHCUs. While there is some maldistribution of dressing stations and
dispensaries, most health centers exist in district towns and thus are properly
located. Note that the Southern Region reports having only 12 health centers,
consideratly below the projected number required for the PHCP infrastructure.
The South is still experiencing population movement, with many areas sparsely
settled and guite inaccessible. Poor communications and impossible travel
dur1ng the rainy season to remcte areas further complicates the delivery of
services anc supplies.

Most of the new PHCUs where CHWs have been posted are being con-
structed by self-help. This is the villagers' contributior, thus requiring
very little input from the government at this service level.

c. taffing Reauirements for the PHCP

Personnel are deployed to staff the various service levels as
follows:

1) PHCU (a village or cluster of villages)

1 community health worker

1 village midwife, trained by the MOH, but paid by village

council (not assigned to PHCU but may use for clinics).

2) Dispensary

1 medical assistant or male nurse

1 nurse-midwife or village midwife

1 dresser (if already in place)

1 sweeper

3) District Health Center
1 senior medical assistant
1 nurse midwife
1 health visitor
1 medical doctor in some areas “
Other nursing staff as needed on basis of work load.
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Tahie 2

Health Facf11t1es 1977

PROVINCES Health Centers Dispensaries Oressing Stations
MORTHERN REGION

Khartoum 33 50 91
Gazera 52 124 484
khite Nile 9 35 93
Blue Nile 10 . 61 223
Nile 20 | 57 150
Northern n 69 121
Kassala 13 53 19
Red Sea 5 14 57
N. Kordofan 17 62 19
S. Kordofan 4 40 90
N. Darfur 9 39 44
S. Darfur 6 24 42

Total Northern Region TE; -g;; ;TE;;

SOUTHERN REGION*

Cquatoria 4 47 137
Bahr E1 Gazal 4 23 85
Upper Nile 4 38 46
Total Southern Region 12 108 268
Total both Regicns 201 736 1,901

*Before division into six provinces.
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Above the district level, administrative, superyisory and logis-
tic support are directed by the Provincial Assistant Commissioner for Health,
On his scta*f are Provincial Health Officers, Medical Assistants, Health
Inspectors and Nursing Inspectors. (See the Health Sector Assessment op,
cit. for details).

Duties of the health personnel are detailed in the regional
Primary Healt! Care Programmes. (See referenced ii(H documents),

Personnel by category needed to complete the staffing wili be
on the order of:

Northern Regions: 1980 CHWs
837 NCHWs
540 Nurse Midwives
540 Medical Assistants, some of whom
may be male nurses in dispensaries
144 Health Visitors

Southern Region: 763 CHWs
240 Nurse Midwives
240 Medical Assistants or male nurses
50 Health Visitors

District councils also employ Sanitary Overseers who are train-
ed in environmental health and work with villages to control flies, mosqui-
toes, rats; to build latrines and protect water supplies; and to dispose of
waste materials. Rural councils in larger towns at the subdistrict level may
also employ SOs. Some villages have assistant SOs who are trained and work
under the direction of the SO, but they are few in number,

The PHCP staffing pattern for supervision will be strengthened
in certain areas. Staff in the dispensaries and health centers are not able
at this time to provide the kind of close supervision needed by the CHWs,
The Health Visitor, a murse midwife with additional training who is stationed
at a health center or, more likely, in the maternity unit of the district
hospital, does not have mobility to sunervise in the field. The project will
provide a four-wheel vehicle at each training center for use by staff to
supervise and resupply the CHWs and VMWs within their areas.

To adeguately supervise the dispensary staff, the health center
May need an additional assistant to the MA. It has been proposed that an
experienced CHW be assigned at the dispensary level to superyise village CHWs,

The program regquires considerable flexibility to adjust the
staffing patterns to meet local needs. In many rural areas, where villages
may be far apart, more CHWs and second level superyisors may be required



than are specified in the plan based on population ratios, Accelerating
the output of the CHW training schools is possible by decreasing the time
lapse between each program - the program is 9 months long and the remaining
three months of the year are scheduled for reorientation and refreshers,
This time can be shortened and new groups of trainees enrolled more often
than once a year. This and other alternatives in health service delivery
should be tried. HNomadic tribes are serviced vy veterinary workers from
mobile clinics. This would suggest cross training in human health services.
Where villages are so isolated to be inaccessible for 1ing periods, someone
in the village could be taught simple skills and supplied by the CHW. The
same strategy would apply to the training of a member of a nomad tribe.
This would be further extension of health services at little cost to the
government and effected via the proposed refresher coureses for CHWs.

d. Training of PHC Personnel

Personnel Training Requirements

The following table shows training requirements for the Northern
Regions for all categories of personnel. Those required for the PHCP are
noted. Shortfalls for 1984 are based on projection of training at the
present level.

2. Rationale for AID Support in Manpower Devel opment

Success of the Primary Health Care Program depends upon a proper mix
of trained health workers, good administrative and supervisory capabilities
and adequate facilities and commodities required for delivery of services.
A review of the present manpower status shows not only a shortfall of trained
personnel to staff the PHCP, but also certain weakness in those already trair-
ed. The training and placement of CHWs, medical assistants and nurses continues
to emphasize curative medicine rather than balanced curative, preventive and
promotive care services. Supervision of the frontline workers has also been
neglected.

Therefore, the training requirements addressed in this AID suppert
will focus on improving quality and on increasing numbers of health workers
Tn Critical shortfall categories.



I'RAINING REQUIREMENTS, MINTSTRY OF NEALTH,

TABIE 3

NORTHERN SUDAN

FOR ALL CATEGORTES OF PERSONNEL, 1979-1983%

Shortfall Projected
School/Instit*te Requirements I.:mber in No. to be Output No. be- No. Dqg-
end of 1983%%* Service Trained end of ficlent ficlient
1979 79/80-83/84 1983 " Annually
Total balaiall
ClW* 1980 711 1269 1980
NCIv 837 178 659 837
Nursing 18562 11200 7362 18562
Sanitary Overseer 920 258 662 270 392 98;
Villagoe Midwife 12678 L1678 8000 170 3830 958"
Nurse Midwife 916 400 516 375 141 35
Health Visitors 120h W57 7h7 200 sl 137
Med. Aast., Cen. 2416 1016 1400 1000 oo 100
Med. Asst., Eye 524 100 - h2h 125 299 75!
Med. Asst., Dental Ll 100 2h 144 100 25|
Med. fsst., Ahesth 38 100 338 100 238 60
Med. Asst., Physio 87 27 60 60
Med. Asst., Psych 109 9 100 100
Med. Asst., Pharm 646 100- 546 250 296 vl
Med. Asst., Lab 1000 363 637 516 321 80
Nurse Instructor 161 127 34 2906  exceeds requirements
Therapy Attendants 652 Loo 252 1630 " .
Ophth. Asst. 75 hs 3C éo " "
Refraction Asst. 330 80 250 &0 200 50
Lab Tech. 200 93 107 200 exceeds requirements
Jlosp. Nurses (Sisters) 461 235 226 170 56 14
Public Health Officers 491 260 231 150 81 20
. X-ray Tech. 297 152 145 200 cxceeds requirements

L-8

*1983/8 - end of 6-year plan.

Assistant Health Visitors, Nurse Midwives, Health Visi tors,

Source of information:

Instructors and tublic Health Officers.

###%Four year projection.

Department of Training,
of CUW and NCHW figures3 Department of Public Health (PHCP))

#% Categrories producing PHCP personnel include Cliws, NCHWs, Sanitary Overseers,

(MOH). (Source

Village M/W

(eneral Medical Assistants, Nurse
Numbers for MAs and nurses include personnel necded
- for both curative'and preventive services.
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Table 4 11sts locations of training schools, North and South, by

personnel categories.

TA3LE L

TRAININC SCHOOLS, MINISTRY QOF HEALTH,

3Y ICCATICN, 1976

TRAINTINC C2TEGORY

LOCATICN CF SCHOCLS

Community Health Workers
and Nomadie CHis

Nursing

Sanitary Overseers

Village Midwives

~Ssistant Healzth Visitor
urse Midwife

Hdealth Visitor

Medical Assistant, General

Medical Assistan®, Ophth.
pedical Assistant, Dental
iledical issistant, Anesth.

Medical issistznt, Physio-
therapy

viedical -ssistant, Psych.
Medlcz] issistant, Pharmacy

Medical issistant, Lab

Murse Tutors

Therapy Aitencant
(Physician Asst.)
Physician ~sst, Ophth.
Instructor, Refraction
Instructor, Lab
Hospital Nursing
Instructors, Hosp. Midwives
Hyciene (Putlic Health
Cfficers)

Radiogracher

All Provinces, Various Facilities
All Frovinces, Hospitals
Xhartoum, lthool of Hygiene

~1l Preovirccs (Independent)

El Damer, Nile Zrovince

Khartoum, Cezira, Norih Kordofan
Khartoum, Cezira (Independent)
Khartoum, Cezira, Nile, ¥1 Obeid,
Port Sudan, Juba

Khartoum Zye Hospital

Omdurman {Incependent)

Khartoum City *Hogpital

Khartoum City Hospital

Tigani Psychiatric Hospital, Omdurman
Khartoum Trzining Center

National Health Lavoratory,

Khartoum and Juba

Khartoum Training Centér

Khartoum City Hospital, Medani,

Port Sudan, Atbara, E1 0beid
Khartoum Zye Hospital

Khartoum Zye Hospital

National Health Laboratory, Khartoum
H N College, Khartoum (Independent)
Khartoum (Independent)

Khartoum (Incependent)
Training Center, Khartoum

Table 5 1ists for the Northern Regions the training Institutions,
the duration of training courses, the annual output, educational requirements

for entry, and the numbers of students graduated to 1979.

(See Annex on

Southern PHC Program for further information on existing iraining capability

in the South.)



B-9

-

TABLE 5
IXLINING SCHOCGIS &ND INSTITUT=S, MOH, 3Y
CATECGORY QOF E=3SCNNEL m?rTN:D, NUNE:R OV SCHOCLS,
IoNCTH OF T=ATNING, ANWUAL CUTPUT, =DULLATION Q:”UTR_“
FOR A'WL:;ICV AND NUMBER CGRAZUATED TO 1070
Personnel Category No. of T[Curation of Anmual Zduc. No. Grad
Schools Training, Mo. CQutput Req to 1979
CHJ ané NOHW 30 9 376 J.35.1 8L
Nursing 55 36 750 J.S. 11200
Senitary Cverseer 1 € 50 J.s. 258
Village MiZwife 18 12 695 = LEDE
AssT. Health Visitor 1 12 20 Lit. 80
lurse Fitwife 3 12 75 N.C.7 260
Health Visitor 2 12 Lo N/MW5 459
Ned. Asst., Ceneral 5 24 200 N.C. 1016
~ed. Asst., Crhth. 1 24 25 N.C. 174
Mecd. Asst., Dental 1 24 20 N.C. 124
ed. ‘=5s%t., Anesth. 1 24 z0 N.C. 172
ed. isst., rhysioth 1 24 20 N.C. 27
«ed. 4sst., Psych. 1 24 20 N.C. 9
ed. Lss*t., Pharm 1 24 50 N.C. 100
Mei. Asst., Lab 5 . 24 €3 J.5. 363
‘u sing Tutors 1 24 Lo J.s. 127
herzty A<*endant 5 24 180 J.S. 400
,:nuh- Tech. :sst. 1 24 10 J.S. Lg
instituzes
Zefraction 1 36 10 H.S.é 80
_aberazory 1 36 Lo  H.s 92
Hoszital Wu*51ng 1 36 Lo H.S 310
Hospitzl Nidwife 1 36 10 H.s 40
Hyg*ene (FH Cfficer) 1 36 30 H.S. Ls2
Radiograchy 1 36 40  H.s. 152
Tootrnotes:
lJ S. - junior secondary (9years)
1_i~ - literate -
IN.C. - Nurse Certificate plus 1 year experience
S . ; :
N/ - Nurce Micwifery plus 1 year experience
gH.C. - Nlurse Certificate plus 2 years experience
H.S. - P*gh school (12 years)
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a rroposed regionzl treiaias center, under cocastruction
in tre South, will renerate healilX visizors,
nurse mdwives and medical assistants n22dea ror staffing of health centers
and dispensaries. Supervision, inservice training and distribution of drugs
and supplies will be improved by strengthening these service levels. The
proposed village midwifery training centers will increase the output in
tais categery of critical shortfall.

The propcsed pilot district level facility will demonstrate how ]ower
level training activities can improve delivery of services by providing
continuous inservice training for VHWs, VMWs, sanitary overseas, and other
district health personnel.

Thus, by infusing AID support intc ihe areas of 1) training of personnel
in shortfall categories, 2) extension of training to the district level,
and 3) third country training for key PHCP personnel, the training infra-
structure will be appropriately strengthened.

The ATD support takes into account the interdependency of training
acticns. Yo overcome the shorfalls noted in Table 3 will require close
assessment of training inputs and outputs tor each category of personnel
Tn terms ¢f row one activity relates to the others. Thus, from the base
upward:

Nurses (most are in haspitals) - no problem in this training category
as hospitals throughout the country train them. At an annual rate of 750
graduates, tne required 18,562 will have been trained by 1984,

village Midwives - The village midwife is an important member of the
health team hacause, when properly trained, she can make a major contribution
to the extension of MCH/Nutrition/Family Planning services. The need is for
one trained midwife in every village - a 1984 target of 12,000. Only 4,678
are presently trained, and at an annual rate of 695, the 1984 total will ze
only 8,848, some 3830 short. It would take six years to overcome the deficit,
not counting attrition.

To accelerate the training would require additional tutors, drawn from
the pool of Nurse Midwives. Ratio of NMW to students i3 1:6. Nurse midwives
are in short supply, creating a major training bottleneck.

Nurse Midwives - These female students are drawn from the hospital
nursing pool, which has a broad base. However, because of hospital require-
ments, administrators are reluctant to release any nurses.

With the placement of Nurse Midwives in PHCP dispensaries and health
centers, the number required will far exceed the supply. When fully
staffed, the PHCP could absorb all NMWs in service in 1984. Thus, a major
training need in the PHCP is to accelerate the intake and training of NMWs.
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Health Visitors - A second major bottleneck emerges because NMWs are
trained by Health Visitors. Because only 40 HVs graduate each year ( 2
schools) the shortfz11 of 547 in 1984 would take 14 years to erase, not
considering attrition and increased demand,

Like the NMW, the HV has a major contribution to wake in the extension
of MCH/Nutrition/FP services.

Medical Assistants - The MA is recruited from the hospital nursing
pool. "FiVe scnools generate 200 candidates per year. The shortfall of 400
can be overcome in two or three years beyond 1984. However, a closer look
at supply and demand for this caleyury is indicated.

CHWs and NCHWs - Faltering training programs may affect the completion
of CHW/NCHW training by 1984. Tnis wiil result in a dilution of coverage
beyond 1984,

TBAs - to date very few TBAs have received any training. There have
been few experiments, and some informal training of TBAs in one or two
areas. No data exists on the number of TBAs practicing.

The training strategy will depencd on top level planning where policy
decisions will set priaorities to guide bat~ service and training components
in selection, training and placement of heaith personnel. To accomplish this,
AID will work with UNFPA to conduct, 1) an assessment of training capabili-
ties and 2) to review curricula in terms of their relevancy tc¢ job functions,
This will result in a better coordinated total training program by identify-
ing and eliminating obvious weaknesses and bottlenecks in the present program.

A major problem in training adequate numnhers of perscinel in the
proper mis, is that most of the training institutions for tihe various
categories function independently. As noted above, hospitais train their
own nurses and, because of their own requirements, are reluctant to release
the nurses for nurse midwifery or medical assistant training. Training
methodology and curriculum content, crystallized when the institutions first
began operations 30 to 50 years ago, have been rigidly maintained. Even
though the new approach of the Primary Health Care Program emphasizes preven-
tive services and health promotion, both the training and the PHC services
are still largely curative oriented.

At present the MOH trains several categories of health workers whose
functions converge and sometimes overlap in the delivery of rural health
services. In the past, the training of MCH workers (village midwives, nurse
midwives) nlaced heavy emphasis on delivery of births. New concepts of MCH
services now broaden their job functions to include greater attention to
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antenatal end postnatal care, nutrition education, family planning, immuni-
zation, child growth and development, and improvement of the envircnment,
Some of these functions are now considered within the scope of the CHW's
work. Curricula will be examined and modified to include these activities,

Similarly, trainin; of CHws, including NCHWs, is strong on environ-
mental health (latrine construction, safe water supplies, waste disposal
and insect control). These workers have some overlapping functions with
MCH workers in family health promotion, nutrition education, immunization
and collection of health data.

Also, Sanitary Overseers and Assistant Sanitary Qverseers, who pro-
mote better environmental health, have duties which run parallel to those
of the CHWs.



TABLE 6:

SUMMARY OF IN-COUNTRY TRAINING - SHORT TERM

Project Type & Number Participants - Number & Purpose Duration
Component Programs Type
Logistics 7 reorientation | 70 G0S logistic/supply Improvement of practical skills 1 week
personnel.
HMIS 7 seminar 140 Provincial HQ Asst.Comm. | Focus on information system as a tool in program 2 weeks
of Health, statisticians. planning, management and evaluation
Planning 6 inservice 120 senior personnel from Improve skills in planning and programming for 2 weeks
and seminar ministries, Provincial Asst. | health services; human and physical resources;
Management C. of Hcalth; exec. budget accounting and audit systems; personnel
mangers. procedures; supply, maintenance and management
practices.
“ 14 inservice 280 middle manayement and
seminar field administrators incl. As above 1 week
MAhs, storekeepers, provin-
cial & district personnel.
" 10 seminar- 200 senior and middle level Focus on HMIS, logistics/supply, personnel manage- 1 week
workshop managers - South. ment, budgeting for health programs.
" 10 joint Nort“’ | 200 senior and middle
South level managers As above 2 weeks
seminars
Training 8 seminars 160 personrel from train- Review training activities, make decisions of 1 week
ing prograis. priorities and ways of improving the program.
Training 90 reorientation| sanitary ovarseers, health Information and guidance to increase scope of 1 week
for PHCP visitors, medical assts. activities to include community development,
and midwives. prevertive and promotive aspects of health.
" 90 refresher CHW, NCHW, VMW, ASO As abcve in addition to review of present 1 week

fi'nctions.




Table -7: PARTICIPANT TRAINING - ALL PROJECT COMPONENTS

BY TYPE, PHASING, AND TOTAL PERSON MONTHS
SOUTHERN SUDAN

; —_—

TYPE - PARTICIPANT TRAINING YEAR Total

1 2 3 4 ©5 6 7 PM
- Long term, 3rd country: (12 mo.) !
1 Management Official 12 12
1 Health Educator 12 p 12
2 MCH Tutors 12 12 24
1 Sister Nurse Tutor 12 12
1 Sanitary Overseer 12 12
SUB-TOTAL PM 72
Short term, 3rd country: (4 mo.)
2 Healith Services Management 4 4 8
2 Information Systems 4 4 8
2 Tutor Trainers 4 4 8
1 Health tducator 4 4
4 MCH Program Planner/Coordi- 4 8 4 16
nator
2 Sanitary Uverseers 4 4 8
1 Logistics/Supply 4 4
2 Radio Technicians (2 mo. 4 4 8
course)
SUB-TUTAL PM 64
Short term, 3rd country: (1 mo.)

Z Management Services 1 1 2
2 Information Services 1 1 2
2 Health Educators 1 1 2
20 MCH/PHCW 2 4 6 4 4 20
2 Logistics 1 1 2
2 Sanitary Overseers 1 1 2
2 Communications 1 1 2
SUB-TOTAL PM 32

TOTAL PARTICIPANT TRAINING (55 PERSONS) '
PERSON MONTHS 168
PERSON YEARS 14



Table ~6; PARTICIPANT TRAINING - ALL PROJECT COMPONENTS
BY TYPE, PHASING, AND TOTAL PERSON MONTHS
NORTHERN SUDAN

TYPE PARTICIPANT TRAINING Year Tota!
1 2 3 4 516 PM
Long term, 3rd country: (12 mo.) '
1 Sister Nurse Tutor 12 12
2 MCH Tutors 24 24
2 Public Health Engineers
SUB-TOTAL PM
Short term, 3rd country: (4 mo.) :
6 PH/MCH Program Planner/Coordinator 12 12 24
SUB-TOTAL PM g 24
Short term, 3rd country: (1 mo.) '
24 MCH/PHCW L 5 5 5 5 |4 24
4 "Communications for health" 4 ¢ 4
SUB-TOTAL PM 28




Table .9,

PROFESSIONAL STAFF OF THE REGIONAL MINISTRY OF HEALTH AT THE
HEADQUARTERS AND TN THE PROVINCES 1978%

1. Headquarters

Number lotal Number Deficiency
Category of Staff Present Required

Administrative Staff

Director

Deputy Directors
A/Directors
Ass't Directors

Wt N

Senior Inspectors
Chief Public Health Qfficer 1 11 10
(Malaria)

Technical Staff

Pharmaceutical Registrers

Regional Medical Assistants

Principal Matron

Principal Nursing Instructor

Medical Store-keepers 1
Medical Statisticians

Ry
0O ON = 05 ()
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Hospital Specialists
Physicians

Surgeons
Gynaecologists
Centists
Ophthalmologists
Psychiatrists
Ansesthetists
Pathologists & Microbiologists
Chemists
Radiologists
Paediatriciars
E.N.T. Specialists
Pharmacists
Physiotherapist

= =0 kW

—
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*These figures obtained from Dep. Ministry of Health October 1978 by PID
design team. For more recent figures - see Summary - Health Manpower -
Southern Region Classified Personnel, May 1979 - Annex A. Page 23 all
categories not listed on update.



2. Provinces (Hcspitals, Health Centers, Rural Health Units).

Number Total Number Deficiency

£
Category of Staff Present  Required

Administrative Staff

Assistant Commissioners of Health 4 6 2
Deputy A/Commissioners of Health i 6 5
Senior Public Health Inspectors 4 6 2
Provincial Medical Assistants 11 17 6
Technical Staff

General Medical Officers 45 126 81
Public Health Officers 17 63 46
Health Educators 4 13 9
Health Visitors 24 47 23
Nutiftion Cfficers 2 10 8
Sanitary Qverseers 46 69 23
Nursing Instructors 17 42 25
Medical Assistants General 263 354 91
3. Primary Health Care Program

Headquarters Staff

Medical Officers - F4 2
Administrative Officers 1 rd 1
Public Health Officers - 1 1
Medical Store-keepers 1 1 -
Medical Statisticians - 1 1
Inspectors of P.H.C.P.

Community H.W,School

School Principals - 7 7
Tutors 10 14 4
Store-keepers 6 7 1
Provincial Staff

Inspecturs - 6 6
Administrative & Supply Officers - 6 6
Store-keepers - 6 6
C.H. Workers

Medical Assistants 14



Number Total Number  Deficiency

Category of Staff Present Required

Medical Assistants (Dental) 24 48 24 .
Medical Assistants (Ophthalmic) 16 33 17
Medical Assistants (Leprosy) 20 24 4
Medical Assistants (Psychiatric) 2 9 7
Medical Assistants (Pharmacy) 5 14 9
Medical Assistant (Anaesthetic) 10 36 26
Medicl Assistants (Laboratory) 78 158 80
Laboratory Technicians S 12 7
Theatre Attendants 42 92 50
X-Ray Technicians 12 30 18
Nursing Sisters 14 23 9
Medical Store-keepers 35 65 30
Dental Technicians - 6 6
Ophthalmic Technicians 1 8 7
Midwives ? ? 22
Nurses ? ? ?



Health Education Specialist Job Description

Location: Juba

Quaiifications: A social scientist with post-graduate training

in heaith education

a.

Duties:

Develop and carry out health education training program for
front-1ine health workers

Develop the Health Education Unit at RMOH and provincial
capability for health behavior and health education
programming.

Design, organize and carry out community baseline studies
regarding village level health-related attitudes/customs,
beliefs

Act as Project Director for Radio Broadcast Health Education
Project

Develop health education learning resources including visual
aids



Provincial Coordinator Job Descriptign

Location: Based at Assistant Commissioner for Health offices in

participating pravinces.

Qualifications: Public Health Nurse/MCH bias, Public health engineer

and sanitarian, health services administrator, medical training
officer depending on provincial needs

a.

b.

Duties:

Conduct the project activities in the respective provinces.
Establish collaboration and conduction with RMOH personnel.

Participate in the development and implementation of the
training program as per area of expertise in the province.

Assist the development of the project MCH activities health
information system and logistics system in the province,

Carry out on-going evaluation studies and discuss results with
relevant training institutions and RMOH personnel.

Develop the capability of the provincial health officer for
project implementation.



Project Manager Job Description/North

Location: Khartoum

Qualifications: Degree in administration with at least 5 years

experience in developing country,

a.

Duties:

Responsible for all project .anagement and administrative
support activities in Northern Sudan.

In collaboration with PIU he will recruit and organize
short term technical assistance.

Deals with GOS officials regarding relevant management and
administrative matters; e.g. customs, immigration, finance,
transport, etc.

Assist where appropriate in enhancing management and adminis-
trative capability of RMOH provincial health officer and the
health service institutions.

Overseers project construction component in collaboration
with priject building supervisor,

collaborates with existing NPHC project personnel especially
in the development of training programs for logistics,
management personnel and information system personnel,



Prciect Manager Job Description/South

Location: Juba

Qualifications: Degree in administration with at least 5 years

e:merience in developing country.

a.

Duties:

Responsible for all project management and administrative
suppo~t activities in Southern Sudan.

In collaboration with AMREF he will recruit and organize
short term technical assistance.

Deals with GOS officials regarding relevant management and
administrative matters; e.g. customs, immigration, finance,
transport, etc.

Assist where appropriate in enhancing management and admi-
nistrative capability of RMOH provincial health officer and
the health service institutions.

Overseers project construction component in collaboration
with project building supervisor.



ANNEX C: MATERNAL-CHILD HEALTH/NUTRITION/FAMILY PLANNING

A. Bachyivuiy

1. Introauct1on

. One.of the major components af this prcject is concerned with
maternal and child health services. The project will assist the Ministry
of Health in strengthening MCH at central and provincial levels, with
particuiar emphasis on integration of MCH/Nutrit1on/Fami1y Planning services
with other elements of the PHCP. A major point of intervention wij] be
In the tratning of health service personnel, particularly for those who
will serve at the village and dispensary levels.

At the national level, the MOH has several units whose functions
have iirect bearing on the delivery 1in the provinces of what should
be integrated MCH/Nutrition/Family Planning Services. As noted below,
there 1s a ceatral MCH committee responsible for coordinating *he inputs
of separate MCH, nutrition, health education, vaccination, disease control
and tralning units. Several MOH reorganizational changes are now under
consideration. The Ministry will establish a coordinating and planning
unit for the PHCP. This should strengthen MCH inputs.

Tre following sections describe the crganization and functions of
the separate MCH, nutrition and health educations units of the MOH.

Although these units function "vertically" 1in the Ministry, their
contributions in training and program implementation for the PHCP become
integratea at the provincial and lcwer layels,

2. Administration and Organization of MCH Services

a. National Policy

The Sudan Constitution in Article 27 states that "laws and
regulations to organize and adopt Maternal and Child Health Services"
be formulated by the State. -

. Article 10 of the Public Health Ordinance deals with the grgani-
zation and definition of MCH. MCH services are to be planned and operatad
as an integir:1 part of the general health services in coordination with
the country's programs fér social and 2conomic development.  Services to
the entire population should Include basic minimal care; health education;
antenatal, intranatal and postnatal care; screening and referral of high-
risk groups and individuals who require more advanced treatment.

The National Health Programme 1977/78 - 1983/84 gives high priority
to an MCH program and plans to provide at least a basic minimum of services
throughout the country. To achieve this maximum coverage, it will be
necessary to utilize the specially trained village midwives and community
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health workers.

b. Mechanism for Policy Determination

(1) NMational

At the National level, a "Central MCF Cosmittee" is said to
be responsible for setting policy and planning. The Direct r General for
Rural and Community Health heads this body. Members inclide the Senior
Obstetrician, Senior Pediatrician, Directors of Health fducation, and

Nutrition, and representatives of Nursing and Midwifery.

The Ministry of

Social Welfare is aiso represented.

Designated functions are:

- Plarning of policy and administratiye guidance.

.= Study of Mctzrnal and Child Health problems, services
____and reeds, ‘

- Coordination with different departments in the MOH and
other Ministries.

- Lialson with peripheral units (MCH services are under
local acministration).

- Planning of programs for local needs and securing of
budget from lccal resources amd self-help, or support
from foreign -donovs.

- Supervision of manpower development and training,

- Need assessment of effectiveness ind results.

Specific responsibilities include:

(a) Suggesting the basis and level of national planning
to meet the preventive, curative and social needs for
children and assure distribution of services in rural
and urban areas on an equal basis.

(b) Suggesting the vaccination schedule for children against

communicable diseases.

(¢) Training and making available trained MCH personnel and
planning to make available kindergartens and day care
centers in cooperation with the interested agencies.

(d) Raising funds to make available preventive, curative
and social services for mothers and children, such as
medicai equipinent and supplies, food and drugs, super-
vising their distribution in the MCH centers in the
provinces and districts, assuring that they are
distributed on an equal basis.
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(e) Propagating awareness about health of mothers and
children in cooperation with the Departmegt of
Health Education and Ministry of Culture and
Information.

(f) Holding conferences regularly in the provinces
to study the problem of mothers and children and
giving solutions to these problems .

(2) Provincial

MCH services are planned and administered in the provinces
under the Cormissioners of the Provinces. A Regional Committee similar
to the Central Committee is headed by the Assistant Commissioner for Health.
Constitution and functions are similar, but jurisdiction is limited to the
region. Regional Committees are less active and Vike)y to be involved
primarily with recruitment of marpower and training. Midwifery personnel
on committees frequently take the lead in planning what MCH programs exist
and coordinating efforts with vertizal programs that involve MCH.

(3) Village

The People's Councils in the Provinces have a ri¢ht to
establish committees and branches 1in the districts and wvillages for maternal
and child health. The Ministry will supply expertise and technical
assistance to the committees on request. Personnel can be trained for
preventive and curative services. The Ministry can make available equipment
and suppiies as part of donor aid, through the cevelopment budget, or
through funds from the People's Council.

In fact, the maternal-child health committee does not exist
at this level at all.

c. Assessment of the Central MOH Committee - Based on Functions

Effectiveness of the MCH Committee mechanism 1n policy de*ermination
at the national level is limited by constraints that effect the entire
health program. There_ have not yet been developed the policies, principles,
and practices that serve as guidelines for delivering cumbined compre-
hensive maternal and child care services in various facilities through
different programs. -

The present Family Planning Committee can be considered as subcommittee
of the Central MCH Committee. This group was delegated to evaluate Family
Planning activity in the MOH including a Maternity-Centered Family Planning
Project. An ad ho: group of this committee reviewed background documents
related to pooulation policy and FP activities and submitted a report to
the central MCH Committee. Proposals recommended by the National Committee
on Family Health were supported by the Central MCH Committee wnich then
submitted these proposals to UNFPA, the project's sponsoe, for further

assistance.



Funding for proposals has been obtatned through the Committee's
efforts. However, planning of programs for local needs and attempts to
secure resources and budget are often indfvidual rather than committee
efforts.

The Committee's liaison with voluntary organizations is through the
Mtnistry of Heaith which must support or agree with the organization's
activities. Liatson with peripheral units seems *to be an informal rather
than a formal procedure.

Overall, the Central MUH Committee has carried out its designated
functions with varying degrees of effectiveness. Some of the stated
functtons are more efrectively carried out by the departments involved;
€.g. manpower and training. Coordination with different departments in
the MOH and other ministries 1s more dependent on personal contacts than
commttee directives. Committee involvement 1s not nQticeable either at
the provinctal or villige level.

d. Existing MCH Organization/Administration

(1) National

In the organizational structure of the health services the
MOH has a Department of Social Medicine, in which cne of the units 1s )
Maternal Cnild Healtn. Planning and policy making are said to be carried
out &t the department level. Since there is also a Planning and Finance
Department 1n the Ministry responsible for health planning, it 1s not
clear who originates policy. Within the past month, an Acting Director
has been appointed to head a new MCH unit and a permanent Director wili
Be asstgned when he returns from overseas stuay. How the new unit witl
fit organizationaily and functionally 1s nat yet clear,

(2) rrovincial

. Field implementation of MCH strategies ts administered at
the prosincial level and controlled at the district level. Unttl such
time as there are designated MCH officers at the provincial level, the
Assistant Commissioner for Health has responsibility for these services.
There are gynecologists in each province, z!though not in each hospital,
who provide maternal services. There is ajs0 a cadre of midwifery per-
sonnel involved in MCH.

e. Factlities for MCH Services

MCH services are provided at health units as described below:

The provincial hospital - generally staffed with an obstetrician/
gyne$o1og1st. Not ail have pediatricrans. Diagnostic factlities are
avaflable.
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The district hospitai - some in-patient beds for obsetrical care
with outpatient services either by referral or self-reporting.

The health centers - polyclinics with MCH services under the
direction of 2 miawife. In high population density areas there may be a
doctor assigned. Most health centers do not have doctars. Usually there
1s a pharmacy and sometimes a Taboratory.

The dispensary - outpatient services are delivered by a medical
assistant and a viilage midwife who is responsible for MCH activities.

The dressing station - usually served by a male nurse who dispenses
common redications and emergency care. No official link exists with the
village midwife or traditional birth attendant but cooperative efforts in
health promotion are possible at this level.

The Primary Health Care Unit - staffed by a community health
worker, predominantiy male. Functior of the CHW ifcludes some tasks related
to MCH but generally not performed adequately.

f. Staffing for MCH Services

There are now 1630 practicing physicians of wham 58 are
obstetrician/gynecologists and 21 pediatricians. Distribution is uneven,
with most of them concentrated in the Khartoum and Gezira Provinces.

Mecical assistants who run health centers and dispensaries total
1016, an {nadequate number especially in relation to the number of doctors.

Health visitors, the nurse-midwives who have had additional
training in community work, numbar 457. This number is totally inadequate
since they aiso have responsibility for training and supervision of village
midwives.

Nurses, male and female, number 11,200. The training of these
personnel includes some functions related to maternal-child health.

Village midwives number 4678. They provide care to mothers and
children in the village setting.

g. MCH and FP Services

Antenatal care is given in clinics in health centers which are
usually located in the urban and more densely populated areas. Services .
include pregnancy diagnosis, physical examination and tests, identification -
and referral of high-risk mothers, and follow-up during pragnancy. Family
planning services including treatment for infertility are availatle in the
Khartoum and Gezira areas. The scope of services given varies from centar
to center,
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. Materrai care in hospitals tends to be curative in nature because
cf tne referral of high-risk mothers from health centers. Home delivery is
the pattern for most of Sudan. Even in the cities where institutionalized
services are available, most of the babies are delivered at home.

Postnatal care in hospitals is usually short. Postnatal home
visit as a regular service is limited. Foliow-up of postpartum mothers
is  most likely to occur after outpatient antenatal care and home delivery,
Nutrition guidance and oral rehvdration procedures are usually part of
paostnatal services.

There 1s no official natiznal population pelicy. The MOH accepts
the idea of family pianning as a metnod for spacing of pregnancies to
safeguard the health of the mother and child rather than as a way of
limiting >irths for demographic reasons. Treatment of infertility is also
considered a component of family planning activities. The papularity of
such clinics have made possible earlier access to mothers. These activities
are to be integrated into maternal-child health and general health services
throughout the country.

h., Pre-Schoel Child Care and School Health

Child care country-wide is esentially curative, with the ex-
ception of certain centers conducting child-health supervision and follow-
up. Immunizaticns are given as part of scparate campaigns throughout the
country. Immunization is a separate division under the Department of Social
Medicine, as 1s School Health. Under the School Health Program, all regis-
tered children are to be examined. The School Health Program is operational
in about half of the Provinces.

i. Nutrition Education/Rehabilitation Centers

Pre-schoo! nutrition units have been established through the
nutrition division in 43 health centers in Khartoum Province. Emphasis
1s on nutrition education and the preparation of nutritious meals from
locally available foods. Children are weighed, measured and comparisons
made with standard curves on growth charts. Mothers of underweight children
are given speciail instruction and food supplements. Ury milk and oil are
distributed as an incentive to return for follow-up.

Unfortunately a nutrition rehabilitaticn center in the Pediatric
Hospital at Khartoum where severely malnourished children were treated has
ceased operations. The demand fc= regular pediatric deds resulted in <he
cessation of this service as the space allotted was gradually taken over
by other types of pediatric problems.



c-7

«J. Family Kealth f£ducation

Education for family health is an activity of the Department of
Health Education, Ministry of Health. A mass media approach using television,
posters, newspapers, and radio interviews convey to the public the concept
of MCH/FP and its importance to the national health,

The Sudanese FP Association has also used the newspaper to discuscs
the prublem of population growth and family planning.

3. Overview of Midwifery Training Past and Precent

Midwifery training in Sudan predates medical education. The first
midwife trafninc school in Omdurman was ctarted through the efforts of
Miss M.E. Wolff who came to Sudan from Egypt 1n 1920 to train women to
work as midwives. The first four students were already practicing mid-
wifery; two were 7C years of age and all were jlliterate. The course was
from 4 tc 12 months. In 1924 students were accepted from other areas of
the country. By 1942, midwifery candidates were chosen from among those
who had completed elementary school.

Trainirg traditional birth attendants can hardly be considered
innovative in Sudan, given the origins of midwifery training here. However,
with more highly qualified candidates available, such training diminished
to the extent that the-zaainingq;ﬁ:tntditiona%'bi:tbaattendantsvﬁnwone- 3.
province has now been designated a “pilot” program. There is resistance
within medical circles to this type of training.

Basically there are three types of midwives:

- the nurse midwife,
- the village midwife, and
- the traditional midwife.

The nurse midwife has had a midwifery course after completion of the nursing
course. There are three schools for this training. Completion of training
requires five years (three years nursing and two midwifery).

Village midwives may be elementary school graduates who have taken
3 course at one of the 18 viliage midwifery schools located in the provinces.
Frequently they are i1Titerate, and the tutors take this into account in the
teaching methodology. The course is said to be nine months but often it
s longer due to a requirement that each prospective midwife participate
fn a fixed number of deliveries.

Traditional midwives or birth attendants generally inherit or learn
their role in the community. There is no formal training, although a small
number had received instruction under supervision. It is estimated that
they deliver £5% of the babies bern in Scudan,
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The health visitor is a certified nurse midwife who receives an
additional two years' training (total 7 years). Her role 1s community
oriented and she is expected to participate in health education, nutrition
education, ante- and postnatal clinics, and the trafning and supervision of
village midwives. There are only 400 health visitors in the country.

The following is a brief description of the different types of mid-
wifery training schools in Sudan:

a. Village and district midwives schools

Criteria: Candidate from same village of assignment

Age 18.25

Medically fit .

No educational backqround required - priority given to literates.
Language: Arabic
Duratinn: 12 months

Course includes: Practical demonstration (360 hours)
Lectures (50 hours)
Practical training in MCH clinics (144 hours)
Practica’ training in Hospitals (144 hours)
Domiciliary deliveries conducted - 15
Examination: Qral theoratical
Practical on model and antenatal patients
R2ports
Licensing body: Central Board of Public Health
Scape of Work: Antenatal and postnatal care
Normal deliveries at home
Diagnosis of abnormal deliveries and diseases to refer
to physician or medical assistant
Dispensing of i1imited drugs like ergot tablets, laxatives,
analgesics. Sometimes trained to give intramuscular
injection under doctor's orders.
Care of newborn
Supervised by medical assistant, professional midwives
and doctors in the district
Occasionally works in district hospitals under doctars
or at a dispensary

 ————

- ——— —— Py e~ T it S - —————— ,

b. Nurse Midwives Training School

Criteria: Minimum four years general education
Three years general nursing
Minimum two years nursing practice
Language: Arabic
Ouration: 12 months
Course includes: Theoretical obstatrical Tectures (54 hours)
Practical demonstrations (120 hours)
Antenatal clinic sessions (96 hours)
Practical Hospital training (960 hours)
Domicil fary deliveries - 15
Hospital deliveries - 10
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Examinatfon: writien examination
N Theoretical
Practical on model and antenatal natients
Further course: 12 months course tg become health visitor, midwifery
tutor and administrator
Licensing bocy: Usually employed by government in hospitals under
doctors' supervision or occasionally licensed by
Central Board of Public Health for private home deliveries
Scope of Work: Normal deliveries in hospity:®
Detection of abnormalities and referral
Minor procedures (e.g. episiotomy)
Injection, intravenous fluids and drugs under doctors’
fnstruction
Antenatal and postnatal care
Care of newborn

C. Institute of Midwifery (Sister Midwives)

Criteria: 12 years general education (secondary)
3 years nursing college
2 years practical experienca
Duration: 12 months
Course includes: Theoretical obstetrics (60 hours)
Practical'demonstrationz(60~hour$T
Antenatal sessions (96 hours)
Practical Hospital Training (960 hours )
Domiciliary deliveries - 20
Haospital deliveries - 20
Examination: Part [: 2 written papers
Theoretical exam
Practical on antenatal patients
Part II: Oral exam
Clinical on antenatal patients
Postgraduate courses: General administration and supervision
MCH and family planning
Tuiir course
Care of premature babies
Licensing body: Usually employed by government and placed in charge of
midyifery wards, or a Midwi<ery Tutor under doctors'
supervision. When in private practice,licensed by
the Central Board of Public Health
Scope of Work: Incharge of wards and obstetric departments
Normal deliveries with referral of abnormalities to a
physi .an
dive treatment under docors:’ fnstructions including
intravencus drugs
Care of antenatal and postnatal patients
Care of newborns
Supervision of medical students and midwives while doing
practical midwifery
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4, Information and Supervision in the MCH System

Information systems for MCH are intended to provide information on
the health conditions of the mothers and children using the services, to
afd supervision and the evaluation of health activities, and to serve as
8 basis for simple applied research.

Basic components are registration, reporting, fo]lowfup and
evaluation.

a. Registration

The village midwife or trained TBA registers activities carried
out by her 1n the community; mostly a record of births and deaths.
Some keep daily attendance books and child records. The CHW has very
definite registration functions and a variety of forms to be completed,
including a birth register and child records.

Referral may be from the midwife to the CHW but frequently the
CHW is bypassed for the health visitor at the Health Center if it is
accessible.

b. Regorting

At the village level, the midwife reports any unusual delivery
problems, infectious diseases in mot.ers or children to the CHW. The
CHW has a monthly report form that summarizes his activities. Activities
related to MCH that are reported by the CHW are the births and deaths,
(1ild records (birth to age 5), and the promotive and preventive care
activities such as health education, etc.

c. Follow-up and Evaiuation

The design of the system if carried out properly provides
in‘ormation for follow-up and evaluation of PHCP activities at the district
level by the Medical Inspector and at the provincial level by the Assistant
Commissioner for Health.

The Information System as i1t Functions

Maternal-child health statistics are collected at the varfious levels
of service delivery. Because of the decentralization in the MOH with the
responsibility for implementation at the province -level, service statistics
:re avaq?ab1e 2t that level in the department of the Assistant Commissioner

or Health.

Standard MCH reporting forms are used at the dispensary and health
centers. Statistical clerks are located in the health center complexes
for compilation of data which is then sent to the provincial level,
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At the village level, the trained midwife transiits a summary of
her activities to the higher supervisory level. She ¢ives the number
of births and maternal deaths by sex and other pertinent data related
to the deliveries she has attended.

At the present time there is no analysis and feed back of information
when the data have been collected.

MCH coordinators at the provincial level wijl promote better re-
cording and reporting procadures through the refresher and reorientation
courses. Courses for provincial and upper level health officfals will
include methods of using information. The ultimate objective 1s to use
the data to identify specific areas of need so that appropriate programs
can be developed. '

Supervision Within the MCH System

The health visitor is in charge of antenatal, natal and MCH services.
She is responsible for training and technical supervision of village
midwives. She is based at the midwifery training school or health center.

She visits each midwife at least twice a year and she is responsible
to the Medical Inspector and/or Medical Officer.

A medical assistant is in charge of the PHC complex - the PHCUs and -
the dispensary in which he works. Each PHLU is to be visited a full day
every two months. He checks on the activities of village midwives on
behalf o the health visitors. He reports to the Regional Medical
Assistant, Medical Inspector and/or Medical Officer.

The Assistant Commissioner for Health is the chief for all health
services in the province and is responsible for the administration and
planning of health services through the provincial, regional, district
and rural health personnel. He visits each facility once a year. He
reports to the Director of PHCP in the MOH. He is a member of the Province
Council and advisor to the Commicsioner of the Province on health matters.

In the PHCP, supervision of the village midwife is done by the health
visitor or the medical assistant. Actually such supervision is rare and
there is little or no periodic assessment of her functioning. Lack of
vehicles 1s a major constraint but other factors such as lack of enthusiasm
or motivation, inadequate supervisory skills may contribute to the lack
of supervisicn.

The project will address this problem by providing reorientation or
refresher course for health visitors with an emphasis on the elements of
supervision.

T'. vehicles being provided to the training centers will serve a dual
role - to provide field experience for trainees and transportation for the
supervisors,
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5. Nutrition

The Nutrition Division of the Ministry of Health was established in
1966 with support from FAQ and UNICEF. The staff consists of the Director,
two additional physicians, thres social nutritionists and about 30 assistant
nutrition officers {graduates in home economics, Ahfad College for Women) .
The Division has four units: preschool nutrition, clinical nutrition, social
nutrition and laboratory.

In 1972 nutrition units staffed by health inspectors trained in
nutrition were established at the Provincial level. Three of these Provincial
Nutrition Units sti11 function in Kassala, Gezira and South Darfur, At Port
Sudan a public health inspector serves half-time as nutritionist. At present,
there is only one nutritionist in the Southern Region.

a. Interministerial Roles

The Ministries of Education, Agriculturé and Social welfare piay
a role in nutrition. The MOE has a Nutrition Divisionand provides training
of home economics teachers, nutrition educator: for Adult Education and CD
centers, and anfversity level trafning in home science. With the assistance
of international agencies and the Ministries of Health, Agriculture and
Information, local governments, higher education Institutions, and political
and socfal unions, the MOE carries out a8 School Gardening-Nutrition Education
Program. Established in 1964, the program provides training for village
guides, rural women, social workers, cooks and kitcher workers for boarding
schools, and teaching curricula and educational aids. The activities have
been extended to inciude eleven provincial centers and 118 subcenters in
Northern Kordofan, Gezira and Khartoum Provinces.

The Ministry of Agriculture has established a Food Admi+istru*ion Dept.

which collects information on production and availability of food but is

not involved in nutrition activities. The Agricultuyre Extension Service/MOA
employs women trained at the Shambat Institute of Agriculture ir food and
nutriticn (3 years),

The Ministry of Social Affairs carries out nutrition activities
through {ts community care centers for adults, nurserfes and kindergartens
where health and mid-day meals are provided.

Several voluntary agencies provide important nutritional services
usually in collaboration with ‘health and other governmental institutions.
Examples are the Catholic Relief Services' nutritiona demonstrations in
child health clinics.
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b. Nutrition Probiems

it 1s generally recognized that there is a widespread problem
of severe malnutrition among certain segments of the population, especially
infants and young children. The czuses have been identified by national
experts and include:

- énvironmenta! influences (unsafe drinking water, poor sanitation),

- distary patterns influenced by culture, traditions, economic and
zocial status,

- avaiia?i11ty of foods to the consumer (production and distri-
bution),

- lack of understanding of proper selection, preparation and
storage of foods, and _

- late weaning practices (commonly at 2 vears) without supplemental
foods.

Regional epidemiological charts prepared by- WHO indicate two
major nutritional problems--protein calorie=malnutrition throughout the
western half of Sudan, and several goiter pockets wainly in the central area
of the country. Adequate statistics, however, are not available.

The MOH has carried out studies on food consumption patterns,
nutritional status, growth norms, and nutritional content of Iacel foods.
Investigations in Khartoum Province indicate a greater incidence of marasmus
than of kwashiorkoate.g,‘greateraaroblem.of.caloric&deficiency than..protain
deficiency).

The extent and severity of the nutrition problem in Sudan has not
been adequately assessed on anation-wide basis. A prerequisite for imple-
mentition of nutrition programs is collection of appropriate data regarding
food consumption patterns and the ex‘sting nutritional status of vulnerable
segments of the population 1n different parts of the country. More needs
to be known about the relation of distribution and production to nutrition.

c. Nationa1 Frogram Strategy

The National Food and Nutrition Seminar held in 1973 gave signi-
ficant irpetus and direction to nutrition developments subsequently under-
taken by the Government of the Sudan. This seminar reviewed existing
programs of the Ministyies of Health, Educa*<an and Agricultii:-e and recom-
mended future plans of action. A Nutrition Strategies Weorkshop held in
Wad Medani in 1978 was also very successful in bringing concerned agencies
together to analyze prablems and plan strategies. One tangible outcome
1s a manual on nutrition education.

The National Health Progritme and the Regional Primary Health
Precgramme Plans call for a mechanism among the Ministries of Health, Education,
Agr1cu1ture and Social Affairs to deal with nutrition matters. In the past,



C-14

attempts to form such a coordinating tcdy ave failed. The plans outline
a strategy ©> reduce protein calorie malnutrition in children ages 0-4

by 1984. Tne strategy is to be promotive, preventive and curative. It
involves the concerned Ministries in a concerted effort at the community
level.

d. Frogram Implementation

1) Village Level

At the village level, nutrition education is one of many
tasks z.signed to the community health workers and the village midwife.
Thetir training includes diet counseling; de.cction of malnutritio: and
referral to hospitals; and procedures for re-hydration of infants. A study
carried out in Khartoum Province showed that 7% of the mothers had received
advice on nutrition form the midwife. The majority had learned form
their own mothers. The government trafned midwife 15 instructed to advise
the pregnant and lactating mother on her diet and’ enecurage breastfeeding
(which in 99% of the cases is the practice anyway). The CHW promotes
good diets, environmental sanitation, safe water supplies and immunization,
all of which are recognized as of paramount importance to nutritional
status of the young child in the Sudan.

The dispensary nurse and other staff also teach good nutrition,
demonstrate weaning foods and refer children with.malnutrition to hospitals.
The health center has a more active program carried out by the health
visitor and women assistants. It includes weighing, charting growth,
counseling, weaning food demonstration and referral to hospitals of children
with malnutritica. The pediatric wards of district hospitals treat mal-
nutrition and educate mothers of all patients in the ward about proper diet
for children.

Village school teachers have as part of their programs of
nutrition education the establishment of school gardens where students
learn to grow nutritious goods generally absent from the local diet.

2) Province Level

At the Provincial level, three Nutrition Units are esta-
blished znd operating in Gezira, Kassala and Red Sea r:vinces. The goal
1s to establish nutrition units in each province by 1351. The units are
staffed by howe science graduates of Khartoum University (only two re-traired
health inspectors st:11 hold nutritionist posts). The main function of
these units {is to carry out nutrition education through h2alth centers in
the Province. Also, nutrition data are collected and surveillance activities
are carried out. Health perzonnel trained at the provincial level are
instructed on nutrition and their Jjob responsibilities in this regard.
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3) National Level

At the national level, the Nutrition Division of the MOH
has a Director, Deputy Director and staff of 81. It s responsibilities
include nutrition surveys, social nutrition, provincial nutrition, hospital
nutrition, pre-school nutrition, ¢linical research and laboratory studies.

The Division employs and places nutritignists in the
provinces and provides technical superviston. It shapes national policies
on nutrition such as those focused in the National Health Plan and the
Primary Health Programmes. It cocordinates nutrition policy among the other
concerned ministries through interministerial conferences and meetings.
It provides tecknical direction and coordination within the MOH on nutrition
matters and collaborates with universities and research bodies concerned with
nutrition matters.

e. Constraints to Improved Nutrition

1) V1age Level

At the village Tevel nutrition education is the main
intervention strateqy . Efforts are fairly well focused on the high
priority goal of reducing protein calorie malnutrition in children ages
0-4 by 1984. Coverage is terribly res:iricted, however, by lack of personnel
and infrastructure. Although village midwives'.practice. everywhere, the- ..
majority have not had the benefit of training. The standard midwifs kit
does not include scales or any other equipment that would aid them in
carrying out this task.

At the village level, there is need to improve both
coveraqge and quality of the nutrition education programme. There is also
a need to try out simple methodologies to determine whether PHC workers
can apply them and whether they are effective in improving nutrition
practices of rural people. PHC workers also need educatignal aids, scales
(which are found in health centers but rot usually in sub-centers), weight
charts (not generally supplied even at the health center level), posters
and handouts (not generally available) and nutrition education mamuals.

There is some question about the effectiveness of the male
CiW's in guiding women in nutritional matters. There is also some guestion
about whether these workers can be taught such simple procedures as weighing,
charting growth and other surveillance methods. A study by the Nutrition
Division in Gezira and Kassala Provinces showed health visitors were not
accurately carrying out these procedures and had to be re-trained (3 day coufse).

At the provincial level there is a need to strengthen the
nutrition component of the health programme 1f national programme goals
are to be achieved. A plan to establish nutrition units in the Provinces
not currently staffed with nutritionists should cnnsider the employment
of women from those provinces to study home sciences at Khartoum University,
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The trainers of health persanne] in the provinces also lack
the necessary nutrition background. Curricula do not generally include
even the standard content recommended by national experts (e.q. curriculum
of the Sennar Midwifery School is contained in a notebook hand written by
the instructor. Although there are anatomical charts and models available
for instruction, it appears that nutritional teaching aids are not available
to the fnstructor.)

Supervision of nutritional activities from the provincial
level suffers from the same constraints as other programmes - shortages of
staff, fnadequite transport, and lack of guidelines ard materfals. The
midwifery inspector for example {s supposed to make rounds every three
months. This {s not feasible because of present constraints on transport,
lack of travel allowances and other work commitments.

2) National Leve’

At the national Tevel the Nutrition Dfvision has successfull
shaped some MOH policies on nutrition. It has howaever, established a
vertical nutrition service. Apparently problems have been encountered in
tntegrating these services into other MOH programmes as well as those of
other concerned ministries. For example PHCP instructional manuals being
prepared by the training division are not technically acceptable tg the
Nutrition Civision which has not been consulted and apparently has no
authority over them.

Nutrition planning is seen as a major need. Attempts at
organizing an Inter-Ministerial Coordinating Body have failed. However,
considerable success has been achieved in bringing concerned groups together
for exchange of ideas in national meetings and seminars,

The goal of establishing provincial nutrition units nation-
wide is admittedly very ambitious considering available resources and
current constraints. Alternatives, however, have not been sought. The
matter is related more to absence of trained personnel rather than lack of
funds.

On the other hand, the Division wants to extend 1ts research
activities to other provinces. Although the personnel for this type of work
fs availadle, the funds and other necessary resources are not.

f. Nutrition Strategy

A strategy that needs to be implemented as early as faasible
1s the training of all levels of provincial health personnel in nutrition
and their role in it. A seminar for provincial medical personnel is under
corsideration.

There fs also a need *p improve the collection and analysis
of nutrition da*a on the provincial level. In acdition, area specific
studies to define nutritional problems, including Tocal practices and food
availability should be performed. Only then can the programme and training
of primary health care workers be made more appropriate to local aroblems.
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A workable system for supervision and evaluation of nutritional
efforts at all levels obviously needs to be developed. The system should
be integrated into the health delivery system.

Commodities for nutrition work should be supplied to,and
distributed by, the provincial health system. This includes scales,
teaching aids, weight charts, small reference 1ibraries and office equipment.
Also transpert for supervisory staff is needed.

At the national level, there is a need to strengthen the
nutritional program. Nutrition planning can and should be encouraged
through suppoert of national conferences, following up the work accomplished
in 1978, Short-term technical assistance and conference support services
should be provided.

Small fellowship grants to suppor{ studies by competent
Sudanese researchers in the nutrition and social science fields could provide
data on local nutrition problems needed in tmproving nutrition training and
programning. Support should be given to {n-service training courses for
health personne! and related workers concerned with delivery of services at
the village level,

6. Health Education

a. Organization

The MOH has recently upgraded its health education unit to
Department status. The new director of the department has just returned
from post graduate studies in health education and health sciences at
Johns Hopkins University (MPH degree). He has a staff of 12 qualified
technicfans in administration, graphics, photography, social sciences,
communications and materials reproduction. A printing press provided by
UNICEF has the capability to serve the entire health services of the MQH
and the provinces.

b. Objectives in Support of Health Education Department PHCP

1) Integration

Although the department is still in a "start-up" stage,
a plan has been proposed for support of the PHCP. The first objective is
to {ntroduce educational components into all health services, especially
the training programme for CHW's and other primary health care workers.
The educational input would be based on needs identified at the village
Tevel upward. The Department staff would participate in curriculum and
development for training of CHW's, VMW's and others to improve skills in
working with the community. Educaticnal materials needs for training or
service would be designed locally and produced centralei\




C-18

2) statfing

The department proposes that each province select a
candidate from health visitor, medical assistant, or sanitary overseer
categories for university training leading ta a diploma in health education
and sc-1al work. Eleven students now completing a three-year course in
extra mural studies at the University of Khartoum will be assigned to the
Department, three to headquarters and eight to the provinces. The latter
will be administratively rz:ponsible to the Provincial Assistant Commissioner
for Health, with technical assistance to be provided from the Decartment,

3) Village Leadership

Another activity of the Department which will strengthen
delivery of rural health services 1s the training of local people to
study and solve their own problems. The project fs designed to bring
together in each Province various community leaders for a series of seminars
on 2 wide range of subjects they select. One such-subject has been
cultural and social attitudes of health personnel affecting delivery of
services. This programme has been in progress in Khartoum Province for
two years, but is hampered by lack of transport required to bring the
people together. Most participants cannot afford to pay their own way,

7. MCH/Family Planning in Sudan

There 1s as yet no official policy on family planning. Unofficially
the GOS supports family planning as a means of promoting maternal and child
health through reduction of the risks of high parity and the resultant effects
on the health and welfare of the child. Thus family planning 1s considered
child-spacing for maternal-child health rather than limitation of births
for population control.

The population of Sudan is considered low in relation to the country's
size, but the present growth rate of 2.5% may adversely affect economic
development by creating a high dependency ratis. Support is being given to
integration of family spacing into maternal-child services.

(See Health Sector Assessment Report, Part V for additional details.)



€-19

MCH/FP activities continue to expand with increasing Ministry of Health
involvement.

A Maternity Centered MCH/FP program funded by WHO/UNFRA was implemented
1n 1976 for training and delivery of services in Martoum, Khartoum North
and Omdurman. During the project period ending December 1978, services
v2re provided throughout the urban areas of Khartoum. Numerous physicians
and nurses were trafned in MCH/FP - in country and through various Office
of Populaticn-funded training institutions in the U.S.

(See Family Planning Personnel Resources page C-22, (-23).
A ph: - I1 proposal to continue this project has not yet been acted upon
but many of the activities continue,

The following information 1s derdived from the MCH/FP evaluation
report by Leonard Rcbinson, Jr. DS/POP/AFR, April 24-28, 1979,

The Sudan Family Planning Association (SFPA)

Supported through annual grants from the International Planned
Pareitchood Federation (IPPF), the SFPA provides MCH/FP services and in-
formation/education in 30 Ministry of Health (MOH) facilities throughout
Sudan, using trained physicians and nurses. Through a special grant
provided by the PathfindenuFunduof;aostonq-the=Associatiunr?ecentlyzr
trained additional physicians and nurses in MCH/FP delivery, thus
enabling them to extend services to six additional rural-based clinics.
SFPA has also written and distributed a "Family Planning Handbook and
Manual for Doctors" (English version) and one for Nurses (Arabic version)
1977-78 (cver 4,000 copies distributed). In addition, they published a
pamphlet prepared by tiie Grasd Mufti (Islamic Religious Leader) entitled
"Islamic Religion and Family Planning*. This latter publication has been
widely read by Sudan's religious community and leaders, and 1s supportive
of MCH/FP.

The Association is currently administered by Or. Attabani, founder
and president (Board) of the organizztion. Both of the Associatfon's
major contributors, IPPF and Patkfinder, receive funds from AID's Qffice

of Population.
The Sudan Fersility Control Association (SFCA)

Sudan s one of only 2-3 countries in Africa actively engaged 1in
biomedical and contraceptive research. The SFCA was founded 1n 1975 by
a group of dynamic and energetic Sudanese 0B/6YN's who have long been a
force in the MCH/FP movement, and who were frizzrested in compiling and
analyzing data on the effects of contraceptive use and other related
technigues, on Sudanese women. Funded through core support and research
grants from the Association for Voluntary Sterilization (AVS) and the
International Fertility Research Program - both grantses of the Office
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of Population, SFCA 1s currently conducting research studies on incomplete
abortiens, the effects of oral contraceptives on Sudanese women, a
comparison of two different types of IL- s used fn Sudan, sterilization
(only in medical cases) using the colpotomy technigue, maternity care
monitoring, and lastly, a survey to assess male attitudes towards contra-
ception and voluntary sterilization (5,000) informants.

The SFCA {s legally registered and has a membership of over 70
physicians. The activities of the Association are of public record and
were recently described in the official Sucan News Agency's Weekly Review.

Contraceptive and bicmedical research fs important for A<rica,
given the paucity of such data. It 1s expected that SFZA wil) play a
major role in transferring 1ts acquired experierce, technology and
expertise to other African countries in the near future,.

Faculty of Medicine, Universi*, of Khartoum - Soba MCH/FP
ar+ Nutrition Project

Supported through a grant from Family Planning Internationa) Assistance
(FPIA - another AID Office of Population grantee), this program is
administered by the Faculty of Medicine's Pediatrics and Child Health
Department. Designed to provide MCH/FP and nutrition services to the
rural inhabitants of Soba and Butri villages,-the basic objective—is to..
improve the health of mothers and their children through child-spacing
and nutrition 1nputs. According to Dr. Mghamed [brahim, project director
and chairman of the Pediatrics vepartment, the pregrza has dramatfcally
lowered the infant mortality rats and women have been motivated to
2dopt family slanning services (over 563 accaptors in an estimated -
population of 2,000). Designed as a service delivery and research project,
Or. Ibrahim will analyze, tabulate and publish data on this project, for
possible replication in Sudan and application in other African countries,
It {s expected that FPIA will support this aspect of the project, ac
well as Or. lbrahim's contemplated expansion of services to other villages
in the district.

Other MCH/FP Related Activities

(1) World Fertifity Survey - Sudan.

This ongoing activity 1s administered by WFS and the Sudan
General Statistics Department. There were no preliminary data
available to review. The WFS is supported by the 0ffice of
Population.
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(2) Mapping Workshop - Bureau of Census.

The Sudan Government has agreed tc host a Mapping Workshop
in housing and population, to be held in July 1n Khartoum, with
the Sureau of Censys, Participants from other African countries
are expected to atter”,

(3) Proposal by D, £1 Tom

Chatrman of the Department of Commun{ ty Health, Faculty of
Medicine, University of Khartoum, has submitted 3 project proposal
to AID's Office of Population entitled “Developing, Testing, and
Demonstrating the Community Based Delivery of Family Health, Nutrition,
and Family Planning Servicas in Sudanese Villages®,

Designed to provide MCH/FP and health services through an in-
tegrated "pilot" approach, it 1s significant that the MOH has

Or. Modawi of the MQH does not feel that the project is totally
“p1lot" in scope (he stated that it is merely an extension of what
the MOH and others are already doing!), it will mark the first time
tuat nurse/midwives have been permitted to offer MCH/FP services
directly. Heretofore, only physicians and nursing sisters haye
beer allowed to administer MCH/FP in Sudan. 1 would rec~mmend -that.
~AID/Khartoum appToOvetNtY prIIest for “implementation. It will

servz to expand MCH/FP in Sudan; 1t has the MOH's approval and it
may serve to provida Dr. Mahmoud with an important channel to
continue her involvement in and support of MCH/FP.

private agencies, (most funded through the Offics of Population), have
obviously played a key role 1in supporting MCH/FpP actions in the Sudan,
Without their input, there would be no entrée for expanded assistance
through the Ministry of Health. In the case of the Sudan Fertilty
Control Association, an important contribution is being made in the

field of biomedical ang contraceptive research; no other fertility
control association exists in sub-Saharan Africa. The activities of this
Association and other private entities {n Sudan should receive continued
support from AID and any other source, byt they should be coordinated

its Ministry. Many physiciang and nurses have been trained through the
auspices of AID funded and assisted programs; the talent {s clearly

avaflable - what s now required is proper organisass
from the top. prop ganization and commi{tment
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8. Family Planning Personnel Resources

At present a substantial number of physicians and Sister
midwives have had training in various facets of the programme of chil

spacing.

Sister
Training Phvsician Midwife
1. PIEGO (Johns Hopkins and St. Louis)
a. Nursing 0 8
b. Administration and Management 9 0
c. Laporascopy 20 .0
d. Infertility 2 0
2. Planned Parenthood (Chicago)
a. Administration and Management 8.
b. Adolescent Fertility 4 0
3. Master Public Health Degree in MCH
(Johns Hopkins) 3 0
4. Training of Trainers (Singapore) 4 0
5. Population Council - Administration _ 3. 0
f. Program at Chapel Hill, N.C. ) 2
7. Margaret Sanger Planned Parenthood 0 20
8. V.harry College - MCHFP 0 6
9. Study tour in Asia (Pakistan, India,
Thailand, Singapore) N 0
10. Study tour in United States 2 0

(Total numbers do not indicate number of personnel trained
because some personnel have participated in more than one
program. )

It can be seen from the chart above that both long and short term
programs have been zvailable to promote the combined MCH/FP services.
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Location of Physicians Who Have Had MCH/FP Training

Number of
Location Physician Gynecolcqists

Khartoum Province

Umdurman Hospital

Khartoum North

E1-Bulick Hospital

Health Centre
Gezira Province

Medani Hospital

Hospitals
Blue Nile Province
“Blue N1Te-Singa Hospital
Kordofan - £1 Obeid Hospital
Kassala - Halfa E1-Gadida Hospital
Red Sea - Port Sudan Hospi tal
Northern - El1-Daba Hospital
NiTe - Atbara Hospital
White Nile - Dewem.Hospital

- Yosti Hespital

— NN

— o ot P\) b () b =t N) LD

Faculty of:Medicine
HQ - MOH
Pediatrician

Private Obstetrician
Medical Officers

) = ced sy

The 1isting above shows that the majority of trained
physicians are in the urban and densely populated areas, working
primarily through maternal care in hospitals. In the Khartoum area,
some )f these physicians also work as consultants at the Health Centres
and provide FP and Infertility services. A considerabie number of
patients have been treated successfully,

Oddly enough, these mothers who have or are being treated for infertility
often provide the impetus for multitiparous mothers whom they meet to
seek child spacing. The program thus balanced gives credibility to the
mother-child health appreach to family planning.

At the present time ten of twelve provinces in the North have
physicians trained for FP, and with some physicians now away in study

courses it is expected that all provinces will have such personne]
by the end of the year.
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It should be noted that FP 1s usually the responsibility of the gyne-
cologist/obstetrician. Nurse-midwives, though trained, are not permitted

to function fndepeadently but must always work within the medical structure,
With the exception of two midwives 1n an MCH/FP project and one 1n the
health visitor school, all nurses are working in hospitals.

In the entire South, there are only two physician gynecologists,
neither of whom has had FP training. A health visitor in Wau and a Sister
nurse-midwife in Juba have had training but there 1s no official support
for the service, thus, FP counselling or services are provided as an
adjunct to other MCH services.

9. Maternal Child Health in the Southern Region

Background

There are now two obstetrician-gynecolégists in the entire
Southern Region, one at Wau in Bahr E1 Ghazal Province and one at Upper
Nile Prevince. Consultant services for maternal care are obviously limited.
There are no pediatricians in the South. Medical officers in the province
and district hospitals, midwives based in the hospitals, health centers, and in
some dispensaries deliver maternal care to a small segment of the population.
Most of the care is curative in nature when given in hospitals.

Health centers, as well as some dispensaries, deliver ambulatory
maternal and child care services.
Antenatal and child care services are available at regularly scheduled
clinics. There is no cold chain and so no immunizations
are given. Some food demonstrations and discussion of food habits take
place but the emphasis on nutrition is limited. Health education is
minimal. No poster type materfal is available here.

Considerable maternal child care services are delivered through
private voluntary organizations. Scope of services varies by location.
Clinics and dispensaries are staffed by expatriates. Mobile health units
with outreach operate in two locations. Some PVO's are involved in training
village midwives and TBA's. Loass1 women have been trained to assist with
aad teach child care in their neighbourhoods. However, coverage is
1imited. Without the PY0 and expatriate help, the  GOS/RMOH infra-
structure reaches wery few people.

) There 1s one nutritionist and one health educator in the
region, neither of which is located at the central level so their impact
1s 1imited to the area in which they work.

AMREF has a Public Health Nurse-Midwi:. working with the mid-
wifery training programme in Juba. She is responsible to the Director
of PHCP (Southern Region) and to the Medical Officer (AMREF).
Her duties include training in the tutor and CHW programmes  refresher and
reorientation courses, reporting activities, and field work fn MCH and
nutrition.
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Regarding MCH activities in the PHCP, the following quote
from the "Seminar on Primary Health Care Programme in the Southern
Region - Juba, 3-7 January 1979" describes the sttuation well:

“There was Tittle evidence of th<s. Culturally men are
not accepted for maternal care. Even in the field of child core and
nutrition, efforts to follow-up children were not seen, CHW's felt
the need for village midwives in their areas".

[t seems obvious that the PHC cannot be expected to
play more than a very minor role in the delivery of MCH services. The
expansion of training cpportunities for village midwives and TBA's fis
necessary. The development of an entire infrastructure, however, is
also necessary if MCH 1s to be available to the majority of the
population,



C-26

10. Traditional Birth Attendants in Northern Sudan

Traditional birth attendants are widely accepted by local
communities and their services utilized. It has been estimated
that 76% of the deliveries in the rural areas are done by TBA's.

Estimated Deliveries by Trained Midwives
and TBA's in Northern Sudan

Delivered by Estimated
Province Trained Midwives Assistance by TBA
Khartoum 73% 27%
Blue Nile 17% 83%
Northern 17% 83%
Kassala 20% 80%
Kordofan 8% 92%
Darfur 7.7% 92.3%

Table taken from paper, "Training of Traditional Birth
Attendants Program" prepared by Dr. Osman Modawi, Director
General, Obstetrics and Gynecology and Project Director, MCFP.

From the above table it can be seen that trained midwives are
providing less than 25% of maternal care. Since most women in northern
Sudan have been circumcised. and thus require assistance during delivery,
it can be assumed that all deliveries not performed by trained midwives
have been :ttended by TBA's.

Constraints to providing trained midwives to the women of Sudan
include:

a. Sudan is vast and sparsely populated. Population density
is quite low and an inordinate number of trained personnel would be
required to cover all areas.

b. Insufficiency and maldistribution of the health infra-
structure -- the tota)] number of all midwives is approximately 500%*for
a population of 17 millions and an average yearly deliveries of about
half million. In addition, 18% of the populétion who are urban are
served by 60% of the health infrastructure, leaving poor coverage for
the rural and nomadic populations.

*Tratnea niurse-midwives

N.B. Information included in this section except "Strategies" obtained
from various reports by Dr, Osman Modawi.
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c. Deficiency of transonrt and communication -- Scattered
small villages are not accessible because of puzr or no roads and
lack of transport. The area that can be served by a trained midwife
is thus limited. In addition, in parts of the country during the
rainy season travel is almost impus.ible.

d. Lack of funds for servisae -- Health services receive
a small share of the buaget and within the health budget itself
preventive health services and MCH/FP have low priority.

e. Inadequate training of health personnel -- The annual
output of all categories of midwives is less than 700. This rate
cannot meet the requirsments for total coverage within the six years
of the National Health Program. In addition, there is an estimated
annual loss of about 3% of the trained village midwives for the
following reasons:

(1) attraction to urban life, marriage

(2) inability to replace or compete with the TBA

(3) limitation of number of deliveries and therefore
Timited income

(4) difficulty of transport discouraging coverage of
neighboring villages

Three possible strategies to increase midwifery coverage
are as follows:

(1) Increase the number and intake of the nurse
midwife training schools -- This is an expensive solution but actually
more inhibited by a Timited pool of applicants than funds. Hospitals
have been loath to give up nurses for the midwifery training.

{2) Reduce the training periods for both nurse midwives
and village midwives -- This approach is not recommended because it
entails a lowered standard. In the case of village midwives who are
80% illiterate, a shortened period could not be effected without
diminishing practical field training and supervision which is essential
to their safe practice.

{3) Train TBA's in short courses or on location wherever
the administrative approval and availible zunervisory capability
exists -- This type of training is being carried out in the Blue Nile
Province and will be evaluated at the middle of the second year (1980).
If deemed successful, similar programs will be carried out in the
western provinces. The original "trial run" in Zznnar trained seven
TBA's for two months. Criteria for selection were as follows.
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a) Literacy not a condition

b) Age 40-50

¢) Physically and mentally healthy

d) Actual practice about 10 years

¢) Recognized and a:r-epted by her village
community

f) Priority given to inaccessible villages
and nomadics

g) Priority given to planned locations of
the PHCU with no trained midwives

While these programs are stop-gap measures, they can and
should be cortisued until better coverage of populations is effected.:

1. Strategy for Including Traditfonal Birth Attendantc in the
PHCP in the South

A »arksnop was held in January 1979 to discuss the possibility
of using TBA'c for the delivery of improved maternal and child care,
It has been recognized that 1t will be impossible to train enough
village midwives to cover the population in the near future so an
attempt to bring the TBA intop the PHCP {s being made.

The TBA is an indigenous member of the community who provides
delivery and postnatal services to mothers. She may work voluntarily
but most often she roceives g1fts in money or kind <rom the families
she has assisted. She has a weli-defined and accepted role in ‘com-
munities. Generally she is midcle-aged or elderly,

TBA's come by their role through various ways, e.g., a family
tradition, exhibition of natura) skill after assisting at a few
deliveries or by deliterate choices after having been themselves
seriously i1l and recovered. If their role is not threatened they
are generally willing to cooperate with trained staff.

Care must be exercised in training the TBA. An official program
1s not suggested lest the TBA consider herself a civil servant. Further-
more, it is unlikaly that ar offizial pro¢ram can be carried out because
travel to a distzns center or absence from the home and community 1is
difficult or impessibie for the TBA. For this reason, any trafning given
should be at the local level on an individual basis.

Tratners {deally should be GOS/MOH Health Visitors or Nurse-
Midwives. Given the paucity of such parsonnel in the Southern Region
and the usual assignment of such persomnel at the provi.cial Tevel,
1t is clear that this approach cannot be taken. At the presant
time, some private voluntary organizations have begun training TBA's
with the approval of the RMOH using their own personnel,



C-29

Criteria for selection of a TBA for tratning should be based
on observation of her work, her ability to learn and her reputation
in the community. Training then should be aimed at giving her com-
petence to carry out selected vasks related to ante-natal, care
during delivery and post-natal care.

A “midwifery kit" for the TBA should be simple and consist of
supplies such as: a metal container
scissors and <lamps
razor bltade and cord ties
Dettol antiseptic
cotton
iron tablets

Supervision should be carried out by the Health Yisitor or
any other MCH-trained staff. Most often her only contact will
actually be the CHW. Efforts should be made to promote a working
relationship between the two so that recognition of medical problems can be
confirmed and proper referrals made when necessary. The TBA should
report the number of births and any unusuai occurrences *o the CHW.

The value of attempting to use the TBA lies in the fact that
she is there in the community performing such services already.
Recognizing that much time must elapse before a sufficient number
of village micwives are trained, training of TBA's should be carried
cut whenever the medical authorities give approval,as in the South.

Five private voluntary organizations have been given permission
to go ahead with plans to train TBA's and village midwives. Local
health visitors and provincial district authorities will be involved
in the program. A UNICEF midwifery kit will be given to those com-
pleting the program. Trainees will be selected from those areas
where supervision and support are available. While the RMOH favaors
institutional learning they have agreed to consider other training
programs and later assess the performance of the trainees frum such programs.

The very nature of this type of training precludes large numbers
being trained. However, every single individual who has been trained
contributes to better maternal and child care for the areas covered.
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12, Infertility

The onset of involuntary infertility in sub-Sahara Africa seems to have
been during the peak of colonization and the first World War. This pariod
was characterized by disruption in tribal 1ife, exploitation of Afrizan
labor, introduction of new diseases by soldiers and dissemination of local
endemic diseases to other areas through migration., These conditions are
thought to have been factors in increasing infert{lity. It has been said
that in some areas 40% of married women finish their reproductive years
without having borne a child.

Since sterility is a condition in Sudan that has many social, cultural

and emotional repercussions, gynecologists are often sought by women of
reproductive age who have been unable to conceive. Blame is usually attributed
to the female and husbands often use this reason to enter into multiple
marriages.

While childlessness can be caused by pregnancy wastage and child loss,
a major factor seems to be essentially primary infertility. Secondary
infertility as a result of postpartum or postabortal infert{lity causing
tubal occlusion 1s not uncommon where obstetrical and medical care are
delivered urder unhygienic conditions. Venereal disease, especially gonorrhea,
has been imd>licated as a cause of infertility. More recently filarfasis
has been inzriminated in Loth male and female infertility.

It has been observed that in some cases of childlessness, the male
1s at fault and this possibility should be considered in any discussions
of infertility. Studies carried out in Khartoum and Darfur Province fndicated
that about 30% of the males seen suffered from azoospermia, with the
majority giving a history of old gonococcal infections sometimes in their
bachelor 1ife with or without complications.

General infertility seems to be highest in urban populations, less
1n rural areas and espectally high {in some nomadic tribes.

It is very 1ikely that infections play the major role in high
infertility rates, possibly in association with some dietary factors.
Related to the infection factor, the following measures can be taken:

- improving delivery care

asepsis

general hygiene improvement

recognition and treatment of sexually transmitted diseases.

These are within the scope of the primary health care program with a well-
trained community health worker. Control of endemic disease factors probabiy
cannot be addressed too effectively without area-wide programs. If, in fact,
nutritional deficiencies contribute to the problem, it weiuld probably be tco
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complex and too difficult to assess and treat within this program. However,
recognition and treatment of sexually transmitted disease is within the
functions of the CHW and the subject should be giver more than cursory
attention in the curriculum.

Discussions of infertility should be a part of all training curriculum
for the PHCP, but especially in those areas known to have high rates of
infertility. Effcrts should be made to impress upomn the primary health
workers that they do have control over some of the factors that contribute
to this condition.

13, Female Circumcision.

Female circumcision in Sudan is intimately associated with tribal
customs, superstitions and wrong concepts of religion. It is thought that
the original intent of the procedure was to ensure chastity and female
circumcision was considered less drastic than castration of the male. The
custom continued as an "initiation" ceremony with cultural sianificance
even to this day.

Focus on female circumcision as a social problem arose as a result of
widespread publicity by the British press and reports in medical journals.
A member of the British Parliament attacked the custom and urged the Sudan
British Administration to prohibit it by law. Under the direction of a
central commiteee, an intensive campaign was waged against the practice
and leaders of society gave full support.

The medical front was the most effective group. British and Sudanese
doctors fnvestigated the magnitude of the problem, its distribution in
Sudan, the different types of operations and complications. They reviewed
the 11ttle 1iterature that was available on the subject and documented their
firsthand experience and observations. The result was a small simple
pamphlet that was widely distributed. The government was advised to extend
female medical training and services and to train more 1icensed midwives,
health visitors and social workers.

In 1946 the Legislative Assembly passed a law making Pharaonic cir-
-cumcision an offense punishable by fine a&nd imprisonment. The Sunna or
excision operation was considered legal.

The immediate effect of the law was that many girls were circumcised
at an earlier age. Thé practice continued though clandestinely because
many of the old grandmothers were not convinced by the propaganda campaign
against the practice. In addition, practicing midwives had an economic
interest in continuing the practice. ' -

The operation is usually done at ages 5 to 8 by an old viTlage midwife
in the presence of a crowd of female relatives. Nowadays it may be done by
2 trained midwife.
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Type 1.
Sunna or Clitorectomy. It is the Tegal operation recommended by

Islam and consists of excision of the glans clitoris with a smal) portion
of the clitoris itself.

Type II.

The radical Pharaonic circumeision or infibulation that aims at
closing or narrowing the introftus. Forced intercourse is impossible
so it s thought that chastity 1s promoted and virginity assured.

Nc anesthetic 1s used. The girl 1is held down by her relatives and
the midwife amputates the clitoris, and slices of the labia majora and
labia minora are pared away. The amount of tissue removed and damage done
depends on the midwife. Bleeding 1s profuse and centrolled by digital
pressyre. The wounds of the two sides are brouint” insg opposition by
tying the legs together for 40 days. Some tribes use thorns inserted
through the wound edges and held in Flace by thread wound around the
thorn in a criss cross fashion.A match stick in the center of the wound
develops a fistula for urination. The raw area is covered with cotton
soaked in 0il or saline, The match stick is removaed for yrination and
refnserted until the wound heals. This operation was the most comon type
It is now 11legal and prohibited by Islam. It 4s being replaced by
Types I and III.

Type I11!

This is the most common type performed now - a combination of
Types I and II. It is illegal but still performed by some trained
midwives. The clitoris s excised with slices of the upper part of the
labia minora. The labia majora are preserved leaving a slightly narrowed
introftus. Local anesthesia fs used and the wound sutured with catgut.
Prophylactics are usually administered.

Type IV

Recircumcision or reinfibulation.
In the past this was done on widows and divorcees and occasionally
after repeated child birth to narrow a patulous vagina,

Complications

- Complications can be immediate to the procedure and/or long-lasting
effects of the procedure ftself. The following 1ist summarizes complications
noted in hospitals:

1. Hemorrhage

2.  Shock

3. Injuries - urethra
Bartholin gland and duct
perincum
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4. Infection - any pyogenic bacteria

gangrene

- tetanus

infection extension to cervix, uterus and tubes
chronic pelvic disease

infertility related to frnfection.

5. Vvaginal calculus
6. Vesico-vaginal fistula
7. Urinary complications
- retention of urine may be due to granulation
tissue or fibrosis
8. Keloid scars
9. Sebaceous cysts
10. Mycetoma (where thorns were used as stitchas)
11. Psychological complications
12. Complications of marriage

- difficult consummation

- forced penetration causing perineal tears,

dysparenia and vaginismus

failure of penetration

- lack of sexual satisfaction

anal fissures and fistula due to anal intercourse
- psycho-sexual aberrations

13. Effects on pregnancy, labor and puerperum:

cystitis

vaginitis

state of fear - inertia

retention of urine

obstruction to labor due to stenosis and scarring

fistula formation

perineal tears

NOTE: before delivery of the head, circumcision scar has to be
incised. If the opening is not sufficient, additional lateral
incisions may be needed. These fncisions can be sutured after
delivery but untrained midwives may leave the wound open or
approximate the edges to heal by granulation. A secondary
circumcision may be done.

(Clinical and other details derived from writings of Dr. Osman Modawi
Senfor Gynecologist, Director General, Obstetrics and Gynecology/MOH)

Female Circumcision - Present Situation

Discussion with Sudanese medical and midvifery personnel reveals that
female circumcision contimuesto be done throughout Northern Sudan and 1s
1ikely to continue for some time. The very severe complications of the
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Pharaonic type are not seen as frequently in Khartoum and the less mutilating
types of procedure are being done in mos: areas.

Measures have been taken to reduce the practice. At one point, the
Sunna type circumcision which is legal, was tauchit in midwifery schcols on
the premise that 1f a orocedure was done, it should be done with the least
amount of mutilaticn 2nd in an aseptic manner. Now the schools no longer
teach any technique and midwifery trainees are urged to discontinue the
practice.

In the College of Nursing in Khartoum, the Dean teaches a course 1in
Social Ethics in which she discusses female circumcision as mutilation and
students are made aware of the psychosocial aspects as well as the clinical,

Despite these efforts in the clinical fields, it is known that the
practice of circumcision persists - for socioculrural reasons because it
has a ritualistic importance and economic reasons because it is a source
of income for the midwife. Men continue to deriand it.of their prospective
wives, and women continue to have it done for the same reason. Influential
pecple in various places have defied tradition and there are clusters of
women who have nnt been circumcised, but they are relatively few.

Time and educatlon are the es:ence of the eventual solution of the
problem. Attitude surveys deing dcne now, some on university students,
may identify the aporoach that must be taken in the education of the public.
Knowing why segments of population still believe in the practice is
essential to developing the strategy to eliminate it.

It would be counterproductive to focus on this problem in isolation
when there are so many maternal problems to be addressed. Ultimately,
1t 1s a Sudanese problem, a problem which they are aware of and must be
solved by them. 1In every discussion with Sudanese, importance of greater
literacy is highlighted, especially educational opportunities for women
and the passage of time. There are no quick solutions that car be imposed.
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15. Suagested Topics for MCH-Related In-Country Training

1.

Nature of the Community

a. Collecting data for health assessment.
b. Evaluating data to determine health needs.
c. Planning Health Activities based on assessment.

Nutrition

Assessment of nutritional status.

Use of supplements.

c. Production, preservation and storage of
food crops.

d. ldentifying and treating malnutrition.

(= ol -

Communicable Disease in your Community

a. C(Case finding - diagnosis and treatment.
b. Preventive aspects.
c. Immunization.

Planning a Schcal Health Program

2. Who should be involved.
b. Activities planned.
€. Use of audio/visual aids, etc.

Techniques for Using Health Education to Improve

a community's Health Status

a. Preparation of poster materials.
b. Strategic locations for visual materials.
¢. Planning a community HE program.
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B. Rationale for AID support to the MCH component of the health
sector project.

Situation

According to the 1972/73 census, about half of the estimated 8 million
women are in the reprocuctive ages of 15 to 45. Thus they are at risk for
health problems related to pregnancy and delivery as well as the usual
diseases that affect the general population. Malnutrition and anemia,
hemorrhage, toxemia, puerperal sepsis, obstructed labor, hepatitis and other
infections are factors in the high mzternal mortaiity rate - 2 to 3 per 1000
Tive births as compared to 0.03 per 1000 in developed nations. High rates
of infertility in some populations are most 1ikely related to pelvic
infections and diseases. In addition, the practice of female circumecision
results in additional high risk complications in childbirth,

Fetal death is probadly higher than the reported 1.08% due to under-
reporting. These high rates may be due to virtually no prenatal care, low
levels of literacy, lack of safe water, poor housing and generally unhygienic
1iving conditions.

Infant mortality is estimated to be 140 infant deaths per 1000 live
births although this figure varies regionally. 1In the urban areas where
maternal care is more accessible, the rate 1s lower - between §0 and 80
per 1000.

According to a study at Khartoum Hospital, 17.9% of the newborns were
low birth weight with 65% of the infant mortality in this Tow-weight group.
The relationship between maternal health, materna) malnutrition and anemia
and the incidence of prematurity and low birth weight is not coincidental.

. Leading causes of death among newborns in Khartoum Hospital were reported
2s:

respiratory distress syndrome
gastroenteritis

congenital abnormalities
ceretral hemorrhage

Causes of death for which statistics may not be evailable include:

- birth trauma, especially when traditional birth attendants use
delivery methods that are inaporopriate, damaging or toxic;

- tetanus of the newbarn due to inadequate or no immunization,
lack of asepsis in cutting the umbilical cord and its after care;

- septicemia due to incisions, inadvertent or otherwise.
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The under-five child is especially at risk in the second and third years of
life due to malnutrition, communicable and infectious disecses, parasitiz diseases
ond accidents. Morbidity and mortality rates are thought to be quitz high.

Low hemoglobin levels among a substantic] portion of pregant women indicate
a significant level of iron=dific zncy anemia primerily due to o pour intake of iron,
folic acid ond vitamins, Adult malnut:ition is most likely relced to distribution and
utilization of food, cultural ond seasonal factors with eccnomic feators impinging on
all of the above. Child malnutrition frequently is a result of prolonged breast f~ading
with no food supplemenis, abr.pt weaning practices, maternal deprivation, fam:ly
size, repeated infectic - especially gastro=intestinal, sicial factors and lack of
knowledge.

Malnutrition affects about 50% of all Sudanese children between the ages
of 0~4 with the 1-3 years of age group haing most offected,

The Natienal Health Program formulated in 1975 emphasized areas of
priority which included activities related to MCH but actually there is no clear
ident’fication of MCH in the Program, .r seems reasonable as part of AID's health
sector support to torget this most \ulnerable population gicup - mothers and children =
for special consideration.

Delivery of maternal child health services is uncoc “dinated, highly
fragmented, maldis'ributed with emphasis on the curative rather than the |- eventive
and promotive aspects of health, There are severs] single purpose health plans in-
volving MCH controlled by other ministries, such as Education and Culture and
Information, whose primary focus is elsewhere., Coordination to eliminate duplication
of efforts and neglect of certain areas has not been achieved.

Coordination for M_i in MOH has been hampered by the absence of o
department with a director who has legal authority for developing policy ond management
responsibility for various facets of an MCH program,

The Minister of Health, recognizing this need, has planned the creation of an
~ MCH unit and assigned a Deputy Director. This Director is abroad in a study program
ond will take charge of the unit when he returns, Because MCH activities are spread
out through many single purpose programs in health, trying to achieve coordination
and bring these activities into a cohesive program will require time and changes,
especially in organization and management,
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C. Recommendations

As a result of the situation analysis, a rational approach to solving some
of the problems within the system has been formulated.

The previous se :tion hos provided the rationale for specific approaches to
certain areas of need as identified,

A summary cf the intended types of interventions follows:

1.

,0.

11,

Technical assistance for the organization and administration, and
coordination of Maternal Child Health services and for the curriculun
development and training evaluation in manpower cevelopment,

Fre=implementation survey to provide the information basic to the
planning process for improve ] service delivery,

Construction of health facilities in selected areas of need.

Construction of training facilities fro various categories of workers
involved in maternal child care, and for the tutor=trainers of these
personnel,

Participant-training for sister nurse tutors, and nurse midwives to
provide tutors and to improve the training programs.,

Participant training for midwifery personnel to improve their program
planning and coordination of activities.

Observaton tours for health workers imvolved in MCH/PHCP to
countries having similar programs to stimulate inter~st, enthusiasm
and innovation,

Seminar/workshops tor health workers to improve the delivery of
services within their programs.

Refresher courses for previously trained personnel to update their
knowledge and skills to expand their scope of activities to include
preventive health and promotional activities.

Commodity support for service and training facilities.

Vehicular support for training and service facilities,
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Recommendation for Nutrition Component of MCH

MCH nutriticn activities should utilize the knowledge and resources of the
Nutrition Division of MOH. Patterns of food consumption and ¢'istribution, food habits
and taboos as they impact upon the nutritional status of the mother and child should be
provided to tutor-trainers so that appropriate nutrition content can be incoroporated
into the curricula of all health workers in Primary Health Care. This nutrition content
should be specific to the area in which the worker is intended to function.

Primary health care eorkers should be encouraged to organize community
nutrition programs with the assistance of the Nutrition and Health education departments,
Agricultural extension workers can be consulted for imformation about home gardening
and appropriate methods for preparing, preserving or storing various foods.

Nutritional aspect of care should be defined and included on the record of
activities kept by primary health care and other categories of workers and should pro=-
vide for assessment of nutritional risk facotrs and appropriate di :tary treatment or inter-
vention and follow=~up.

Provision should be made for monitoring infant and child growth by use of
standard measurements. This can be done by simpie graduated "bracelets", string, or
other innovative methods. Underweight children should be referred for nutrition coun=
selling, Food supplements should not be given without proper instructuon for use, Home
situations should be monitored when an infant or child fails to thrive.

Posters donated by companies which promote only the sale and use of thejr products
should not be used as visual aids, If such posters are desired for aesthetic reasons, they
should be redesigned or appropriate content superimposed on misleading information.

These suggestions will ise incorporated into the new curriculum for the expanded
activities of the front line workers. They will be part of the refresher or reorientation
programs for health workers already in service.

In the South there is d Nutrition Department at Yei stoffed by a troined expanded
This department will be involved in teaching the pronciples of nutrition to personnel

responsible for training and supervision within the PHCP,

A pilot project involving the department, PHCP parsonnel and voluntary agencies
working in the area will be investigated,

(See nutrition component within this Annex page 12 for more detailed cnalysis).
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Recommendations for Family Planning Component of MCH

Family Planning should be completely integrated into the maternalchild hzalth
services - in governmental facilities, privete clinics and programs run by voluntary
agencies ~ ond be made available to all who need and seek them,

Sufficient numbers and types of trained personne! should be made available to
provide safe, effactive and humane services.

Written policies and procedure manuals should be made availabie fo all
providers of services,

Quality of care should be assured and monitoring and evaluation components
of the program should include both process and outcome criteria,

A coordinating mechanism should be developed 10 study the various FP projects
being funded by foreign donors, Priorities should be set so that a proper mix of various
types of projects are proposed with emphasis =+ those projects that impact on the rural
and urban poor, Research in the field of MCH/FP should focus on studies that have a
potential for improving the present activities or augmenting them. Projects paying
honoraria to implementors anf consultants should be carefully designed so that programs
will not collapse as soon as the honoraria are withdrawn with completion of the project,

‘ Determination should be made as to whether the existing pool of MCH/FP trained
personnel - doctors, midwives and nurses - have been given the opportunity and resources
to use their FP knowledge.

Priority for future training should be given to those personnel who are willing to
work in MCH/FP in the provinces, with the urban poor or in rural areas, At the present
time, the majority of trained personnel are based in the Khartoum, Gezira areas and
the University,

The project for community-based delivery of Family Health ond Family Planning
services proposed by the Department of Community Health, Faculty of Medicine, University
of Khartoum in cooperation with the Center for Population funds. Cost analysis of service
ond resecrch segments should be done at th2 conclusion of the project with special emphasis
on the recurrent sosts involved if the program can be replicated elsewhere,

The Soba MCH/FP and Nutrition project presently being funded through FP|A
(an AID grantee) should continue and expand. [t has demonstrated that providing pri mary
MCH services at the village level over o period of time has de.:reased the number of
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children requiring hospitalization. When first initiated, Dr. lbrahim stated that about th
three children were taken to the hospital by them after each clinic. Such situations
have ceased ond the villagers themselves feel they are “heajthier". The nutrition
education being given may be the basic factor,

Greater independence of function should be given to midwifery personnel
trained for femily planning. The presenit arrangement whereby all services have to be
delivered by, or ot least under a doctor's supervision, automatically excludes a large
portion of the popuiation who have little or no access to a gynecologist/abstertrician.
In those areas where trained health visitors and sister midwives are available, it should
be possible to screen patients, follow a regime set up by the gynecologists including
monitoring and recording/reporting and thus extend MCH/FP services to a larger
portion of the population.

These recommendations will be considered by the MCH technical advisors in
their pianning for the improvement of MCH services in Sudan.
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MCH TASKS TO BE PERFORLED BY DIFFERENT CATEGORIES
OF HEALTH PERSONNEL OUTSIDE HOSPITALS Page 1
(SUDAY, OCTOBER 1975) , foge

urfra

Category of personncl

Function Task -
LA H.V IV, W) C.H. Y.

- we

Ve s

———— —— —a

1. ANTENATAL CARE
(2) Pregnancy diagnosis

- Case finding + + + +
- Physical examination! + + + -
- abdomen, breasts !
- Pregnancy tests + + - -
(b) Screenizg for, or
identification of,
high risk cases ‘ |
. - History tzkdng + + + +
- Physical Examinations «+ + + -

height, weight

- abdomen, eye
inspection

chest, heart
blood pressure

- pelvimetry, nanual

- — i —

- Laboratory testing + + + -
- haemoglobin (§1bumix)
-~ urinalysis }
- blood grouping '
(c) Health educa+ion + + + 14
during pregnancy ]
~ Child care
- Hygiene

- Nutrition !

IL 4, liedical Assistant

ov, Health Visitor, c. Health Visitor
VLY. = Village liidwife

C.H.U. = Commmnity Heclth Worker and Rural Nurse
V.V, = Villege Volunteers and T.B, 4. '

1) Trizls recommended using che2p paper strips
for pregnancy diagnosis in HC.

————

. e e e wotamn st oame D" SV U8

SRS . f 00 6t e 2s n emee o —————— > = e o
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Function

-4

(&) Primory intervention
during pregnancy,
wher irmediate
referrel is impossib-
le. Includes pelliate
ive treatment until
referral.,

(¢) Sceondary monitoring
ol compliocated preg-
rancy after first
intervention

2. DELIVERY CARE

(=) Lionitoring of rormal
labour, including
nurzing care

1= lanagement of acute

)

- Hutrition interventior
(including iron
supplementation) j

- Management of sardiac |
failure i

- Monogement of moderctd
bleceding in early
pregnancy

- Nanagement of cmerg-
ency incoiplete
gbortion

- Trectrment of modera<e
toxacmia

= Oxtermal version of

" brecch

~ Mariagement of abdo-
minzl pain, acute

A e e

respiratory trccet
infection

- llanagement of prem-
cture reputure ol
Denbranes

- Pollow-up of trect-
Ient

~ Screening for detco-
tion of reaurrence

- First stage
- Second/third stage

- ——

— — - ——

+

S e e e v e v o

el o semin e e coce o o o ae.

S TITIR NP VNSV UI

e wae .,
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Poge 3
, e ’ :
f Cctegory of personncl !
Munction | Task } :
! LA BV, VILWICH. 4 V.V, |
i i ! :
} ! J .
(b) Managerent of hi gh~ | = Cord prolcpse + + + } - ‘ - .
risk cascs in lzbour - Scptic labour + + -+ | - ;
or of oomplicated |~ Prolonged labour ' - i f ‘.
labour, emergency | duc to l); ] '
v treatmert and refe- -~ Zimormnl presentet- + | ¥ +7 - ,! -
rral vaen possidvle ion or contracted ] " i ]
pelvis : ‘ 1) ! i
- utcerine inertia | + 1+ +h - -
- Hacmorrnoge during § + | 4+ LI T S
labour ; i | ;
- Eclzrpeie - + + - -
- Shock . + 1 o+ ! +2" + | -
- Retention of placel;.xj.(:.J + ! + + )5 - I -
-~ Posinartur hacmorrhe + + + 1 - [ - :
| ~ Butare of lacrrations| - + R R T
(¢) Lenagerent of now- ! ; -’ :
born 2t delivery an [ . i | i
first doy of life [+ + + - -
- Nerznl core and oxape- ! ;
i irations (tic cord, { E :
i rinsc outh and eycs,! ; ! ; i
i | excmine for m:lfonm’-[ ’ !
i i tions, cte.) ! b !
- ASpmeda,rcsuscita.tiox" ’ - f
3. POSTNATAL CaRE | ! j
(2) Routine cheel of ; 4 ‘
Tother and child ; ;
first vcek post- f i
portum - + + - - !
- History tcking ! } J
( - Asscssment of nutrie | ; X
i tional status (mother i :
crd child),weighing ] :
’ of child ) ;
| - Phycical cxomination ’ i ; '
‘ breasts, abdomen, ‘ ] H
neyborn, cte.) : X
- Loboratory cxamino- ! :
tions (Hb,urinnlysis)., ! ;
(b) Immrization of ! :
newborn (BCG) ( ; :
- Czsc recruitment + + +i ]+
-~ Voccination + + + + - '
I

1) Dizgnosis ond ecrly referral whenever possibdle.
2} Tr Fir1A twrials +o studv feasibility and safety of training VI for
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o ‘ Cotegory of persormrcl ;

Function Taslk N - - : —

 Ped | HVOVILH CHL VLY,

iy | b

(¢) Beelth education + + + ’
2bout: i i

! -~ Nutrition, lrcost~ ! '

’ feeding ! i !

- Child core i ] ! J

= Growth and develop— { ) :

ment J : H

! - Hygiere ]

{ -~ Family planning | ] |

! (d) Primary intervention _, | X ‘

; in c2sc of complioca- ! I ' ' }

| tion of mother, incl- | i |

) uding emergency trec- i i ‘

! trent and referral ! ‘

‘ -~ Nutrition interven- + + + + ;

C‘\f tion (including iron : :

N 3" therapy) | i ;

« llanagement o fever + + - + ,

and abdominal pain } H

- lianagement of fever + )+ + - i {

and breast pain ! ‘? : ' i

| - Maragerent of brca.st) + ] + - ( + ; :’

i abscesses | :

- Nanagement of puer- + 1 + + ! - |

peral hacmorrhage ! i , ’

J ~ Nanagement of pucre + + + ! + f ;

: peral cclampsia i ; {

| (e) Secondary monitoring : '

of complicated ) ;

deliveries or ! !

puerperal complica- / i

| tions + + + + ‘

i - Follow-up and super- ] i }

D . Vision of trcatment . i

K - Screening for , !

Tecurrence o cone , i 3

| dition i ;

} 4o FALILY PLINVING ! ;

,’ (2) Promotional activity j 3

- - Lotivetion of comm~ | + + o !

unity leaders, etc, ' ' . ,’

- Individual ocase- + + ! o+ ’ + i

finding [ ' !

{ - Informrtion of + ! + + 0+ ;

= R
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g
]
."
{
j
!
;
.f
i
!

l 7 Category of persommel
! Function Task - e g
!J ‘! LA | WV, |V,M.de, H, "'.J TV,
; :
! (b) Identification of ' j '
i "risk formlics® /
] - Case-finding and + + + | 4 +
! rccording J ;
] (¢) Primary provision o< ! {
] contraceptive method [ j
] (2t first oontact for )
i FP services) ) | f
! - Oral pills [ + - e
j - Injectables [ *2)j - g - -
i - 1D BT SR SRS S
! ~ Vaseotomy - - 1 - 1 2 !" -
, " penestomy D i B B
! - Diaphrogn |- + -] - -
-~ Other inert methods + + + 5+ -
(ocondom, safe pcriod,{ ,’
ete,) { I
(d) Contimed provision |
of methods i 1) ) 1)1
- Oral pills S A + J + 1+
- Injectables o+ + -0 -
- Other irert methods |  « + + by +
(e) ILiznagemert of I i J |
complications |
- lManagement of minor , + + + + +
sido-cffects |
- liaragement of blrcdivT; + . J - -] -
= Remowal of IUD - - + ’ - - -
i (f) lanagement of ! i
{ infertility ( !
! - Ctse=finding I+ + ‘ + - +
{ - Clinical cxann'.nation;
h = Treatmon - - - - -
‘7 5. CHILD CARE ! ! !
(2) Sorcening for risk ! {
) c2ses and disease ;
i - History tokding, bothy + + + + +
i child and fomly |
; (socioecononn'.c,hc:ltg: , :
i and reproductive- | i /
; e
- Physiocal oxemination; 4+ + | 4 +i  +
’ = mtritional sta‘tusL { i
height & weight . ! :
I - birth weight (vy i , ,

1
2

§

if <hey are
feesibili4y

wrvati- - or
weigh - ’
drovided with cheek-lizt for contrairdicotions
ctudy of IUD trairing cuggested in sonp zreas
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Manction

Cxtegory ol persorrel

Task

Mo A HV, | VUL HC. T 5

3

oy

(2) Screering for risk
ccges and disease

(continued)

©

(b) Horitoripng of infants
end children

{c) Imzmrization

(d) Primar— intervention
in casc ol mldevelop,
oent or disecasc

sidnfold thicknessigi
head circumfereno:™’!
abdomen !
chest, heart(}s only)
eyes, sldin ]

= hzemoglobin

- 2lbumin in urine

- faeces (parasites,
WOrTs)

~ blood srecar for
melarizs

Hezlth cducation to
mothers (prouotion of
brecst-recding,
hygienc, canitation)
Futrition cducztion
and supplerentation
Assesstent of growth
and development
(growth charts)
Assessment of
development milestoned
Diagriosis of rml-
rutrition

e T e e e e e ———— ———— ————

Cheok or, recruit new
cascs ’
Vacadnations

|

Diarrhoonl disecase
Urinary tract infeo-
tion

Fever combined wih:
respirctory tract
infection
abdorinal pain
sidn reshes
convulsions )

1) should be done only in

specicl surveys

Laboratory examinatiors .

+ 4+ 4+
+ o+
++ 41

-+

-+

+

+
i
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e Sty tug

Category of persorre}

3
"

(water supply, refusd
disposal and latrine
comxuni ty progrorm)

Advice on construc-~ ]
tion and/or mainten-
ance of facilities ’
Health education on
the use and mainten—
ance of facilitics
Inspection of constr
uctions and theip.
maintenarnce

|
|
|
|
i
|
{
|
|
|
|
}
|
I
|
l
l
l

|
]
|
|
|
|
|

Punction Task
bedo| KV VILW{C.H A V.V, |
(d) Primary intervention i f !
(contd) l ! ! }
! - Maleria + )+ - ] + f + !
~ Nutritional deficicnqy + + { + ] + ; +
~ Poisoning + I M e
= Accddents with frac- ’ f | "
turc, bleeding or loss + + ] - b+ -
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ANNEX D

SOCIAL and . ECONOMIC
INFORMATION

Social Soundness Background

1. Identification of Bencficiaries

a. Rural Population

_ The Primary Health Care Program is designed to improve the health
conditions of the vast majority of the Sudanese people in the ten targetted provinces who
live outside the principal urban areas. This rural population suffers from a wide range
of diseases including malaria, waterborne infections, malautrition, gastro-intestinal
diseases, and respiratory infections. There are several factors which contribute fo the
high rates of disease ond unnecessary death in Sudan , but foremost among these are:

inadequate medical care,

= poor environmental sanitation,

~ inadequate supplies of drugs and equipment,

= poor food preparation and storage habits,

- general absence of preventive care,

= contaminated water, and

= insufficient childhood and maternal health services.

b. Women and Children

The PHC Program will specifically benefit women and children.
Through the recruitment and training of additional CHWs, NCHWs and midwives, the
rural health cadres will be expanded so that more people can be reached. Emphasis
will be on MCH, nutrition and child spacing tervices which will be especially beneficial
for women. In addition, these programs will provide women with:

= new and expanded curative services,

= preventive care,

= pre and post natal services,

new homemakers skills in the care of children and
the preparation of food, and

information about personal hygiene.

* This analysis was prepared by Margot Badran, under contract to USAID/Sudan
and Jerry Weaver, USAID/Sudan.
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Birth will become less risky as more midwives receive iraining
in sanitation, hygiene and diagnosis. Information wil! be provided so that referrals
to hospitals can be made earlier for women with potentially dangerous delivery problems.
Better ecuipment fo assist home deliveries will also be furnished to midwives.

C. Nomads

The nomads who move across vast expanses of northern and
western Sudan following the availability of water and grazing land for their animals
present an especially challenging problem to the health care system. Their move=
ment mckes the delivery of health care difficult. Their lifestyle offers little opportunity
for members of the community to obtain enough formal education to qualify os mumbers
of the health cadre.,

Under the PHCP, these two challenges will be met. Supplies
will be delivered to dispensaries through the strengthened logistical support system,
Moreover, under the commodities support feature of the project increased volumes
of supplies will reach the outlying areas. As these supplies arrive at health
facilities near the nomads, they will be sent via supervisory personnel out to the
nomad community health workers. Resupply and visits to the camps will be made
easier through bicycles, motorcycles and other means of tronsporatation provided
under the project.

The issue of increasing the numbers of health workers within
nomadic communities will be met by recruiting more young men and women into
training programs. This will be done by changing the formal educational require=
ments to emphasixe ability, commitment and sociocultural skills.

The building of odditional dispensaries in nomcd areas as
well as increasing the number of training facilities will have both a short and
long term positive impact on many presently underserved communities.
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d. The South

Nhile the program is national in scope, it {s worth
underscoring the South and its special needs. ODuring the 17 year civil
disturbance, many health facilities were destroyed. Large segments of
the population were uprooted and many health workers fled from the fight-
ing. In addition, the South has recently witnessed the immigration of
peoples across nefghboring international boundaries. Ail of this is
further compounded by the lack of transportation and communications in
the region, by traditional tribal and ethnic divisions, and by almost
total absence of an educational tnfrastructurs. Moreover, the health
status of the Southern Region 1s worse than that ®f the overall country,
Thus, the expansion of facilities, training and the logistical System,
together with efforts to improve administration of the program have
special significance for the South which contains most of the "poorest
of the poor."

e. The Health Cadre

While the buli of the assistance under this project
goes to {mproving the delivery of preventive, curative and promotive
services, attention s also given to strengthening the delivery system
1tself. wWithout tie expansion and improvement of the health adminis-
trative system, the delivery system will not have the efficiency required
to carry on after the end of the present effort. Consequently, 1in
addition to recruiting and training many more heaith care workers,
special attention will be given to tmproving the management, supervisory
and analytical sktlle of upper and mfddle strata administrators. These
men and women will receive in-service training, orientation in new
management technologies and procedures, and support from a limited num-
ber of consultants. Thus, the health cadre 1tself, and through it the
peaple of Sudan, will be a beneficiary of the PHC Program.

2. Prevailing Soc1o-Ec6nom1c Conditions

a. Geoaraphic

The Democratic Republic of the Sudan 1s the largest
country 1n Africa with an area of approximately 2.6 million square
kilometers, greater than al} of Western Europe. The country is generally
flat, consisting of broad clay platns, savannah, and desert, with some
hi1ls to the extreme south-east, north-east and west. The River Nile
flows through the country from south to north. Most of the Sudan 1s
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dominated by a tropical continental climate which merqes into an equatorial
type in the south and into a desert type in the north,

°b. Ethnic/Cultural

The ‘Sudan 1s marked by high cultural diversity seen by
the fact that well over a hundred different languages are spoken within
1ts borders. The population in the North can be dividad into four groups:

1) the Nubian tribes north of the Nile;

2) the Hadendawa, Bisharin, and Beni Amir tribes
of the Red Sea htlls;

3) Arabized tribes of the central belt such as the
cimel-herding Kababtsh and Kawahla, and the cattle-herding Baggara and
Ja'aliyin; and

4) remnants of earlier peoples such as the Nuba,
the T and the Ingessana.

Although these all have their own languages, the common
language of the North is Arabic. There are three main population groups
in the South:

1) the Nilotes comprising the Dinka, Nuer, Sh11luk,
Anuak, Burun, Bor Balenda, Jur Shulluk, Acholi, Luango, Luo and Alur,
most of whom live along the Nile bastin;

2) the Nilo-Hamites including such peoples as the
Latuko, Lokoya, Bart, Toposa, Boya Didinga, and Turkana who are mainly
cattle herders; and

3) the Sudanic tribes falling into four classes -
the Azande, the Ndogn-Sare, the Moru-Madi, and the Bongo-Baka of the
southwestern region. The population of *the south is Negroid or Negro.
Although a dialect form of Arabic is widely spoken, English 1s a common
language of the relatively better-off and betisr education, while many
people speak only their tribal dtalect. '

c. Demcgraghfc

_ 0f the Sudan's 17.3 mi111on peorle, 32 percent are ryral
with 71 percent sedentary and 18 percent nomadic. The Central Region,
including the capital, Khartoum, 1s the most populated and contains about
one third of the total population. The Western Region is nearly as well
populated while the third most populated regton 1s the Southern Region.
The North contatns most of the nomadic population which is found mainly
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in the Eastern and Western Regions. The South 1s overwhelmingly rural -
90 percent restding tn rural areas. The national population is young
with 44.5 percent under 15 years while 44.9 percent are betweey 15 and
44 years old. The gverall growth rate {s estimated at 2.5 percent,

d.  Socio-cultural

North < Islam predominates in the Arabized north,
The conservative male/female relations associated with most Islamo-
Arabic societies are more prcnounced 1n the east where the movement of
women is more restricted. Eastern women do not typically participate
In the socio-economic 11fe of the community and largely live in a
world of their own. These traditions are closer to traditions 1n the
Arabfan peninsula where, in fact, some of the tribes in the east have
their origins. For Tnstance, the Rashiada tribe preserve the custom
of veiling. By contrast, women 1n the wast have a mirxed degree of
socio-economic participatior in both sedentary ang, nomadic communities,
Women in the villages of the west are active in crafrts production,
selling food and crafts in the market, engage in building construction,
agriculture, etc. Nomadism is particularly marked in the east and west
ranging from 18.4 percent to 35.7 percent of total provincial population,
while elsewhere it ranges from nothing to 13.4 percent. IMiteracy 1s
higher among the nomads - estimated to be 90 percent against 66 percent
of the sedentaries.

The South contains wide cul tural diversity more infly-
enced by African than IsTamic cul ture, Christianity and a variety of
animistic religfons are found. Male/female relations are less. strict in
general than in the north, and women are active in village and tribe
socio-economic 11fe and often make an important economic contributign
to family welfare, Many make needed money through brewing, trading and
food preparation. The extended famtly is prevatling in the South and
political, economic and social Toyalties and behavior are greatly infly-
enced by primary associations and kin Toyalties.

e, Health

Health statistics generally for the Sudan are tnadequate.
There is an 1nadzquate picture of the prevalence of malaria, malnutrition,
intestinal infeciion, {infant mortality, maternal mortality and other
indicators of personal ard community well-being. From the few ethno-
graphy and epidemiologfcal studies of specific communtties wa have, plus

census data avatlable, a pictyre emerges of endemfc and chronic disaase
and disability, inadequate medical care for the vast majority of the
rural population, as well 3s inadeguate envirommental sanitation and pre.
ventative public health measures., The figures reported in Table 1 should
be taken as merely indicative of the nation's health status; areas in the
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South and West have fewer resources and graver health risks and may be
several times worse off than the national norm.

TABLE 1
Crude birth rate (per 1000) 49.0
Crude death rate (per 1000) 24.0
Infant mortaltty rate (per 1000 1ive births) 140.0
Life expectancy at birth (yrs) : 48,0
Gross raproduction rate (%)
0 - 14 years 45.3
15.« 64 years 52.1
= 65 years 2.6
Populaﬁon growth rate %
Total 2.9
Urban 5.0
Urban population (% of total) 12.0
Nomadic population (% of total) 10.9
Percent of labor force in agriculture 80.0
Percent of women in total labor force
(excludes traditional agriculture) 10.0
Adult Titeracy rate 19.0
Population density per sq.km of total land 6.0
Population density per sq.km of agricultural area 47.0

Source: World Bank, World Tables, 1976, pp. 506-527
Ministry of HeaTth, National Health Programmin
(Khartoum Uniy. Press, 1975)

Traditional health risks are being compounded by new,
often man-made, pathologies. In the central areas (Gezira Province, for

example) plantation agriculture has exacerbated traditional health problems,

The buiiding of canals has caused the rise of (man-made) malaria anc
bilharzia (schistosomiasis). The Tatter coyld be effectively combated 1f
the local custom of using the canals as sources of drinking water and
repositories for homan and animal wastes could be corrected; yet little
change in this practice is foreseen in the near term. Similarly, commer-
cial agriculture has introduced 3 new health risk: pesticide poisoning.
This grave threat to-the workers and their families is under study, but
1t is difficult to see how current farming practices can be changed far
enough to remove the present risks.

Preventative public health measures are inadequate in
the rural regions. This is trye across the board from food storage and
preparatfon to waste elimination. In many places mild or controllable
health problems are exacerbated by custom. For example, among many rural
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peapie only two meals are taken a day: breakfast at about 10.00 a.m.

and a matn meal about 5.00 or 6.00 p.m. Babies and children suffering
from diarrhea (and almost all do at some titme tf not constantly) become
dehydrated. This could be treated successfully by giving them four or
five 1ight feedings per day; yet the prevailing eattng pattern remains
unchanged and thousands of tnfants and small children may die needlessly
each year.

There are a wide range of s¢:1al and cu't r:' factors
which impinge directly on the utilizatizn of -odern healtn care facilities.
One is the tradftiom of keeping women apart from ms’< society., In the
Islamic north, this takes the form of mores which iiumit strizi'y what men
may enter dwelling places, talk wi*“, or even "rutlce" the presence of
someone else's wife or daughter. Moreover, there are copious and widely
respected i:iloos against physical contact bit:ien men and women who are
not married to each other. Hence, he:1“h needs of women are greatly
restricted to other women. Child birthk and chij ! rearing are cases in
point. Cunsequently, any health tnitfative such as MCH must encounter
some or great dtfficulty depending on the care with which it intrudes
into prevailtng customs.

The dtscussion of family planntng and provision of
contraceptives ts a particul«=ly sensitive and even paotentially explosive
issue, not just on the family level because of severe taboos on the
discussion of sexual matters, but also on the political level because
many Sudanese have the "open spaces” view that the Sudan will only be ahle
to protect itself and grow commercially if 1t populates its vast territory.
(Critics of family planning, however, are less definite about how to feed,
educate and ewploy the vast population they desire.)

f. Female Circumcisfon: A Special Health Risk

Much has been made recently, and rightly so, of the
"discovery” that mi«; Sudanese communities practice female circumcision.
It i5 certainly the case that this practice r:1ses real and severe
health i1sks to participants. These fnclud: .mmediate infections, secsnd-
ary ‘r'ections, and complications duiiny “irth. Yet while the MCH pro-
gram must face these problems and attempt to work to overcome the practice
of circumcision, there are very considerable factors which wil] operate
to counteract these efforts.

By virtue of 1ts anctent and widespread (nearly total
in the North) nature, circumciston acquires a sacronsanct status and the
force of law. However, ft ts posytble to understznd some of the compon-
ents of this phenomena.
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1) Ritual cleanliness: a woman i{s considered clean
when parts of her genttalia are removed and by contrast unclean when that
is not done.

L4

2] Virtuousness: a circumcised woman is considered to
be virtuous; she fs ritualiy clean and physicaily and psychologically
inhibited from engaging in sexual activity.

3) Honor: the reputation or honor of the man,
family, tribe, etc., rests upon the honor of its women and the honor of
women depends an thetr chastity.

4) Marriage: in both rural and urban areas of the
North, most men still fnsist upon marrying a circumcised woman.

5) Importance of marriage for women: the social and
economic status and well-being of women are |inked to marriage and, con-
sequently, it 1s tn their {interests (still real and perceived) to marry
and remain marriageable. Elder kinswomen (mothers, grandmothers, aunts)
promote circumctsion very much for that reason.

6) Symbols: there are certain symbols - in the Middle
East and parts of Africa, for example, the veil or circumcision - which in
recent colonial history have become nationalist symdols and the focus of
a cultural backlash against the {interfering) vuitsider. In North Africa
during the national liberation struggles, the veil was retained by women
and men, not necessarily because it was good in itself, but because it
was an indigenous practice and symbolized the indigenous culture, To
some (especially reactionary men) female circumcision may be such a
"symbol”,

7)  Politics: civ.umcision in the Sudan 1s a "national"
practice and has %<:n an® .:n be a polftical {ssue. In the pa.t, when
well-mean!~, outsiJers with humanitartan intentions attempted to challenge
1%, sam2 meabers oF Lot sexes resisted external interforanze or inter-
yeation Sa an 02 scat has implicat.uiis stretching far beyond the
domain of health and physical well-being.

g. Elimination of Circumcision is a Sudanese Matter

. Outside assistance {(in the fo=m of information, campaign-
ing etc.) {s best rendered as a result of Sudanese request and acceptance.
Qutsider intervention in the absence of this will have the opposite effect
of that which 1s intended. Ctrcumcision ts a health and humanttarian --
1ssue (one that is of especial concern for feminfsts and soctal reformers)
but it fs dezply tmbedded in culture and politics,

Sudanese strategy for eradtcation of the practice of
circumcision takes the form of health education and general education. For
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exa=le, clinical circumcision has been dropped from the curriculum of
midwifery training; in the Higher Nursing College, the Director conducts
4 course on ethics which stresses the deleterious effects and nature of
it. o

Research has Leen and is being conducted by individuals
and teams through the Faculty of Medicine, Khartoum University, MOH,
Ahfad College for Girls, etc. Stress is placed unon 2l4mizg? and social
aspects,

Conferences are being held to raise Tssues and educate
the public. 1In 1979, two were held: séminar on Tra-itional Practices
Affectin, the Health of Women (VI FemaTe Circumcision) (10-1% teb.) and
Symposium on the Changing Status of Sudanese Women (23 Feb-1 Mar 1979).

Laws have been enacted prohibiting the pharaonic form
of circumcision. A resolution taken at the Semipar on the Changing Status
of Sudanese Women called for encing all forms of cifcumcisien, including
the Sunna form.

h, women in Develg,ment

Women in most of the rural areas of the Sudan (except
tn some parts of the Red Sea and Kassala Provinces) work harg their entire
Tives within *he family/domestic sphere and play an active and crucial
role in the socioeconomic Tife of the community. Women in both the North
and South have rights to own and retain their property deriving from
Islam, tribal or customary rights. wWhen a woman Joses her husband op
must increase her earning pswer, it {s not uncommon for her to seek
employment in “he provincial or national capital. Women are highly
resourceful, sdaptable and mobile and responsible to oppertunity o sus-
tain their families or to improve their 1ot when the opportunity arises.
In the modernizing process when new employment opens up in the community,
women are oftern left behind or left out, not for lack of interest or
capabilily, but often because males are encouraged into these new pcsi-
tions. The CHW is a case in point: only 5 out of 384 CHWs 1in the North are
women, none in the South aye.

There appears to be a strong assocfation between g3
rural family's standard of 1iving and the invoivement of its women in
non-traditfonal economic and social roles. The subsistence farmer and
nomad shares axtensive economic - especially lator - tasks with women ;
aside from preparing food and tending children, women work the fields
near the home and engage in other food and income-earning practices. For
Instance, among the Dinka of the South, adolescent girls go along with hoys
and a few 01d men when the cattle are taken into their dry season range,
Aside from preparing food and shelter, these young women learn a great
deal about the Dinka's central economic activity - cattle raising.
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Among the hetter-off Northern rural families and the
middle class of villages and towns, much less freedom is permitted girls
and women. While some may attend schuol, and even gain a secondary
school digloma, very few enter the modern economy; they are married soon
after graduation and are placed under the supervision of their mother-in-
Taw or even grandmother. A professor of political science at the
University of Khartoum who has made an extensive study ¢f lccal partici-
pation in rural Sudan explained that it would be difficult to encourage
"respectable” young Norihern womer (by whnich he meant the caugnters of
the middle class and local notables) to take part in lccal government
and politics or in community public services (such as health care) because
the GOS's recent push to secure female irvglvement has led to the opinfon
that only marginal women énter these activities. Yet the professor agreed
that nomadic women and members of the great underclass of rural Sudanese
society wouid have 11ttle difficulty 1n working with their male peers
since the two genders (unlike their better-off kinfolk) traditionally
work together extensively, _

Consequencly, while it is easier to get female repre-
sentatives of the rural pocr majorities into front line occupations, it
will be difficult to find c'ndidates who possess the educational criterfa
presently demanded. Objections to recruiting women as CHW, MA and other
service providers on the grounds that this will offend local custom is
perhaps truer of certain social classes and regions where Islam is especial-
ly strong than for the Scutit and for the majority of the nation.

3. Popular Participation

In one sense, he-:h care, like other social services,
is a participatory activity: clients seek out the provider s=d they parti-
cipate together in the cycle of care. This fs true equally for curative
or preventative care. And since achieving and promoting good health {is
a goal for most Sudanese just as it 1s for most people around the world,
1t would appear that participation is far more a matter of making services
available than of encouraging individuals to become involved.

In fact, however, securing popular participation is a
problem for the PHC program. For example, it is a considerable problem
to gain the involvement of rural peoples in envirommental sanitation.
Prevailing custom is to use whatever bush or tree is available; 1ittle
or no thought 1s given to animal excreta contaminating water; flics, rats
and other pests are accepted as a nyrmal part of the food storing and
preparing environment; it many places the feeding of chiidren takes place
only twice a day so that infants and children suffering from dehydration
do not receive nourishment and water frequently enough tu survive, In
short, there is a vast and complex web of cultural, social and envirgn-
mental constraints which must be overcome in order to secure the partict-
pation of the rural population in preventative health care activities.
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Another facet of participation is the recruitment of
training of community health worksrs, midwives, sanitarians and other
Tocal cadres. Formal educationai requirements effectively eliminate a
vast portion of potential candidates. This is especially true among the
nomads and 1n the Southern communities where attendance at school is
virtually impossible for the majority of the ryral children. Thus, the
staffing of local facilities with local people will be difficult unless
the selecticn and training procedures are corrected to encourage broader
participation.

The nomination of candidates for midwifery and CHW
training is done in most cases by the local village or tribal council.
While it 1s undoubtedly preferable to vest this responsibility at the
Tocal level, tradition and politics may well work to discriminate
systematically against certain classes of people. For instance, there
are practically no women among tne CHWs. In part, this reflects the
operition of the formal educational criterion; fgw young women - especially
from ~u:31 arsas - have an opportunity to attend school. But even where
this educational lock has been forced and the door to health training fis
open, custom and prejudice could (and does) work against the entry of
women. The increased division of labor which restricts female roles
plus the prescrvation of Islamic traditions seen in Sudanese towns and
citias may reinforce these attitudes more firmly among the urban-born
ang cducated medical professicnals who command the health system then
1s '.2 case among rural men and women. In ary event, securing the
participation of women in the health care cadre will be a difficult and
complex task.

Utilization ot health services by women would be
greatly increased if more women become providers., There are severe taboos
in most rural communities about cross-gender body contact and about men
entering the quarters of women in the absence of husbands or other
senfor males. Moreover, MCH has not been given priority attention by
the MOH, perhaps because of the role traditionally played by midwives.
Presently, there is a reluctance on the part of provincial health o?ficers
and other health officfals to give supplies and basic training to tradi-
tional midwives. These officials prefer irstead to stress their policy
of recruiting and training women who after a year or so will return to
their villages as "scientific* midwives. While this upgrading of the
midwifery service 1s undoubtedly called for, there remains the problem
of making suitable adjustments to meet current needs.

With the expansion of recruitment and training of
health workers which will come from the PHCP, the building of primary
health units and other facilities must be taken into consideration., The
tr> ““tion of self-help which is found throughout the Sudan offers both
a low-cost solution to construction and a vehicle for widespread popular
participation. From first-hand observations in the West and the South,
and from accounts by other observers, there seems 1ittle question but
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that this tradition of local participation can be counted on. What will be required,
of course, is the coordination of building with the selection and training of CHWs,
Similarly, the selection of sites for dispensaries and other construction must be made
in consultation with local authorities.

Local participation can be fostered also through the operations
of the Sudanese Socialist Union (SSU), the political arm of the present regime, The
SSU is represented on all executive councils from the village or rural council through
the district, provincial and national levels. The task of the SSU representatives is to
keep th2ir constituents informd of national and regional policies and to communicate
the demands and interests of the local constituents to decision makers. This latter
may take the form of requests to spend local funds for the construction of wells,
primary health units, and so forth, In light of the preceding discussion of the role
of women, it is noteworthy that the SSU has o women's section that is said to be
active down to the district and in some places villoge level. It is national policy
that nat least 25% of the members of all councils must be women; and the SSU seems
to be @ mechanism of promoting and securing participation,

4, Summary and Conclusions

The provision of an increased volume of drugs and medical
supplies will be appreciated and no problem stands in the way of community
acceptance. The reverse may be the situation: local people may demand greater
quantities and more sophisticated products than are available ot PHCU. Injections
and taking pills are very much a part of rural Sudanese health care behavior.

Securing nominees for newly created slofs in training (or in=-
service) programs should pose a problem only if an educational criterion |s followed
rigidly. The daughters of traditional birth attendants as well as younger TBAs them=
selves, can be recruited for the midwifery program. However, gaining anything
approaching equity in the representation of women in the CHW, MA and so programs
will be difficult even with relaxed educational standards. Local politics and the
prejudices of the males who dominate the system will be strong counteracting forces.

MCH, and especially Family Planning, are going to be difficult to implement to the
extent that new practices and new attitudes must be fostered in the rural population,
The participation and support of males will be necessary for the success of these
activities, yet it will be difficult for the midwives and women visitors to obtain, A
concerted and integrated educational program will be needed that draws reinforce=
ment from the largely male CHW and MA cadres. Changing baby feeding and
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weaning patterns, the practice of female circumcision, and securing access by
health workers to women will be difficult. The employment of locally recruited
female health workers will ease but not overcome the barriers to a successful
MCH program.

Health education for the entire population is an absolute
prerequisite for improving the rural population's health status. Utilization of
facilities and building PHCUs through self-help should be relatively simple; but
changing sanitary (actually, unsanitary) habits, developing regard for safe water,
and fostering new nutritional patterns will be difficult. This is all the more the
case because we lack basic information about prevaiiing habits and attitudes.

Be this as it may, the law of selective adaptation works well
in the Sudan: traditional cultures incorporate quickly new processes cr technologies
that are seen to be available and superior to prevailing ones. The displacement of
the traditional clay pot by the ubiquitous plastic jug is a case in point. If the
trained midwife with her 2z and water and hygenic practices and advice can be
made available to many women at a cost which they can afford, then it will not be
long before the traditiona! birth attendant will either have fo meet the :tundards
of the midwife or lose her i:le in the community. The same challenge of accommo-
dation and innovation faces other components of the PHCP. The burden is squarely
on those vho will design and deliver the training of the front line health workers
to tease out the points of uccommodation and entry in the indigenous society and
to prepare their students to exploit and expand th2m. To this end, close
cooperation between members of the PHCP training staff and the anthro=
pologists and other social scientists at the three major Sudanese universities is
imperative,
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1. Overview of the GOS Financial System

The GOS is decentralized and divided into two financial
systems, one incorporating the 12 provinces of the North, and the other
the 6 provinces of the South. Each region has its own system of Mini-
stries and source of tax and non-tax reveruas., Allocations for recur-
rent and development expenditures are made by the central government
and channeled through che Northern (called Central) and Southern (call-
ed Regional) Ministries of Finance and Planning directly to the provinces.
Ministries, such as the Ministry of Health, request Finance and Planning
for funds to meet expenditure requirements. Assistant Commissioners
of Health at the provincial level usually inflate their requests from
central in anticipation of severe budgetary cuts. This makes it diffi-
cult to determine what tr- actual financial requirements are to provide
health care at the provinc: ° level.

2. GOS Inputs te the Health Sector

Budgetary astimates show an average rate of increase in GOS
total current expenditure of about 28% per annum between the fiscal
years 1974/75 and 1977/78. Total central government current expendi ture
rose by about 58.5% from LS.254 million during the first year of this
period to LS.434.2 million in the last.

The health sector's share of GOS current expenditure for
Social and Community Services has averaged 16.3% per annum between
fiscal 1974/75 and 1977/78. This commitment to the health sector can
be considered above average when compared with other countries suffer-
ing from similar macro-economic cosstraints.

Between 1970 and 1975, capital investment in the health sector
rose at an annual average rate of 20% while recurrent expenditures in-
creased at about 9% and health seryices seemed to be reaching more of
the population in Sudan. Tha rising costs of health care delivery com-
ponents (e.g., medical supplies, drugs, salaries), however, meant that
most of the increases had very littie effect in real terms. A soaring
inflation rate of more than 20% per annum also quaranted that increased
health expenditures were more compensatory in nature than progressive.

On the development side of health sector activities, there
are discrepancies between appropriated funds and actual expenditures.
Between fiscal 1974/75 and 1977/78 only LS.5.9 million out of an appro-
priated LS.10.2 million for the MOH development budget was spent or
58.4% of allocations (Table 2). One can trace the low implantation
rate for development activities within the MOH to three major sources:
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- first, there is the problem of liquidity. The GOS often
finds itself unable to provide the local currency needed
to match foreig: contributions and sustain development
projects;

- second, there is a lack of necessary building materials
for the construction components of various projects. The
Ministry of Public Works lacks the needed foreign exchange
to purchase cement, steel frames and other basic materials;

- third, MOH efforts to utilize appropriated funds are often
frustrated by a lack of inter-ministerial coordination.
As a means of ho'ding down deficit financing by the GOS,
the MOF will sometimes deliberately frustrate MOH efforts
to obtain appropriate development funds through bureaucratic
maneuvers which prevent their release.

The net effect of internal financial constraints such as these
has been to increase the reliance of the MOH on autonomous agencies and
external assistance for development activities.

It has been very difficult to distinguish the extent and direc-
tion of past GOS commitments to preventive activities in the health sector.
This is because the MOH budget does not delineate between preventive and
curative services. Neither does the budget detail expend:*tures by pro-
grams or facilities. Instead, MOH divides its budget into two main sec="

tions: Chapter I, Personnel and Chapter II, Goods and Services. A
single composite total can contain records of monies spent for equipment,

supplies, materials and construction costs for services programs.

This system had great appeal since it permits flexibility in
making allocations to areds which exhibit very critical needs. No records
are kept centrally of expenditure by facility however, and perceived needs
often amount to personnel estimations and hear no relation to guantifiable
utilization factors such as inventory turnover. Moreover, even if pro-
gram budgeting were to be institutionalized, frequent transfers of per-
sonnel such as those which characterize the health sector would make ana-
lysis a most difficult task.

The problem of identifying preventive service expenditure has
been rendered even more arduous by the fact that Ministries such as Jrri-
gation and other agencies such as the Rural Water Corporation have 7~onsis-
tently promoted preventive health activities. Little interministerial
coordination of revenues has guided the activities uf these institutions.

The economic difficulties which impede developments in the
North are multiplied in Southern Sudan. The minimal economic infrastruc-
ture developed in the South under British colonial rule was destroyed
durin? 17 years of civil disturbance. Since the Regional Government Was
established in 1972, the South has been totally dependent on the central
government in Khartoum for its development funds. Traditionally, the
Southtern Regional Government receives less than 15% per annum of its
appropriated development budget. The effect of this situation on the
health sector is most serious.
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3. The Economic Framewsrk

Although stunning ircreases in development and recurrent
expenditures towards the PHCP have been registered, filuctuations in
allocations to the health sector in gerieral are a reflection of the
economic difficulties that Sudan had to face.

Overall, the economic difficulties that confront the s05
are the result of a low domestic savings rate. especially in the public
sector, slow piagress in improving the country's transportation system,
a genera} limitaticn of absorptive capacity reflecting short-comings
in the institutional infrastructure and a deteriorat._.. in the cuuntr:'s
terms of trade. Recent attempts by the GOS to increase investments
have come up against a foreign exchange constraint by impor¢ inflation
and a poor out-turn of exports.

Aggravating the situatic: is the GOS practicz of implement-
ing a separate development budget without meeting expenditure fro
normal revenues. The outcome has been severe budget deficits.* i:ase
deficits have led to the imposition of limitations on imports which in
turn has caused, through lack of equipment replacement, declining pro-
duction in both agriculture and agro-industries. These economi: 111s
have also heloed to erode the price competitiveness of Sudan's x5:-icul-
ture produce, the principal export earner. The difficulty in generating
Fublic and privats savings to finance investment is reflected in conti-
nually rising GOS borrowings from its Central Bank. This has further
aggravated inflation, which is running now at a rate of 20% to 25% per
annum.

To cumbat these problems, Sudan has had to institute severe
budgetary restraints. Aft-r recent negotiations with the International
Monetary Funds (IMF) the GOS agreed to cut back development expenditures
“for all sectors this year in return for IMF balance of cayments assis-
tance. As a result, the development program for heilth has been severely
rastricted. While the MOH had requested LS.10 million for its development
budget, it was only allocated LS.2 million. Because of the adverse
balance of payments situation, cutbacks were particularly severe with
respect to foreign exchange requirements.

A further result of the IMF negotiations has been the formu-
lation of the "Economic Stabilization Program". It includes a new
ceiling of 15% of the total development budget for fiscal 1979/80 for
services sector as a who]e_(Tab1e’3)ti"Tota? expenditure for the health
sector, according to the new plan, is only LS.5.7 million for the same
year. Under the plan, total investmsnt has been scaled considerably
from that projected originally under the Six Year Plan (Table 4).

* Estimated public debt for fiscal 1977/78 is $1 billion.
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The new "Economic Stabilization Program" projects four major
pricrities in GOS expenditure which must competent each other since
they are being implemented simultaneously:

1- completion of project already under implementation as
quickly as possible;

2- rehabilitation of already completed (especially export
oriented) projects whose productivity is declining;

3- expansion of the national infrastructure, especially
power and transport;

4- allocation of new soft loans and grants to (2) and (3)
and gap financing to (1).

In the long run, the future prospects of Sudan look Jood.
With its large stock of unexpioited resources, IBRD projections indicate
economic growth and a steady impruvement in living standards over the
next decsde. Actual performance, howsver, will hinge on the level of
external capital inflows, pudlic and private investments and the govern-
ment's ability to adapt its administrative and technical services to
tackle the various problems outlined above.
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ECONOMICS DATA

TAGLE 1

SUDAN: FUNCTTONAL CLASSIFICATION OF CENTRAL GOVERNMENT
~ CURRENT EXPENDITURE
(in nillion of Sudanese Pounds)

Budget
1978/75  1975/76  1976/77 1977/78
Economic Services 28.5 34.8 32.0 38.5
:Defeuse'and Security 40.9 44.1 68.9 91.8
Social and Comnunity Services 27.3 33.8 56.3 73.8
Education 16.7  20.3 24,5 27.1
Health 5.2 6.4 7.4 10.4
Others 5.4 7.1 24.4 36.3
Transfers to Local Government 58.2 73.4 90.3 110.8
Provinces 47.6 59.0 72.5 90.0
Southern Region 10.6 14.4 17.8 20.8
Gen. Admin. and Unclassifiad 81.6 79.5 62.1 90.5
Interest 12,6 17.9 24.5 28.8
Total Budgetary Expend. 249.1 283.5 334.1 434.2

Extr. Budgetary Expend. 4.9  11.4 62.5 -

TOTAL Current Expenditure 254.0 294.9 396.6 434.2

Source: IMF Sudan = Recent Economic Developments. June 2?7 1078 « cn



Year

1969/70
1970/71
1971/72
1872/73
1973/74
1974775
1975/76
1976/77
1977/78
1978/79

Sources:

1.
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TABLE 2

Ministry of Health
Development Budget
Appropriations and Actual
Expenditure: 1969/70 - 1978/79

Appropriation

2,000,000
1,450,000
1,€00,000
2,212,607
2,418,220
2,820,512
1,500,000
2,250,000
2,258,800
2,150,000

2. Expenditure

1,005,092
R64,140
1,048,496
662,892
595,501
998,086
1,500,000
1,650,000
1,500,000
1,500,000

Ministry of National Planning
Ministry of Finance and Nati
Director of Accounts Office

onal Economy

50.25
45,80
65.583
29.95
24,62
35.38
100
73,33
66.40
52.48
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TABLE 3.
- ‘Revised Government Programme

Percentage Sectoral Allocation

1978/79 1979/80 1980/81
L F T L F T LT
Agriculture 28.1 35.8 31.5 28.9 +39.5 33.6 27.5 34.2 - 30.5
Industry 17.b 25:2 20.5 18.5 28.2 22.8 22.0 30.0 25.5
Transpor}i 10.0 29.2 18.4 1.1 28.2 16.9 10.5 25.5 : 17.0
Services - 15.4 9.8 13.0 14.5 8.1 1.7 13.8 101 12.3
SUB TOTAL 70.5 100.0 83.4 73.0 100.0 85.0 73.8 1C0.0 83.3
Regional & Locat
Development 19.5 - n.o 17.3 . - 9.6 16.8 - 9.4
Integration & General '
Reserve 10.0 - 5.6 9.7 - 5.4 9.4 - 5.3

TOTAL 100.0 100.0 100.0 100.0 100.0 100.0 100.G 100.0 189.0

aIzxzZw=: I= ==== RTINS TIBSR S IR

Source: Three Year Investment Plan, Ministry of National Planning.
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TABLE 4.

Comparison Between Six Year Plan

and 3 Year Programme

$ix Year Plan’'

at 1976/77

prices L:Smm E:vfes LSmm

214
242
273

729

1. Annual figures estimated by 1ntefpo]ation, with

an annual real {ncrease of 11.2 pér cent.

2. Converted by estimated price index (1976/77 = 100);
1978/79 = 132; 1979/80 = 156; 1980/81 = 184.

3. Inciuding self-financed projects which are not

separately identified in SYP.

4. Percentage of SYP at 1976/77 prices.

at current

282
377
502

1161

Three Year Programme3

a
at current at 1976/77 prices

prices LSem LSmm

244

325
408

973

Source: Mihistry of National Planning.

185
208
220

613

[ 4
I

g6
86
81

84



ANNEX E: LOGISTICS AND SUPPLY

A.  Background

The Central Medical Stores in Khartoum (CMS/K) which is in the
Central Ministry ¢f Health, is responsihle for the procurement, stor-
age and distribution of all medical commodities. It acts in this ca-
pacity for the public health sector, the military and other parts of
the Government of Sudan. The depot is located in the light industrial
section on the southern side of Khartoum,

The head of CMS/K is the Director General Medical Supplies. He
and the Deputy Director are both physicians. Other staff includes an
assistant director, four pharmacists, and a number of administrative
personnel. An organizational chart of the CMS,/K is shown on page 11,

CMS/K serves as the headquarters operation for the entire GOS HOH
logistics/supply system. The entry points for supplies are primurily
Port Sudan in Red Sea Province and the Khartoum airport. The follow-
ing is a brief description of several of the key features of the logis-
tics/supply system. Additional information is contained in the
"Report of the Health Sector Assessment Team - Sudan" (Africa Bureau,
AID, Washington, September 1977).

1. Facilities

The CMS/K depot in Khartoum has several warehouses, a small
two story office building and a number of small buildings for special-
ized administration and support activities. The railroad has a spur
1ine into the depot.

At present, there is not enough covered warehouse space at
CMS/K to accept the GOS normal two year requirement of medical drugs
and supplies. As a result, large quantities of equipment and other
commodities are kept in the open with no protection or with only plas-
tic sheet coverings. Other supplies are stored under open sided sheds.

Within the covered warehouse srace, there are areas with both
adequate shelving and no shelving at all. Some orders are assembled
on long tables while others; are made u~ within large marked spaces on
the sandy warehouse floor.

At Port Sudan, storage of medical supplies is not centralized
in one place. Whiie there is a large recently constructad open-sided
shed with a fence around it for protection, most supplies are stored
in various general facilities throughout the dock area.

Supply storage facilities in the Provinces vary in location,
size and condition. CMS/K officials complain that thzse facilities
are totally inadequate to handle current medical supplies. The
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situation in Northern Kordofan illustrates a typical Provincial
storage capability. 1In the northern and ceitral districts of North
Khartoum, district medical stores are connected with the district hos-
pitals. In the eastern and western districts, separate storage areas
are maintained for dressing stations, PHCUs, dispensaries and health
centers. In the southern district, rejional and district commodities
are kept in two separate rooms (25° x 30' in size) with shelves. Some
supplies, however, are in a sied or out in the open. Given conditions
such as these, it is reported that most Provinces cannot handle more
than a Z montns supply of drugs at one time.

In Juba, the Regional warehouse is housed in an 8.5 x42
meter building which is in a poor state of repair. Its stores are well
arranged and stacked, but there is no shelving for broken bulk packages,
no benches for collating stock, no office space, no loading/unloading
ramp, and no toilet facilities.

2. EguigmenE

There is an acute shortage of fork 1ifts, diesel trolleys,
and other handling equipment throughout the entire system. Shelving
and tables for assembiy of supplies are insufficient. Pallets, while
available in some warehouses, are also in short supply, so that many
commodities are stored on cement or dirty floors.

3. Cold Chain

Medical supplies requiring refrigeration, mostly vaccines,
arrive in Sudan by air to Khartoum. The airport has no cold room.
The CMS/K has no refrigerated truck, so that supplies requiring cold
storage must be cleared immediately.

At the CMS/K, there are three large but old walk-in refrige-
rators and twc new cold rooms donated by the Denish Government. The
latter have been assembled but are not yet working. A stand-by gene-
rator sufficient to operate all the refrigerated space is not opera-
tional, partly because of lack of fuel. As there are almost daily
interruptions in electricity in the area where CMS/K is Tocated, it
is quite probable that the potercy of vaccines has been affected,

Shipment of perishable supplies from Khartoum to Juba is by
air, and to other provinces and beyond by vehicles with some refrige-
ration (usually kerosene operated).

_ The adequacy of the entire cold chain to maintain drug or
vaccin potency, however, {s suspect from the time perishables arrive
in Khartoum airport to the time they reach the patient. Thus, it is
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doubtful that a cold chain capability really exists at present in Sudan.

4. Transportation, Communications and Distribution

In Port Sudan, cargo handling facilities are good and customs
clearance is arranged in four or fiye days for medical supplies. From
the warehouses, cargo is shipped by rail to Khartoum and other points
on the rail system. Railroad rolling stock, however, is antiquated and
shipping space is Timited. The Government aiso gives higher priority
to the movement of other essentials such as gasoline and sugar.

The MOH is alloted one truck per week fram Port Sudan to
CMS/K, as compared with an estimated requirement of two trucks daily.
The cost of commercial shipment by truck is approximately 0 times
that by rail.

Central Medical Stores in Khartoum is the source of al?
commodities. Delivery cf drugs is by rail, when available, and by
private trucks. Payment for outward bound shipments is the reponsibi-
lity of each Province, and the Assistant Comnissioner for Health must
provide for the transportation of the commodities from Khartoum.

The distribution system places the responsibility of the
lower echelon (recipient) to provide its own transportation for com-
modities. ror example, E]1 QObeid will ship to the District Hospital
to which the Medical Assistant at the dispensary level must go for his
supplies. In some cases, government contractor trucks may be used.
This has been unsatisfactory since the contractor may often hold the
commodities for extended periods awaiting a full load of other goods
before a truck is dispatched. In addition, contractors may refuse
government shioments since commercial products produce higher revenues
and payment is more prompt.

Beyund Port Sudan and Khartoum, distribution of drugs is
sporadic, unpredictable and inadequate. Besides a shortage of transport
and petrol, climatic and geographic conditions also play an important
role. As the rainy season in the Red Sea Province extends from Cctober
to February, passenger trains which carry some supplies decrease from
three times weekly to once a week. Surface transportation is also
slowed. In some parts of the country, health facilities are totally
isolated by road for months at a time during the rainy season.

Transportation of supplies to Juba by Nile steamer is also
utilized. This run, however, occurs only once every 13 or more days
and commodities considered more =ssential (e.g. food, fuel) are given
priority over medical supplies.

Air transport of drugs to Juba and Provincial capitals is
potentially feasible. Unfortunately, climate, fuel shortage, irregular
schedules and low priority for health supplies make this mode of trans-
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-portation unpredictable at this time.
As a result of these transportation problems, the commodity

pipeline is choked between Port Sudan and Khartoum, but supply flow is
skimpy beyond these points.

5. Logistics, Management and Procedures

GOS logistics officials admit that there is much room for
improvement in the methods for receiving, storing, distributing and
accounting for health supplies. Throughout the entire system, infor-
mation is unavailable as to:

- commedity inventory,

- items and quantities receivad from Port Sudan and items
and quantities shipped to the Provinces,

- usage rates and re-order points,

- comodities in the MOH pipeline and/or to be received
from other donors,

- Port Sudan commodities awaiting shipment to CMS/K,

- transportation costs.

Management could be strengthened at the Chief Storekeeper
and Assistant Storekeeper level. They are responsible for warehouse
operations, yet have no effective standard operating procedures to follow
and little supervision.

As might be expected, the situation in Juba is even more
acute. According to a report by Mr. Brian V. Cook (March 15679} for
AMREF, there are significant problems such as lack of trained personnel,
communication, and inadequate internal warehousing procedures and collec-
tion and reporting of basic data.

6. Repair Facilities

CMS/K has a small section in a warehouse devoted to the care
and repair in instruments, small medical equipment (e.g. IV stands) and
larger items such as refrigerators and blood bank equipment.

Repair facilities for vehicles are minimal, Staff is composed

of five mechanics and two assistants all of whom are rated as qualified.
Spare parts are limited but are often available on the local market.

7.  Drugs and Supplies

Requests for procurement of drugy and supplies required for
the PHCP are submitted directly to the Ministry of Finance by the
Provincial Commmissioners. In the Province, the Assistant Commissioner
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for Health prepares separate budgets for the PHCP znd for hospitals,
but these items are combined in the health budge: su'mitted to the
MOF. When budget allocations are finalized the MOH is notified of the
amounts ear-marked for purchase of drugs and supplies. Procurement is
then made for the Provinces by Central Medical Stores, MOH.

The supplies for PHCP are kept separate from hospital supplies
during distrit:tion. Central Medical Stores sends hospital Grugs and
supplies directly to the hospitals, but PHCP supplies go to a storeroom
at the office of the Assistant Commissioner for Health.

Because of budgeting constraints, the requests for drugs and
supplies are cut drastically in the budgeting process. The request for
1979/1980 is for LS 18 million, but it is expected that the amount
actually allocated will be substantially less. The MOH does not have a
separate breakdown on what percentage was spent on curative and what
percentage on preventive activities.

Thus, the amounts of supplies are often grossly inadequate.
Due te poor transgoartatizn. those that are received often do not get to
the pecipnerel hecitn Yaciiities such as dispensaries and PHCUs.

The GOS has sought to provide the PHCUs and the dispensaries
with the drugs, supplies and equipment that were designated in the
Primary Health Care Programme Plan. Because of the budgutary, logisti-
cal and other constraints discussed above, the true situation is that
PHCUs and dispensaries are chronically short of, or compietely without,
drugs and supplies.

B. Rationale for AID Support

Due to these constraints described above, it is estimated that
the preserit commodity support system is functioning at about 20% effi-
ciency and effectiveness in meetina orogram requirements.

The MOH is in agreement that to ensure success, it is best that
the project supply system be created as a separate entity in the MOH.
It should, however, still remain under the direct control of Central
Medical Stores, Khartoum (CMS/K). The logistics and supply component
of the project has been designed to shorten the lines of supply to all
facilities and to provide adequate supplies in a timely manner. After
two years of project implementation, Central Medical Stores in Khartoum
and Juba should attain 60% efficiency and effectiveness and the project
80% in those categories.

Decentralized deployment of supplies and supervisory personnel
envisioned by this project is the only viable approach to supporting
3 network of primary health care services on a national basis.
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C. Recommendations

Because of the present status of commodity storage and distri-
bution within the MOH health system, it is proposed that a separate
warehouse system be established for the PHCP. PHCP commodities would
thus be kept separate from other health system supplies and the chances
of their being diverted to other uses would be minimized.

To implement this system, CMS/K staff would receive practical
short term training and be provided with dort-term U.S. conterpart
logistics technicians. Together they would set up procedures for com-
modity purchasing, storage, distribution and accountability. They would
also establish inservice and refresher training for provincial and dis-
trict storekeepers and other middle level Togistics personnel.

It is felt that the basic elements of a supply infrastructure are
present at the CMS/K and in the provinces. There are, however, certain
significant constraints (storage space, transportation, petrol, manage-
ment procedures and accounting systems) that hamper the system's effec-
tiveness. The proposed project will assist the MOH in overcoming these
problems,

The Tong term logistics/supply advisor from the AID Northern Primary
Health Care project will assist in the development of the MOH logistics
system during the preimplementation phase of this project. He will also
develop a practical short term training course at Perry Point, Maryland,
for senior level (MS/K personnel. This training will involve such
subjects as commodity control procedures, storehouse management and com-
modity transportation. These persons will then develop in-service train-
ing programs for middle and lower level CMS/K personnel as sell as
provinciai and districi level storekeepers., Thus, by the time this
health sector support project is implemented, several preliminary steps
will have been taken to improve the logistics/supply system.

It is recommended that the following assistance be provided through
the health sector support project.

1. Technical Assistance

One long term logistics/supply technician is provided in the
North for 36 pm and one in the South for a period of 36 pm from the
existing NPHC and SPHC projects.

Each long term technician is responsiole for establishing
a PHCP logistics supply system which would ceordinate all supply ship-
ri@ants through CMS/K channiels. A small (20%) of drugs will be shipped
through AMREF channels (yia Momasa) only until the Sudinese Togistics
system is functioning more smoothly. The logistics/supply technicians
will algy supervise PHCP shipments to the participating Northern and
Southern proyinces.
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Short term technical assistance (4 pm) would be provided to
the CMS/K in the Northern and 9 pm to the Southern MOH in Juba to set
up procedures in such areas as warehquse distribution, storekeeping,
record keeping, storage maintenance, reporting and accoonting. These
short term consultants would also assist in the establishment of
logistics/supply and warehouse management techniques, commodity pur-
chasing, personnel management, reorganization of staffing patterns and
delineation of job reponsibilities.

2. Tﬂaining

Short term in-country on-the-job training courses will be
provided for middle and lower level storekeepers from CMS/K and the
Provinces. These coureses will concentrate on practical aspects of
logistics/supply management, warehouse operation, reporting, transpor-
tation of commodities, vehicle accountability and storehouse control.
Emphasis will be on practical concepts such as purchasing, receiving,
inspection, shipping, survey procedures, inventory controls, stock
arrangements, security procedures, palletizing and floor plan manage-
ment. The courses will be developed with assistance from the above
mentioned technical assistance.

3. Commodities
a,. Vehicleg

Two 15 ton trucks will be supplied to the CMS/K for use in
distributing supplies from Port Sudan to Khartoum, Juba and Northern
Provinces nearest to Port Sudan.

Five 5 ton trucks will be provided, one each for Port Sudan
and Juba and one for each of the targeted provinces in the South.
Trucks have been provided to Northern Provinc.s under the AID Northern
Primary Health Care Project.

One 1 ton refrigerated truck will be supplied to transport
perishable commodities and supplies from the Khartoum airport to CMS/K.

b.  Equipment and Supplies

The attached list (Table 1) describes the equipment and
supplies to be provided to the logistic system over the life of the
project for both the Northern and the Southern Regions.

c. Drugs

It has not been poisible to determine the exact cost of drugs
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required for each PHCU and dispensary. Ti:is is in part due to the
fact that:

- not all medications have been purchased at the same time,

- provincial budgets for drugs do not differentiate between
drugs allocated to PHCPs and dispensaries and the rest of

the system system,

- budgetary requests are always inflated in anticipation of
cutbacks,

- the supply lists have been modified by various provinces
and intern:ztional dorors, and

- the CMOH, CMS/K and the provinces do not have data on unit
costs for drugs broken-out by curative and preventive
activities,

As a result, estimates have been made for the cost of a one
year supply of drugs for a PHCU and a dispensary. The estimates are
based on MOH calculations, UNICEF data and costs for similar sets of
drugs for use in PHCPs in another Africar country (Mauritania). For
the one year's supply of durgs, the PHCU unit cost is $2500 and for
a dispensary, the unit cost is $5000.

Based on this data, the project will provide 2.2 million
over the five years of the praject. This will supply 2 total of ap-
proximately four Primary Health Care complexes (1 dispensary and its
associated 5 PHCUs) per province per year.

Of the 2.2 million, ona million will be set aside for pur-
chase of drugs through AMREF. These drugs will be shipped to the
Southern Region via Mombasa, a route currently used by AMREF to expe-
dite supply delivery to the South. Thus, 45% of the funds for drugs
will be allocated exclusively for the three targeted provinces in the
South. This amount reflects the smaller number of PHCUs and dispen-
saries in the South.

d. Construction

A separate warehouse system will be provided for the PHCP.
This will consist of:

- 1 warehouse for each of the 4 participating Northern
Provinces plus

- 1 warehouse each for Lakes, Bahr el Ghazal, Jonglei .and
Upper Nile, and Juba in the Southern Region*

- 2 warehouses, one in Port Sudan and one in Khartoum for
regional storagz and distribution.

* A small workshop area will be partitioned off in each warehouse. Tools
and equipment will be provided to permit simple repairs and maintenance of
vehicles and egquipment.
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Item

. Generator
. Fork Lift
Platform truck 30"x60"x12"

. Ceiling fans

Shelving, metal, 5 shelves 1,200

Hand truck

Typewriter, manual, English
Calculator, manual

. Desk, office, single pedestal
Chair, desk

. Filing Cabinet, 4 drawers

. Workshop Cabinet Bench, 6'

. Refrigerator, 15, cu.ft.

. Pail, galvanized, oval, 1lqt.

. Floor Brush, heavy duty, 24"

. Plastic hose, 75', 3/4"

. Nozzle, hose, 3/4", brass

. Palocks, regular, without chain

15% spare parts on itemes 1 & 2 »
10% spare parts

50% shipping (N)
60% shipping (S)
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Warehouse Equipment List

Qty.
]
4

4
83

12

Location

Juba

1 Each
1 Each
6 Each

Regional
Regional
Warehouse

100" each

Each
Each
Each

Each
Each

Each
Each
Each
Each
Each
tach
Each
Each

N~ PO — N md oed et o

Warehouse
Warehouse
Regional

Warehouse
Warehouse
Warehouse
Warehouse
Warehouse
Wwarehouse
Waiwhouse
Warahouse
Warehouse
Warehouse

Unit
Cost

20,000
20,000
350
180
4,200
80

300
300
250

40

125
280
400

20
10

Tot. Cost

20,000
80,000
1,400
14,940
50,400
960
3,600
1,200

3,000
960

1,500
3,360
4,800
576

216
240

48

240
180,355

S ——————

15,000
8,726

210,986

19,000

329,986



ANNEX F

HEALTH COMMUNICATIONS

I, Introduction
——CTiOn

The communications component of this project consists of two pilot sub=
projects. (1) The first is for radio broadeasting to reach organized villoge groups
or forums for teaching health, nutrition, and community development information,
The location will be two remote provinces of Southern Sudan, The field organi-
zation of the broadcasting project will be made up principally of local Community
Health Workers (CHWs) trained by the PHCP, to help form and supervise viiloge
forums, This broodcasting project also includes a smaller in=service training com=
ponent for the CHWs, used to strengthen CHW information concerning health
core and community organization,

This annex will: (1) Summarize the status of existing communication
facilities, including telecommunication and broadcasting facilities, availokle
to support delivery of health services in Sudan; (2) Describe the need for a-proposed
radio broadcasting project, as well as strategy for incorperatiog radio broadeasting
and radio audience organization into the long=term preventative medicine and
community education objectives of the PHCP; (3) Present an'integrated budget
and summary of proposed inputs related to communication support activities, and a
summary of additional communication projects for future consideration.,

I. Existing Communi cation Facilities

In spite of substantial recent investment by the Government of Siydan in both
broadcasting and telecommunications, little of this investment provides a foreseeable
benefit for delivery of health services in remote regions. Most of this recent investment
has been focused on bringing additional communication services to the only 18 percent
of the population that live in towns or cities of 5,000 or more residents,

Radio Omdurman is programmed by the Ministry of Culture and Information
and broadcasts almost exclusively in Arabic eighteen hours o day. In addition,in the
Southern Region, Radio Juba, representing the same Ministry, maintains a small and
active radio station using both English and Arabic, and transmitting four and a half
hours each day.

(1) These communicafions compcaents have been determined as a result of a feasibility
study by a three~person communications health team, made up of one telecommunications
engineer, one social scientist and radio und satelljte specialist, and one rural radio
broadcasting specialist, organized by Dr. Clifford Block of AID DS/ED and the

Academy for Educational Development Inc, Washington, D.C.
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In spite of Miniztry of Culture and Information claims that Radio Omdurmen
blankets all of Sucan, interviews with groups at Pri mary Health Core CHW schools
and at Midwifery schools in Nyala arnd Kas in South Darfur province,and in El Obeid
in North Kordofan province, siowed thai Radio Omdurman was not available in at |east
11 of some 90 home communities represented. Seventy nine students said radio sets
were available in their villoges, and 'n most cases radios were equipped with short
wave capability ancd were used t iisten to Voice of Egypt, Radio Chad, Voice of
America and other channels in preference to Radio Omdurman.

Radio Jube now broadeasts using o 7 KW transmitter with an effective range
of only 125 km, However a new 200 km fransmitter has recently been installed by
the U.S. Hanis Corp. Because of energy shortages, the new transmitter will likely
be used at 50 K¥#-or 108 KW capacity which will still be sufficient to reach most of
the South,

According to UNESCO figures radio set ownecship in 1976 was a fact for 7,7%
of the population, We estimate that in more remote regions ownership is well below
7.7%, totalling no more than 1% to Z%. With average household size in remote
provinces os high as 6.5 persons, the proportion of households with radios is much
higher than 1'%. According to observars with substantial field experience, rodios
are in use in most communities, group listening to radio is common and most people
have access to a radio when batteries are availdble.

[, Primary Health Care Broadcasting Project

Virtually all preliminary evaluations of the PHCP fo date have said that a
critical :»eed of tiie program is to find ways to involve community health workers in
preventative medicini, community development and community education. The
purpose of this secticn on radio broadeasting is to outline a primary health core radio
project that will: (1) Make active community development usz of CHW's who are
already in the field or who are being frained for the field; (2) Emphasize delivery
of useful information about health, nutrition, sanitation, agriculture and livestock that
ce be acied upon at the vittoge level, and that is directly related to the objectives
of the PHCP; (3) Emphasize use of the indigenous languages of Dinka and Nuer that
are spoken by an estimated 1.7 million of the 3.1 million population of the South,

The intention of this project is to use radio school or radio forum techniques
that have been demonstrated in wide range of other countries, from Tanzania, to
India, to Thailand to Guatemala, for teaching basic information to non=literate and
partially literate adults, The format proposed makes use of organized radio discussion
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grouos, so that some 8 to 12 members of a community meet once a weak to listen

to half=hour broadcast, and then discuss the content of the broedcast for some 15
or 20 minutes thereafter, The effectiveness of this format deperids critically on the
effectiveness of o field organization that provides support and foilow=up for the
programs,”and that helps maintain group interest and learning for the several months
that o sequence of programs commonly takes.

There are several reasons for proposing Southern Sudan instead of one of the
Northern regions for this health broadcasting project, First, the Southern region, which
alone is larger than all of Kenya, is relatively isolated and deprived of basic government.
services compared with other parts of the country. Second, Radio Juba, which
broadcasts under the control of the Southern Regional Ministry of Culture and Information,
aims at significantly smaller audiences than the alternative Sudanese station, Radio Omdurmc
in the North, and is therefore a more appropriate vehicle for o broadcasting project that
emphasizes gradual development, beginning with modest local objectives. Third, there
appears to be strcng potential support for a liealth broadcasting project in the South.
Senior spokesmen for Radio Juba,.the Regional Ministry of Culture and Information, the
Regional Ministry of Health and the Regional Ministry of Transport and Communications
have expressed enthusiasm for such an undertaking. Also Rogio Juba's limited personnel
made up of 14 people in the English language section and 17 in Arabic, have considerable
interest in using radio for more specific development objectives, The radio staff includes
a general program director with radio training in Germany, an Znglish language director
with short~term training at the BBC in London, and a technical director with 4 years of
technical training in Prague.

Radio Juba's daily schedule, from 6.40 a.m. to 8 GeMe, and from 5,40 p.m,
to 9 pem., includes one daily 15-minute program about health, nutrition, economic
development, the rights of women and the like. This daily program is made, in co-
operation with Radio Juba, by the Sudan Council of Churches (SCC). To prepare the
daily oragram. SCC maintains a small studio, a director ¢nd six producers, This SCC
rodio group makes up a local resource that could provide useful co-operation in program
production, Also, the University of Juba's College of Education recently hired a specialist
to teach Distance Education, and to teach use and evaluation of radio for extending
education to remote areas. Students with training in this field could presumably take
an active part in. the survey research and planning stage of a radio project and in subsequent
evaluation,

Fouth, the Africa Medical Research Foundation (AMREF) which is being proposed
as the contractor for all Southern activities in this use of radio, In both Kenya and
Tanzania AMREF's is alrecdy actively involved with health education, through a monthly
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hedlth r:ugazine ¢nid *hrough a weekly radio broodcast, One of AMREF's senior
directors wos active i~ Ianzania's widely recognized "Man is Health" radjo campaign,
(5) Using radic for health education in Southern Sudon is a reasonable extension of
AMREF's previcus activities,

B. Languoge: Cne problem with broadcasting of any kind in Sudan's South is
linguistic barriers, Un:il recently an official policy appeared to support the use of

only two languages, Engii:h and Arabic. Although accurate figures are not available,
observers report that outside the major provincial capitals, English or Arabic are under=
stood or spoken by less than 8% of the Southern population. However a recent Southein
Regional government policy has encouraged use of indigenous trikal languages for use

in the first four years of primary school. AID currently supports a Summer !nstitute of
Lir:zuistics project for franslcring primary school materials into four indigenous languages.
(6) Similarly, Minisii. .f Culture and Informatior, spokesmen say that current Radio
Juba broadeastis;; policy is that indigenous tribal languoges can and should be used to

deliver useful information where those languages are spoken,

Tuile 11 shows the number of people associated with each major language
group and shows the estimated proportion of the population these groups represent in
each of that major Southern regions.

(5) See Budd Hall, MTU iNi AFYA: TANZANIA's Health Campaign. Monograph,

——

The Clearinghouse on Development Communications, Washington, D.C., 1979.

(6) AID-SIL Project 650-0028
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Table II

Tribal Lanquggg_groups'iq_§gg£hern Sudaqﬁ?’

Tribal Population Proportion of Population_in Regions of:
Language 1979 (est.) Bair E] Ghazal &  Upper Hiio & East & West
Lakes Prov. Jonglei Prov. Equatoria Prov

“Vinka 1,260,900 87% 26% 0.3%
Nuer 480,000 - 52 -
Zande 236,000 0.4 - 24

Bari 226,000 6 4 16
Toposa 138,000 - - 14
Lotuko 132,000 - 3 10
Shilluk 124,000 - 9 -
Bongo-Baka 79,000 2 - 3

Moru 68,000 - 0.1 8
Didinga 58,000 - - 7

Jur Luo 54,000 0.8 3 2
Morle 51,000 - . 5

Rakwa 40,000 - - 4
Acholi 27,000 - - 2
Others 97,000 3.8 2.9 4.7

3,070,000

(7) Sources are: AID-SIL Project 650-0028 Optional Program Grant Proposal,
April 1978: Fiv:t Population Census of the Sudan 1955-19%6, Department o7
Statistics, Ziartoum, 19583 Ferman Bell, (Ed.) Directions in Linguistics
and Folklore in sudan, University of Khartoum Press, Khartoum, 1976
Barbara Griﬁﬁg;-gihnologug. (Summer Institute of Linguistics), Wycliffe
Bible Translataps Inc.; Huntington Beach Calif., 1978; Harold Nelson at,
al. Area Handbook fur_the Democratic Republic of Sudan, U.S. Government

Printing Office, Washington, 1973, ~
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Using the estimates in Table Il, we see that the two major languoges, Dinka
and Nuer, cccount for 1,74 million of the 3.(7 million population in the South.
Furthermore, almost all of this population is concentrisie in the Sahr El Ghazal and
Lakes provinces in the Western .t of the region, and in Upper Nile and Jonglei
provinces in the east. Dinka alone account for 87% of the Bahr El Ghazal/Ldkes
population. Because of this concentration, and Lecause these five provinces make
up the highest priority wi.as for AID's participrtion in Southern Sudan's PHCP, we
propose use the Dinka languase for health radis breadessting.

C. In=Service Training: Because of the need for continuing training for CHW's
and other participants in PHCP, and because of AMREF's long experience in teaching
health care workers by correspondence in remote East African locations, a pilot
project using radio for inservice training is planned for start-up during year three of
radio broodcasting. This program should share similar objectives with the radio=forum
broadcasts. This in-service training ¢ ould be a vehicle to move CHW's closer tc
community development activities, and to inform CHW's who are already active in
radio forums about information they should make use of to remain effective,

D. Health Broadcasting Implementation: The key parts of the primary health
care broadcasting project proposed for Sudan are: (1) Programming tailored to specific
target audiences; (2) Audience orgecnization using small listening groups brought
together and supervised by CHW's; (3) Program support and follow=up in the form of an
active field stoff that visits and supports radio listening groups, that provides additional
teaching materials and gets questions answored; (4) Program evaluation that provides
systematic evaluation of the impact of the project, and information needed to improve
performance to assess cost effectiveness and guide future radio use in other parts of
Sudan,

Similarly, the key component of an in=service radio fraining project for reaching
CHW's, as proposed on a modest pilot project scale for Southern Sudan are: (1) Pro-
gramming that reilects CHW problems and difficulties and that includes active CHW
participation in production and commentary; (2) Audience organization through periadic
CHW regional meetings; (3) Program support and follow=up in the form of printed
materials, examirations and face=to=face interraction with project field staff and;
(4) Program evaluation.

To implement these components, we project the personnel needs and salaries
shown on Table Ill, according to the categories of Administration, Program Production
and Program Utilization/Evaluation,

We also show, on Table |V, the number of radio forum groups, participants and
monitors that radio project personnel will work with.
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Table III
Personnel Meods in Person/Months

Br.ima_r.y_ﬁeqlth_Eer.e_Qrg.a.siges_t.i_nﬂ,irﬂesz

Administration Year 3 4 5
Project Diractor(]) - - -
Associate Sirector ($420/mo) 12 12 Z
Administrator(?2) - - -
Secrotary(2) - - -
Production Dopt.

Program Impiomentation Survey(3) - -
Program Director (€3916/mo) 12 12 0
Program Producsr ($335/ma) 36 3 36
Studio Tochkuician ($280/w6) 1212 12
Secretary (:250/00) 12 12 12
Ytilization/fvaluation

Utiliz.implementation survey(3) - - -
Eval. implomentation survev(3) 2 1 1
Util./Evai.fiald director(3290/mo) 43 48 48
Print/Poster materials (£200/mo) 12 12 12
Total short-torm TA 2 1 1
Total luag-term TA 36 36 6
Total local personnel 144 144 144

(1) Project direcior is Health Education Specialist, provided under
this project by AMECF to Dept. of Health Education of Regicnal Ministry
of Heal+h, .

(2) Administrative and secretarial services for projiect administration
provided by AMREF parsonnel in MOH, supported by AMREF overhead charge.

(3) Three-person 3-m2nths implementation survey is budqgeted at 33,000/
Ferson/month, in year one. Short-term technical assistance for one
month per year in years two, four and five budgeted at %6,000/month
using local personnai. Technical assistance for tuo-months a yeur
using U.S. consultancs in years three and six ic budgeted at 33,300/
month.
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Primery Health Care 3rvadcacting Project

Tcaching Mo, of  Group g}ndontf Honitors
JLrele(l) Croups Leaders L) 13)
Year 3 1 25 25 212 7
2 25 25 »212 7
Year 4 3 50 50 ML 14
4 150 150 1274 q2
5 2450 200 17C0 57
Year § ) 3%0 350 2975 100
1. Assumcs ‘b -wook teaciiing cyclas, thren times cach year,
2. Assuwes 5.5 studonte completing ecach cyel.,
3. One uun1cor for eazh 3.5 groups,
4. Supervisers shown hare include 2 Fieldwork directors,
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Elsewhere in the text of the report, we have briefly discussed these personnel
needs. Here we will outline in more detail the responsibilites of the implementation
survey team, and the qualifications and job descriptions relevant to the expatri ate
radie program director and the utilization/evcluation field director.

The implementation survey team will be responsible for specifying objectives
and operating procedures within the categories of program production, program
utilization wid evaluaiion, in program production, the team is required to lay out a
full sequence of broadcasts curriculum clearly related to the lives of listeners, For
example a program schedule, laid out by month, should identify when program out-
lines, scripts, fieldwork material and the like must be wompleted to correspond with
the dote when a particular broadcast is relevant. Sample scripts, programs and program
outlines must be developed and provided, as well as simplified explanatory materials
for program preduction,

The utilization section is required to prepare supporting materials for broadcasts,
and to define mechanisms for field organization. One utilization task should be to
cross-check and verify our data regarding the use of Dinka. Although our estimates
are believed to be reliable, it may be for example, that Dinka is linquistically
sufficiently similar that it should be replaced by Bari, Toposa or Zande. Similarly
a utilization task must be to verify our data that radios are available within the target
audiences. Before the transistor reduced radio costs enough to make radios available
in much of the world, many radio forum projects provided radios to participating groups,
with the requirzment that these groups pay for their own batteries. In the event radios -
are not sufficiently available, the incrementel costs of for example, 1000 radios at
$22/eazh, is small compared with total project costs and is easily within the reserve
for confiryuncies that forms parv of the budget.

The evaluation component of the implementation survey team is to define both
formative and summative evaluation strategies, and to specify and prepare evaluation
tools fo be used. Precise procedures must also be described for how to use these tools,
and how'to ensure and verify reliability. This component should define and begin to
work with local supporting resources at the University of Juba, collect baseline data,
clearly delineate the evaluation responsibilities of local personnel and short=term
technical assistance, and outline the questions to be examined and the dota relied
upon for the final project summary report to follow three years later,

The program production director, should have a background of actiwe participation
in development radio pro;zzts elsewhere, for example on Kenya's "Man is Health” radio
campaign. One of the keys to o successful radio project is commitment on the part of
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@ program department to get into the field, far from the studio, to interview farmers or
hrsrdsmen, to make programs that are directly relevant to the daily lives of listeners,
and to do so consistently month cfter month. This means o commitment to avoid an
expert for UNESCO lecturing about safe water, in favor of a group of Dinka tribesman
describing their own experience. Because the program director also has major organiza-
tional and training responsibilities, he or she will help cnordinate programming with
other activities. In addition to o vigorous corimitment to grass=roots programming based
on fieldwork, that person also needs demonstrated organizational ability as well as
knowledge of feedback and evaluation mechanisms,

The program production director's responsibilities are for: (1) Planning the
content for each sequence of healthvreadcasts, ar d for each sequence of in=service
CHW programs; (2) Qutlining program scripts and training local Dinka speaking per=-
sonnel in program preparation; (3) Recording and editing programs in the studio, and
training local Dinka speaking persons in these techniques; (4) Designing and supervising
production of print, poster and other supporting materials; (5) Spending a minimum of
five working‘gay?every month in the field supervising programming sta’f who are record=-
ing program material; (6) Incorporating feedback and evaluation data into program plans
and content,

The utilization and evaluation director shown on Table IV has an exiraordinarily
demanding job. He is to be provided with one four-wheel drive vehicle and a field staff
of two or three persons. He is to take responsibility for all utilization and evaluation
work in the far-western part of Southern Sudan, in Bahr El Ghazal and Lakes provinces,
These two provinces represent some of the most jsolared most destitute areas of all central
or eastern Africa,

The critical qualification for these two field directors is willingness to put up
with difficult conditions, while spending three or four weeks in the field on a regular
basis, using self-reliance and enthusiasm to overcome sure setbacks.
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Responsibilities of the utilization/evaluation field director is for: (1)
Implemention the program utilizaticn and evaluation strategies laid out in the first
three months of operation by the impicmertation survey team; (2) Developing
additiona! program utilization and evaluation strategies; (3) Developing o field
staff network made up of one full-time field supervisor in charge of up to 5 radio
groups as shown on Table IV; (4) Developing procedures ior training radio forum
monitors during three-day local seminars to be held throughout each region; (5)
Distributing print, poster and suppert materials und sysiematicaily collecting

-
feedback; (6) Spending a minimum of 10 working days @ month in the field, super=
vising field staff.

Technical Assistance (Long=Term): Long-term technical assistance calls for one radio
program production nead and one provincial head, to be hired during the third year,
This will enable the PHC program to become more estoblisheg and as a result of the
other project imputs in a position to éffectively utilize this health communications
imput. The provincial head will cover two provinces - Lakes and Bahr E] Ghazal.
AMREF, which is being proposed by AID to implement all Southern acfivities.under
this project, will provide th: above mentioned technical ussistance. No position

is shown for project director, because this responsiblity is taken by a health education
specialist to be provided by AMREF under the project to assist in directing the Health
Education Department of RMOH, where both the radio forum and in-service teaching
projects are based,

Technical Assistance (Short=Term): Short term te shnical assistance totals 16 months,
including an implementation survey team made up of ¢ program production, a
utilization and an evaluation specialist for three months each, scheduled before the
start of program operations in year one. The implementation survey team has responsi-
bility for defining the radio curriculum, schedule and support materials for radio forum
broadcasts. The team has an evaluation component with responsibility for collecting
bos:line data ond setting up procedures for regular measuring and reporting on the
effectiveness of programming, support materials and field organization (format;ve
evaluation), and for measuring cost-effectiveness and long=term impact of radio forum
broadcasts on learning, health habits and CHW effectiveness (sumnative evaluation).,

Remaining short=term technical assistance is allocated to two related evaluation
strotegies. For formative evaluation, implementing the research design of the implemen-
tation survey team, one month of iechnical assistance is provided in years three, four and
five to work with temporary lecal personnel from the University of Juba. For longer-
term summative evoluation leading to a final written report on the project to be printed
and made available for similar projects elsewhere, the project will finance three
evaluations over the life of this activity,
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Evaluation of in=service training of CHWs and other health workers is to be
designed in year four at the start of the in=service training component by a consultent,
Use of the evaluation design is to be added to duties of subsequent radio forum evalyo=~
tion groups.

Training:  The training component has three elements. The largest is for a series of
regional training sessions within each participating province, to be provided by
provinciol field staffs for radio forum group monitors. A projected 1,625 monitors will
receive three days of training each in community organization and development and
discussing objectives of the radio project and procedures for making the radio forums
more effective,

A second training componsrit begins ot thz start of year four and provides
local transportation and support for a seminar for radio and development. Funds
allecated here are local currency costs to bring personnel from the radio project,
Radio Juba and the regional MOH to o 4=day seminar at the University of Khartoum.
Because several African countries, notcbly Tonzania and Tunisiaq, hole recent
experience using radio for health edi‘cation campaigns, an objective of the seminar
will be to bring together representctive of these projects with participants from the
U.S. and with senior government personnel to discuss development of radio in Sudan.
Funds and organizational capability and planning have been made available by AID
DS/ED through the Academy for Educctional Development i Washington for sim:lar
conferences in West Africa and elsewhere and s imilar currency support will be
requested by USAID/Sudan in this case.

A third training component provides 4 months of training for project mersonnel,
The nurpose is to send two program production staff members to ‘he Institute of Mass
Communications at the University of Nairobi during the fourth year,

Commodities: Commodities include o modest studio recording and editing capability
sufficient to produce good quality cassette tapes for use on Radio Juba. Printed
materials, posters, paper, canvas and other supplies ore also provided. One four=
wheel vehicle is provided for the program heod. In addition, two motorcycles are
Provided with one oilocated to the programming department in Juba cnd one to the
‘provincial field officer,

Local Personnel: Local personnel include an associate project director, an associate
‘production head, a print and poster producer, a studio technician and a secretary, who
are each part of the project from start up to mid-way through year three.
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Progrom producers are added similarly to a maximum of three in year five, Similarly
fieldworkers for utilization/evaluution support increase to four in the fifth year,

Temporary local personnel cre provided to support radio forums and particularly CHWs
who are asked to provide additional pregramming, utilization or evaluation services.

Costs for these project components are presented below:

Summery of inputs

Radio Forum Broadcasting Project: Southern Sudan

Technical Assistence $ LS
Long-term (expat) 36 pm 117 24
Commodities 85

Locel Personnel

Long-term (utilization/evaluation) 36 pm 24
(Production) 180 pm 70
202 118

" Other

Costs related to housing, vehicle and vehicle operations are included in overall
PHCP component,



ANNEX G

TRUE COPY

From : SECSTATE WASHDC

To : AMEMBASSY KHARTOUM

Info  : AMEMBASSY NAIROBI (REDSO/EA)

Subject: PID Review: Sudan Health Sector Support Project (650-0030)

1. PID approved by AA/AFR

2. AID/W Project Committee, with participation USAID Reps Chapman
and Holtaway, reviewed subject PID on 1/30/79 and recommended AA/AFR
approval. USAID authorized proceed with PP development for third
quarter submission and fourth quarter authorization and obligation.
PF should address concerns raised during committee review and dis-
cussed below.

3 Committee commends USAID 1n proposing subject dctivity to provide
broad-guaged support to key programs in Rural Health Services delivery,
including family planning. Several concerns do exist which should be
fully clarified in PP analyses, tncluding the sectoral rature of pro-
Ject, the absorptive capacity of the related institution, the project
recurrent cost burden on GOS, local cost financing and several imple-
mentation arrangements.

4. Sectoral nature of project: In summary, committee belfeves subject
activity constitutes a well-defined "Project"” and should be approved
as such, but 1s not presented with a "Sectoral® focus, i.e. with
components that contribute to the formulation or fmplementation of
collective strategy for rural health development, including family
planning. The degree of specificity in PID contributes to committee's
conclusion that this activity indeed constitutes a"Project". Believe
1t s possible to develop project along PID outline which provides
support to two specific programs in GOS' health plan. Analysis for
this rural health delivery project would focus primarily on the
institutions' implementation capacity with a general asszssment of
the technical, eccnomic, sociological aspects of their discrete
activities at specific project sites (e.g. 1n construction wells and
primary health care units),

5. Institutional absorptive capacity: As stated above, major job of
PP team will be to evaluate capacity uf institutions to effectively
absorb increase in funding for on-going programs. A closer examina-
tion historical budget appropriation/expendfture data on p.22 of PID
particularly relevant to this {ssue.

6. Recurrent zost implications: An Tntegral part of the institution
absorptive issue is the problem of recurrent cost financing and the
related concern of potentially increasing inflation. pp analyses
should assess the overall magnitude of implied recurvent cost of
project. S1ize of project and implications on austere GOS budget



should be subject of full and frank discussions with GOS, including
alternative ways of meeting these costs (e.g. user-costs and gradual
“phase-in" of GOS recurrent cost financing while phasing-out AID
recurrent cost financing). Committee agrees that GOS will have to
look for rural communities to fund increasing shares of these costs
efther with user-fees, specific taxation or octher means. Detailed
assessment and analysis of this and institutional absorptive capac-
Tty discussed above will be key determinant in PP review/approval
process.

7. Project Financing: (A) PID suggests PL 480 Title III financing
of lccal currency costs of project. While this is a commendable
attempt to integrate programs; USAID aware review/approval process
for Title I/I11 programs is an interagency mitter in which AID is a
participant, whereas project approval is essentially an AID matter.
Do not, tharefore, believe it appropriate to 1j1ik approvals. It
therefore necessary to identify alternative firznling arrangements
for thse costs 1n event Tilte I]I program rot apprcved as antici-
pated, e.g. Title I local currency generations, building local
currency generations into the project (e.g. sale of some imported
cummodities) or scaling down scope of project and financing some
iocal costs with direct dollar purchases of Sudanese pounds. Other
alternatives may exist for PP team exploration,

B. Committee concluded that reference to financing PV0O activities
via OPG's was inadvertent and that use of PVQ's as implementing
agents is contemplated.

8. AID/W suggests particular attention be given to recommendation
for purchase of a computer for Dept. of Vital Statistics {p. 16 of
PID), particularly in determining magnitude of additional manpower
and other recurrent cost requirements, Committee agrees this indeed
a worthwhile recommendation and that problem of mechanicil manipula-
tion of data may have broader significant implications for Sudan.
All, A4 requests USAID's assessment of this problem, and what gther
donors are doing to address probiem and alternative approaches for
AlD assistance. FYI PPC/PDPR willing provide TDY consulting
assistance 1f necessary. End FYI.

Vance



Septecber 24, 1979
AFR/DR/EAP, Morris McDaniel

Sudan Health Sector Support -~ 659=0030
USAID/Sudan, Mr. Gordon Pierson

Upoa receipt of the PP for the Health Ssctor Support Gramt, I
rejuestad & liaited mumber of copiles from dpplication which would
be used for an informal, technical review. As there was oo curreat
pressure to suthorize the project in FY 79, it appeared that the
praject might benefit fromw a thorough informal review of this sort
to assure that all the components in this extemsive complex project
“f£it". With this in mind I invited Tom Georges, DR/EN, Vic Weimrn,
DS/H, Abby Bloom, PPC/E and Jim Grahmm, DR/EAP to read the PP and

" informally meet to discuss it prior to launching it through the
formal resiew process. The following is a collactive impression
of the group's discussion and is provided as informal guidance.

1. A gsvaral coument was thet there was a wealth of information
in the smnexes which did not surface in the PP itself. Purther,
each of the components seem to inadequately address the relation-
ship of the given componant tec the other components in achieving
a solution. The FP did not fallow the process of (a) identifying
the problam (t) defining the solution (examiniang the proposed
solution's irpact on other components, a3 well a2s alternatives
to the proposed solution) and (c) describing how the solution
will in fact be implemented. The general consensus was that
the PP should be rewritten and that the components may require
restructuring aeithar due to implementational and/or budgetary
phasing.

2. Specific comments by component are prasented as follows:

A. PHCP - PP is fairly non-specific while annex is more of a
sariss of racommendations than a plan of acticn. Thers is
insdequate. recurrent caost and staffing acalysis. The
curriculum for training (especially the language to be
used in the scuth) should be descrided insofar ss who will
design curriculim, how the curriculum will be evaluated, -
what the refrasher coursesconsist of, and how the candidates
will be szlectad. Mantion should also be mede of the tschnical
and linguistic qualifications of the exvatriate technical
agsistance persomnel. The PP posits assumptions which chculd
be checked out regarding the availabiliry of the legistizs
supply advisor in the llorthern Primary Bealth Care oroject and
the certainty that AMREF ia fact wants to do thisg ra=sa=



c.

E.

substantial expansion of its type of activities in the south.
The zroup also suggested that more attention needed to be padii
to drugs: what is the intended “arsenal, how is drug procure-~
ment to be phased with an ope:atiopal logistic -supply system
(including warehouses); is the ~o0ld chain adequately addraased?
It was suggested that the drug slement aight be more effectively
iocluded in a CIP orce the health logistics are sorted out.

MCH - The problam addr:ised by this component is vaguuly
defined. Mors seriously, there appears to be a severe analytic
discontimiity between the social fabrie (man-woman realation-
ships) and the proposed solution (how are the MCH personnal,
who are necessarily women, going to ocbtainm both informed
guidance/instruction from higher level persomnel -end
coordination with colleag:ia VEW parsomnel - both largely
mils unless a completely acnarate parallel systen ig established.
If this is the case, 1s adequate analysis available to support
a £2ll scale activity or is a study/pilot project more appro-
priata. The group suggestsd that this component might need
sufficient additional anmalysis to preclude its ineclusion in
the present project.

!IS = The componsnt should includs more dimcussion on MIS

~ concepts as related to the problems in the L»alth sector

(quality of input by illiterate VHWs) with iess emphasis on
the techniques of informationm manipulztion.

Communications ~ This comporent operates on two levels:

(1) Broadcasting - which again has %o grapple wish the man-
woman social ralationship in terms of village utilization of
the information provided; and (2) Two-way radio - vhether the
system shouldn't be considersd for a multipliciry of rural
developuent needs (perizaps commencing & rural radio project
Tather than & healzh rilic componsnt). The group felt more
attantion on contant rather than techniques would be valiable
and that perhaps a pilot effort in the south uwsing AMRFY's
«xpeariencs elsewhers in Africa would be thae most appropriate
‘COITHE » . .

Groundwstnr. The group strongly suggested that this component
be omitted. A mumber of sarious gzps were noted:

(1) application of 611~B, (2) mention (in the IEE) of
upcapped wells, (5) inadequate analysis of potomrial use

for livestocik and gardening, (4) omisaion of MOH ip sira
selection process and (5) emission of discusgion of human
waste disposal and health educztisn. The ITOUD suggestad

that a separate rural water oroject encompassing the water


http:Conicati.ns

Teguirements for health, asriculturca, lireziech, eze., mimth:
Zaul a zidy, szleable pzzkara wifzy caull —mea aulciliy,

Three additional general comments rera: (1) the evaluation
should be dune b7 an impartial er xuatory, (2) the social
‘soundness analysir was superficial on the momads and

(3) 611-a on conmstiuction nornally 48 provided in a memo
from ATD engineering (in this case REDSOQ/ZA).

This commentary is intended to provide you with impresszions fronm
AID/W and is not intended to represent a formal review of the
project. Should the Mission concur with our recomnendation that
the paper be rewritten, AID/W would be glad to assist you in anyway
necessary to get the job dome.



ANNEX: H

Engineering Analysis of Construction Activities

1. Introduction

The Health Sector Project will finance construction of facilities
that suppor+ primary health care, training and logistics-supply programs
of the Minisi:y of Health. While the Ministry is following a general
six-year development plan, exact numbers and locations of all required
facilities cannot be specified at this time. The project construction
program represents only the highest priority req. irements for facilities.
Planning and implementation of construction priyrams will be the respon-
sibility of existing Ministries, Administraticns, Departments, Commissions,
Councils and Private Organizations (in the Southern Region) that perform
these functions now. This analysis will examine the capabilities of
these existing systems as well as the details of the actual physical faci-
Tities.

2. Requirements

a. Warehouses

Warehouse yacilities are required to receive, store and issue
project and other MOH commodities. The few existing facilities in the
country are totally inadequate. Twelve new warehouses are planned for
project financing, seven for the ncrthern provinces and five for the south.
Warehouses will be approximately 25 m. Tong 9 m. wide and 4 m. high at
the eaves.

b. Training Centers

The training division of the MOH and the project design team
have determined requirements that cannot be met by existing facilities in
the Sudan. New facilities are proposed for training of Nurse/Midwives and
Community Health Workers,

Village Midwifery training centers will be constructed at En
Nahud in North Kordofan and at Rumbek in Lakes Provinces. The centers will
have a capacity to train 25 students. Other regions of the country have
existing centers or plans for their construction by other donors.

Village midwives and Community Health Workers will be trained
at new facilities to be constructed at existing health centers. (Class-
room, dining and cormitory facilities are provided for twenty students
at one school in the west, and for ten to twelve students for the two
schools in the south. Existing health center staff will act as tutors.
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One Community Health Worker training center will ba constructed in
Bahr el Ghazal in the south. The facilities will accommodate twenty students
and two tutors,

C. DisEnsaries

The Ministry of Health plans to provide basic primary health care services
to rural populations at Primary Health Care Complexes, Ideaily, each complex will
consist of five Primary Heclth Care Units, backstopped by one Dispensary. Each PHCU
and Dispensary will provide initial services to 4,000 people. The Dispensary will also
provide c hig..er level of services to the 24,000 people covered by the whole complex.
PHCUs are being constructed throughout the country with self-help. The project will
finance construction of the larger, more elaborate Dispensaries in those provincas with
the greatest need. A fotal of twelve new Dispensaries (six in the western provinces
of South Kordofan, Nori: Darfur and South Derfur, six in the souther provinces of
Bahr el Ghazal, Lakes and Upper Nile) is proposed. Each facility includes housing
for two staff members,

d. Housing

Eleven houses will be constructed for AMREF personnel in the South. Five
type T1 houses will be constructed in Juba. Two type T2 houses in Lakes, and
Bahr el Ghazal will be constructed for personnel assigned to those areas. Two type
T2 houses will be ccistruzted for an existing health center ot Dolieb Hill in Upper
Nile Province.

e. MOH Expansion

Primary Health Care staff in Juba now use guest housing as office
space. There is space on the ground floor of the MOH headquarters for the offices,
but no funds to finish the work (floors and column supporting the finished second
floor are existing). The project will finance the completion of the PHC office

space,

3. Site Selection

Site selection will be the joint responsibility of the Soil Conservation,
Land Use and Water Programming Administration, the (PWC) Ministry of Health, the



Ministry of Construction and Public Works, the Commission of Surveys and village
councils, The MOH will determine what type and in what area facilities are required.
The Soil Cunservation, Land Use and Water Programming Administration will determine .
where, within that area, the deveicpment of water supply is most feasible, The
Commission of Surveys and local or village councils are sites will have io meet physical
criteria (e.g. adequate surface drainoge, traffic access, e*c.) established by PWC,

Once a need for a facility has been determined, the site sele:tion
process is based on technica! issues {Gvailubility of water, conformation with
village development plcis, etc,). This portion of the process has been used or
approved for use in other AID projects in the Sudan. Given the large number of
facilities proposed, the widely scattered locations, the difficulties and cost of
arranging travel and the limited USAID/Sudan manpower for monitoring, actual
USAID inspection of each site is unfeasible. Only occasional spot checks, to assure
USAID that the site selection process is working, are recommended.

Initially, closer monitoring of the process by which needs for
Dispensaries are determined will be reguired. USAID will with to see that the
limited project support to these programs are used to the maximum effectiveness
possivle. An equitable distribution besweer anc within regions and provinces is
necessary. There is no existing formalized process for making this deiermination,
but one will have to be developed by provincial and central MOH zHicials and
PVO personnel.

4, Plans and Specifications

The Health Projects Unit in the Architectural Section s.f PWC has
developed standard plans and specifications for PHCUS, Dispensaries and Training
Centers. The plans are designed for simplicity and versatility and can ve readily .
adapted to the different construction methods and materials used throughout the
country. Plans for PHCUs and Dispensaries have been previously approved for use
in AID's Northern and Southern Region Primary Health Care Projects,

PWC frequentiy imports prefabricated structures for large warehouse
requirements. This practice will be continued for . e warehouses financed for this
project. Warehouse sizes are based on requirements determined by a logistics and
supply expert, Floor plans are representative and building suppliers will be allowed
to adjust dimensions to correspond to their standard products, Prefavricated building
suppliers provide all plans necessary for constructing foundations and floors,



The expansion of the MOH headquarters in Juba will follow the existing
plan developed by the Ministry of Housing and Public Utilities in the south (drawing
number RMH/SR/77/4¢).

Foundations will be reinforced concrete or masonry strip footings, PWC
varies actual dimensions depending on local soil conditions cnd anticip=tad loods.
Reinforced concrete floor slabs for warehouses will be 15 cm. (6") thick. Floors of
Dispensary, Health and Training Center buildings will be 10 cm (4"} conerete or
brick sealed with a concrete surface and troweled to a smooth finish, Floors will
project high enough above grade to protect buildings from any surface water that
can be anticipated.

Walls of all buiidings (except prefabricated warehouses) will be
constructed of brick, stone or cement block, Interior surfaces will be smooth plastered
and painted to facilitate maintenance of clean and sanitary conditions. Where
unburned (sun~dried) brick is used, both interior und exterior surfaces will be plastered.
Roof trusses will be netal, designed.to support the designated roofing., Roofing will
be corrugated metal or asbestos sheeting, Doors and window frames will be metal,

Prefabricated warehouses will bave clear spans fro maximum use of
interior space and high gabled roof lines to facilitate building ventilation, All
structural components will be fabricated of steel or aluminum. Actual specifications
for live loads, wind loads, door and window locations and ventilction occessories will
be determined by PWC and USAID engineers, Use of local materials for non=load
bearing exterior walls will be considered if cos's and availability compare favorably
with prefabricated components,

]

Warehouses will use a combination of movable partitions and shelving
units to separate office and storage areas. In the South partitions also will be used
for equipment/vehicle maintenance areas.

5. Construction

The Ministry of Construction and Public Works is responsible for
erection of all government buildings in the Sudon and will be responsible for all
project construction activities in the North. PWC has a central officsin Khartoum
and departments, represented by Assistant Commissioners, in each province. Sections
of PWC handle design, procurement (both local and foreign), cost estimating,
confracting, transpertation and supervision. Actual construction is performed by force
account labor or competiiively procured private contractors.
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By U. S. standards, PWC performance is poor; construction times are
long ond building quality is low. For U.S. TA occupied facilities on other AID
projects in the Sudan, construction by private contractors, supervised or monitored
by U.S. or PMO project personnel has been recommended. At the same time,
however, it has been recognized that PWC built facilities are suitable to conditions
in the Sudan and are acceptable to the Sudanese people,

Southern Region activities will be administered by AMREF, the PVO
currently imglementing USAID's Scuthern Primary Heaith Core project. Coisrruction
will be performed by private contracrors and other PYOs operating in the South.
AMREF full time Project Manager will provide overall construction managerment and
supervision in collaboration with the Building Supervisor from the Primary Health
Care Project.

4. Implementation Schedule

Deloys in construction by PWC can be attributed to two major factors,
o lack of operating capital and fransportotion difficulties, The project will provide
PWC the copital, including foreign exchange, to cover materials and labor costs of
the proposed construction activites. Trucks procured for the logistics and supply
component of the project will be available for transport of materials to construction
sites. Foreign exchange will be provided for procurement of fuel,

With the project assistance, the determining construction time factors
become PWC marpower/management copabilities and transport constraints coused by
poor roads and bad weather, From discussions with PWC officials and other investi=
gations performed by USAID engineers, potential construction times of six months for
a Training Center facility, two months for g prefabricated warehouse (including
foundation), and one month for a Dispensary are estimated. The proposed construction
schedule reflects o more realistic estimate of PWC capabilities, with allowances
made f- “improved management and transportation arrangements as the project
progresses,

Construction time estimates for the Southern Region are based on
AMREF experience with their ongoing health project. The phasing proposed reflects
the limited private contractor capacity and availability of skilled.lebor in the
region as well as the total dependence on materials and fuel shipped from Kenya through
Uganda.

7. Cost Estimates
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Cost estimates for local construction are based on information from
the PWC Quantity Surveyor's and Architect's offices and on ofheriecenf USAID
project engineering analyses for theSudan. A basjc cost of $370/m” is used for
construction in the western regions of the coEntry. 25% is odded for construction
in the southern region, for a cost of $460/m°., An odditional 15% is added to all
building costs to cover site works, fences and ablution blocks.

Costs for prefabricated warehouses are based on quotations submitted
by suppliers in the U.S. ond on investigation performed by USAID engineers in
the Sudan. Foundation cests are estimated at 555/m2 in Port Sudan and Khartoum;
$80/m* in Darfuc and $88/m2 in the South, Transportation is estimated of 35%
of the structures cost to Port Sudan, 75% of the structures cost to the South via
Mombasa and $120/ton from Port Sudan to Khartoum, $200/ton to Kordofan and
$400/ton to Darfur. Erection is estimated ot 15% of the structures cost.

Current year cost estimates for each type of facility are:



Warehouse (232m2)
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Port Sudan Khartoum Kordofan Darfur South

Structure 15,100 15,100 15,100 15,100 15,100
Foundation 12,800 12,800 14,000 15,400 20,500
Transportation 5,300 5,30C 5,300 5,300 5,300
(13 tons) 1,600 2,600 5,200 6,000
Erection 2,300 2,300 2,300 2,300 2,300
Sub-Total 35,500 37,100 39,300 43,300 49,200
Site Works 5,300 5,600 5,900 6,500 7,400
Total 40,800 42,700 45,200 45,800 56,600

Hcusing (Costs are in U.S. Dollars)

Type Ty (total area of 148m2)

Compc..2at Cost (South)
Building 68,100
Site Works 10,200
Total Cost 78,300
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Type To (Model A) (Total area of 104 mz)

Component Cost (West) Cost (South)
Building 38,500 47,800
Site Works ) 5,800 7,200
Total Cost 44,300 55,000

Village Midwifery Training Center

Facility Quantity Area (mz)
Classroom 2 150
Office 2 20
Workroom 2 40
Storeroom 2 35
Dormitory 1 250
Kitch ~i/dining 1 150
Other 3 60
Total Area 750
Component Cost (West) (South)
Buildings 250,900 324,300
Site Works 39,100 48,600
2 Tp houses 88,600 110,000
482,900

Total Cost 388.600
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District Training Center (South)

Facﬂity Area (mz)
Classroom/dining 75
Dormitory 120
Total Area 195
Component Cost
Buildings 89,700
Site works 13,500
Total cost 103,200

District Training Center (2 East, 2 West)

Facility Quantity Area (mé)
Classroom 2 120
Workroom 1 20
Storeroom 1 20
Dormitory 1 200
Kitchen/dining 1 120
Other 3 60
Total Area 540
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Component Cost (West)
Buildings 199,800
Site Works 30,000
Total Cost 229,800

Community Health Worker Training Center (South)

Facility Quantity Area (mz)
Classroom 2 120
Cffice 2 20
Workroom 1 20
Storercom 1 20
Dormitory 1 200
Kitchen/dining ] 120
Other 3 60
Total Area 560
Component Cost (South)

Buildings 257,600

Site Works 38,600

2 Ty houses 110,000

Total Cost 406,200
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MOH Expansion (Juba)

Jotal area of 230 m2

Floors, Columns, Ceiling (unfinished)

are existing

Cost/m2 estimated at 50% of new construction cost
.50 x 460 = 230/m?

Total Cost = 230 x 230 = 52,900

Dispensary (Total area of 82n°)

Component ' (West) (South)
Buildings 30,300 37,700
Site works - 4,600 5,700
2 T2 houses 88,600 110,000
Total Cost 123,500 153,400

Inflation is estimated at 20% per year for construction costs and
materials from the U.S. and 40% for costs in the Sudan. First year
construction activities are assumed to take place in 1981. Inflation

factors for all years of construction are:

Project year FX (20%/yr) LC(40%/yr)
) .20 .40
2 .44 .96
3 .73 1.74
4 1.07 2.84



SCHEDULE FOR CONSTRUCTION
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Faci]itz
Province Year 1 Year 2 Year 3 Year 4
(East)
Red Sea Warehcuse
Warehouse
(Central)
Khartoum Warehouse
(West)
N. Kordofan Warehouse VMTC
S..Kordofan Warehouse DIST TC DISP
DISP
N. Darfur Warehouse DISP DISP
S. Darfur Warehouse DISp DISP
(South)
Bahr el Ghaza] Warehouse CHW TC DIST TC DISP
T2 House DISP
To> House
Lakes T House DISP
T2 House DISP
Warehouse
Jonglei Warehouse
Upper Nile To House DISP
15 House  DIST Te DISP
Warehouse
E. Equatoria T1 House
T1 House T1 House
T1 House
Warehouse MOH Expansion

T1 House
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Construction

Warehouse (Port Sudan 2)
Khartoum 1
Kordofan 2
Darfur 2)
South 5)

Village/Midwive TC iﬂf
S

Community Health Workar

1C (S)
District 1C ’H l{
s 2
Dispensary IH 6{
S 6
71 House (S 5)
T, House (S 6)

MOH Expansion (S)

Sub Total (4/80 Costs)

Inflation 201 Fx
" 402 LC

cosT st\_Rv

Year | Year 2 Year 3 Year 4 Year 5 A1l Years
LC FX Lc FX L FX LC FX LC FX LC FX Total
27200 54500
14200 28500
30100 60300
33200 400
94600 4831000
259100 129500
161000 3271900
135400 270800
153200 76600
34400 68800 34400 68800
329400 164700 164700 82300
102300 204500 204600 409000
104400 208800 26100 52200
54900 110100 | 36600 73400 18300 36700
17600 35300
358,600  717,500f 377200 524000 - 930600 978300 369300 491300 2035100 2712000 4747100
144000 231000 712200 527500 1614700 )614700
-143000 362100 1623000 1049400 N77590 3177500
539,300
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8. Administrative Arrangements

a. Approvals

After the Project Agreement is signed, personnel of the
Ministry of Health and Public Works ot the provincial and central levels, joined
by AMREF project staff in ii.e South, will develop work plans for programming the
first year construction activities. The plan will include sites, finol plans, cost
estimates, foreign procurement requirements and proposed construction schedules.
MOH and AMREF (in the South) approval of sites and plans, Town Council
approval of sites and Public Works approval of sires, plans and cost estimates
will be required. USAID appoval of the plan will be required before any
disbursements can be made. Actual first year obligations will be based on the

plan in this Engineering Analysis.

Obligation for all subsequent years will be based on USAID
approval of Annual Work Plans. These work plans will include the s me details as
the first year plan, plus imputs from project TA personnel in the North for infor=
mation (e.g.,actual costs and construction times) on construction in the previous
yecr. USAID will focus special attention on the priorities for proposed construction
and the feasibility of the plan given the previous year's performance.

b. Monitoring

USAID/S ard REDSO/EA engineers will be unable to perform
site, progress and final inspections of all tha consi:uction activities. The area to cover
is too large (the Sudan is about the size of the U.S. east of the Mississippi River)
and travel times are too long. In addition, construction components of other AID
projects must be managed,

To assist the AID engineer in the North, locc! Sudanese
engineering services will be contracted directly by USAID (with project funds) to
perform most monitoring functions. The local firm will inspect sites on a random, spot
check hasis, will review construction plans, cost estimates and Public Works procure=
ment activities, will monitor construction progress and will make final inspections,
AiD engineers will oversee the activities of the local firm and will occasionally
porticipate in actual site visits.

For activities in the Southern Region, AID will rely on the
services of AMREF's Building Supervisor and Project Manoger for most monitoring,
The system will be similar to that used in AID's ongoing Southern Primary Health
Care OPG,
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c. Disbursements

With its foreign reserves and balance of payments problems,
the GOS will Be unable to self-finance procurement of imported materials.
USAID will open letters of credit with U.S. banks for the foreign currency

components of each project years construction obligation. Public Works

will procure materials against that credit in accordance with the approved
Annual Workplan. USAID will provide advances to finance local currency
w:05ts while construction is underway. Schedules for advances and final
reimbursement procedures will be developed after Preparation of each

annual workplan.

d. Schedule of Activities

Action Months Date

ProAg signed 0 8/80
Initial Construction Workplans

(North and South) 5 1/81

Annual Workplan No. 2 17 1/82

Annual Workplan No. 3 29 /83

Annual Workplan No. 4 41 1/84

9. FAA Section
611(a) (as amended)

a. Planning
Analyses by the logistics, training and maternal child

‘ealth experts on the design team have shown that the Ministry of
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Health needs all the facilities planned for construction in this project
and more. New warehouses and training centers are required in all parts
of the country but the project will finance those in Just six northern
and five southern provinces. Within the seven provinces covered by the
project, a need exists for over 35C dispensaries; the project plans to
construct only 12. The limits on project construction are partly budge-
tary, but two other factors complement the decision to finance only a
portion of the MOH's construction requirements,

One of these factors is the MOH's capability to pro-
perly utilize new facilities. Their ability to operate the logistics-
supply system, to provide tutors and recruit students for training centers
and to properly staff dispensaries has heen assessed. As a result. a
c$nstruction program reflecting the capability to utilize facilities is
planned. '

The second factor is the capacity to construct new
facilities. In the North, the Ministry of Construction and Public Works
has a poor reputation largely undeserved, for timely completion of con-
struction programs, They hzve rarely been given the financila resources
necessary to fully utilize ..zir t:-hnical skills. Simply supplying the
financia{ resources will not make an immediate improvement. The adminj-
strative system has been long underutilized and time will be needed to get
1t functioning properly. The planned implementation schedule pro-northern
construction by the fourth project year,

The situation in the South is completely different,
but Teads to the same scheduling, The implementation agency, AMREF, will
subcontract to private contracters do ot have the administrative problems
of PWC, but are faced with considerable logistics constraints. Al] build-
ing materials and most fuel comes to the South from Kenya, through Uganda.
The conflict in Uganda halted all supplies for six months during 1978 and
1979. The border wzs earlier closed for three months as a quarantine
measure during an outureak of Green Monkey Disease. These are difficult
factors to plan for, but the implementation schedule for the South is con-
sistent with progress madz over the past few years.

The implementatioi schedule is alsu based on priori-
ties for construction as determined by the project design team. In general,
there are warehouses first, training centers second and dispensaries third.
If, during the 1ife of the project, USAID project managers and MOH officials

agree that priorities have changed, the phasing of construction activities
can be changed as well.
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b. Cost Estimates

ost
Private contractors and th atest in
veyors in Pyc, Costs have be

C. Determination
——="T'hation

The cons_.ruction plan developed by the Project desig-
ners is suitable and feasible given the project objectives, The cost

estimates ape reasonable ang reasonably fim, Therefore, the requirements

stated in Section 611 (2a) of the FAA (as amended) are determined to be met
by the construction program,

Drafted by s, Baker REDSQ/EA April, 24, 1980
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Totd UB. Funding $17.9 NMillion

Oste Prepared: JJune 19800
NARARATIVE SUMMARY ORJECTIVELY VERIFIABLE INGICATORS MEANS OF VERIFICATION IMPORTANT ASSUMPTIONS
Progam or Sector Gosl: The byoades objective te Monsures of Gosl Achlsverment:
which this project coniributes:

To laprove the health status of the
tural poor

Project Purpose:

In project area:

Decreased morbidity
Decressed mortslity

Conditions vhat will indicste purpose has been

fitatistlical data - MOU

Assumptions fcr schleving gosl targets:

-

2.

National priority for health
continues.

PHCP and MCII/FP services can
have meaosurable impact on health
status,

To strengthen the capablility of the GOS
to provide primary health care and MCH/

FP services In the reglons of the
project avea

schisved: End of project statin.

Rural PHCP/MCH/FP servicea
operational in seven provincea

Statistical dats.

Project evaluations and periodic
reports snd fleld tripe.

Assumptions for achieving purposs:

1. GOS cormitment to regionaliza-
tion continues.

2. GOS planning/budpgeting system

remains decentralized.

Outpura: 4 Mognitude of O:nputs: Aszumptions for achleving outputs:
1. Tralned front-line health personne! 1. 4863 perscnnel tratned i+ HOIl records 1. Trainable personnel available
2. Tratning factilitles constructed 2. 6 training facilitiea completed !, MPW recorda 2. MPW capaclty adequaLe for con-
). Dispensories conskructed 3. 12 dispensaries completed 3. MPW records satruction schedule
4. Loglstic/uvupply Facilities constracteds. 12 warehouses, 8 trucks §. MPW records 3. Sufficient trainers available
5. Radlo health education pProgram 5. 7 program cyclees produced and 3.
operatiounal :
6. MCH/FP tntegrated Into PHCP mervices
ot village level
7. Reglonal planning/{nformat fon sysiem

—preral jonal
Inpras:

repeated
6. 1860 trainees in MCH/FP

7. 3 reglonal plans/budgets develope

AMREF reporte

5. MMl records

¥

!’. Regtional budgets

AlD evaluation

to expand training systcws

Technical Aseistance-Long term - US

Short term- US
Conutruction - USacns
Casmod it las - us
Poctlcipant Tretning - us
lwcal Putsunusl Suppore - G03
istel Tralulug Suppust - Cus

nbey teare

implemermstion Terget (Type nd Quantity}

See Detailed Budget Table

2. USAID rontroller
3. AID/MW Controller

1. GOS Hinietry of Finance records

records
records

Assumptions for providing Inputs:

1. AID funding available on timely
hasia

COS bwdget support avaflable
GOS/AlD provide adequate
cownterpart fundling.

2.
J.
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ANNEX J: RELATIONSHIP AND CONTRIBUTION OF OTHER DONORS INCLUDING PV0s

The donor community, including foreign governments, bilateral and
multilateral organizations and private voluntary organizations, has been
very active in the Sudan. These activities have for the most part, been
small and have had a 1imited outreach.

To support the health care delivery system, $11.7 million was committed
in 1977.

Since 1972, special emphasis has been given to assisting the Southern
Region. According to a UNDP report of October, 1978, 50 donors are con-
tributing an estimated total of $132.3 million to the South, Of this
amount, a significant portion is allocated for project support costs due
to the high cost of implementing development projects in this region be-
cause of its isolation and 1imited infrastructure.

The project design team has made a concerted effort to assure that the
target population under the project does not receive duplicate assistance
from other donors.

Private Voluntary Organizations

The majority of private voluntary organizations (PV0) are church-
related groups. Their inftial involvement in the South was a response to
that area's relief needs following the Addis Ababa accord in 1972. Devastated
by 17 years of civil disturbance, the South desperately needed food, medi-
cines and clothing. As these irmediate needs were filled by the donor community
many groups began to look beyond the relief effort.

They found that assistancs was needed in construction, health, educa-
tion, agriculture and management. Each of the PVQs began to build on their
existing activities to include other areas of technical assistance. This
process, however, was not a coordinated and planned effort. PVOs identified
p;ojects in regions in which they were already working in order to "fill in
the gaps".

Some of the PV0s are very small groups working exclusively in rural
aieas. This isolates them from other groups conducting similar work. Though
there is a strong spirit of cooperation as far as sharing and lending of
supplies, little attempt is being made to coordinate their programs.

The larger and more active PVOs are briefly described below.

Sudan Council of Churches (SCC) - The SCC is the only indigenous PYQ
in Sudan. It maintains an office in Juba as well as one in Khartoum. There
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are approximately 60 administrative senior staff, most of whom are Sudanese.

For the past saven years, the SCC has been working in South on various
construction projects including building of hospitals. Recently they were
requested by the MOH to assist with the PHCP in Gederef.

A survey team assessed the PHCP needs in the Bentiu district of
Upper Nile Province in January 1979. Teams will alsc 1ock at other districts
in the near future. The areas in which the SCC is prepared to assist are:

- construction of dispensaries

- planning efforts through sociological studies of the community
and its leadership

- immunization programs

- training programs (the SCC is exploring ways it can assist with
training, particularly in conducting classes in the local language).

The SCC has its own logistics system to supply commodities to the
South. It is planning to help local communities set up self-supporting
pharmacies to improve the drug supply situation.

The SCC is also involved in a well-drilling project in Rumbek,
though the rig is presently not operating. Over the last two years, 27 wells
have been dug. In addition, the SCC is recruiting people for hand-dug wells
and hopes to construct 8 or 10 of these a year,

The major constraints cited by SCC in its work in the South were the
lack of government infrastructure, communications and transportation.

Catholic Relief Services (CRS) - CRS involvement in the Sudan began
with relief efforts in the South in 1972. Headquarters are now located in
Khartoum and programs are operating primarily in the North.

The main activity in the health area has been a nutrition program for
pre-school children,

CRS has also been involved in developing the water supply system in
Hella Mazo and a rural sanitation project in Torit District. Warehouses for
CRS donated food have been built in Khartoum and Kassala Province.

Proposed projects include expansion in nutrition, safe water and
primary health care.

The CRS cited particular constraints to program expansion as poor
infrastructure in the South and lack of transportation throughout the country,
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International Voluntary Services, Inc. (IVS) - IVS is currently in-
volved in safe water projects in the South and at Wadi Halfa. Staff are
surveying, testing and drilling wells in selected rural areas in Southern
Sudan. Drilling teams are recruited from the village and supplemented by
skilled workers. Through this local participation, the villagers learn

how to drill the well and, more importantly, how to keep it operating.

Ameng the chief constraints encountered by IVS was the lack of an
effective administrator for the program in the MOH. Improvement of the
infrastructure is critical to the success and continuation of rural water
programs.

Sudan_Interior Mission (SIM) - The <IM is an inter-denominational,
international organization begun in 1893 in what was then known as Sudan.
At present, SIM operates 1200 missions in nine countries in Africa. Its
work in Sudan began in 1937, but was terminated during the civil distur-
bance in the South. In 1972, SIM returned to the area to assist in relijef
work and development efforts.

Presently, SIM has a staff of 25 people inclucing two doctors and
nine nurses. Its health programs are concentrated in the northern section
of Upper Nile Province.

SIM's narticipation in the PHCP focuses on the building of dispensaries
in five locations. One is completed with the others, ncw in variocus stages
of construction, %o be finished by next year. Other activities include
helping to select PHCU sites, assisting in the selection of CHW trainees,
and the provision of simple curative activities. These include vaccinations
and anti-malarial drugs, information gathering of morbidity and mortality
statistics, and working with local midwives to "fill-in" until CHWs are
trained.

SIM has developed a two and a six year plan for assistance to the
PHCP. It will be submitted to possible donors for funding. The organizations
is also considering expanding its activities to Jonglei Province. A meeting
s scheduled for May to evaluate its current programs and assess the future
direction that SIM will take.

ACROSS - ACROSS was begun in 1972 as an umbrella organization primarily
for church-related relief efforts in the South. It now includes 15 develop-
ment oriented groups including three U.S. PVOs. In addition to its activities
in the South, ACROSS 1is doing some limited work in Southern Kordofan Province.

Health activities have been centered in Western Equatoria, Jonglei,
and Eastern Equatoria Provinces. Present policy states that ACROSS programs
shculd support primary health care instead of Timited curative programs.



ACROSS activities include:

1. Running of clinics with a function similar to that of
Government dispensaries.

2. Runaing of clinics specifically for mothers and children.
3. Mobile health outreach with both general and MCH clinics.
4. Rural water activities.

Personnel are provided until the Sudanese RMOH can staff the facili-
ties. In addition to curative care, health education and health promotion
activities are provided, often through Sudanese helpers who have been trained
for this activity.

ACROSS clinics include antenatal care, immunization of pregnant mothers
with tetanus toxoid, regular children's clinic as well as curative functions.
These are located at Bahr 0lo, Yeri, Mvolo and Wulu.

Mobile health outreach work is done from bases at Mundri, Wandi and
Lui. General curative clinics are held in villages where there are no
other health services. Under-five year olds are brought in for regular
assessment. Local Sudanese women have been trained in health care for young
chi’dren and pregnant women.

ACROSS has also been involved in community awareness activities and
has helped in the planning and implementation of the PHCP. When a PHCU is
established, ACROSS ceases activities in that location, however, the nurses
are available to the new CHW to discuss his work and problems he may face.

ACROSS is now doing survey work in the pre-implementation phase of a
pilot program for PHCP for semi-nomadic tribes. Planning is underway to
test the feasibility of local-based village midwifery programs for traditional
midwives who would be able to provide a satisfactory level of MCH care in
their own communities.

ACORD/CUSO - These two groups are made up of European and Canadian
organizations. Staff is currently working in the Southern and Western
Provinces to assist in implementing the PHCP. Their activities include
supervision of CHWs and NCHWs, community education and rural water activities.

AMREF - AMREF is a U.S. organization based in Nairobi and currently
implementing the Southern Sudan Primary Health Care Program. This program
is discussed in the project paper.

Norwegian Church AID (NCA) - NCA 1is providing rural development assis-

tance in the Torit ang Kapoeta Districts of Eastern Equatoria. A large
expatriate staff of 44 neople are providing expertise to several sectors
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including health. It is a well organized effort with support stations in
Juba and Nairobi to provide logistical help and supplies.

Lutheran World Federation (LWF) - This organization has been mainly
involved in construction of health centers and PHCUs. In addition, 1t
provides drugs, equipment and educational material to hospitals, health
centers, and dispensaries in the South.

It is expected that in the future LWF will do less construction and
concentrate on development activities in the health sector.

German Medical Team - This team is functioning in Eastern and Western
Equatoria Provinces with programs 1in construction, renovation, training,
MCH and immunization services, and a water program. Construction involves
new dispensaries. In the training area, tutor nurses have been provided for
training medical assistants, CHWs and village midwives.

Misereor - An institute for the training of several categories of
health personnel is in the process of construction and should be available
within two years. This institute at Wau will train health visitors, medi-
cal assistants, nurse midwives and sanitary-overseers,

Damien Foundation - This group operates a leprosy control program
for Upper Nile and Jonglei Provinces in addition to a health center in
Mongalla.

Other International Donors - Other international donors include the
UNDP, WHO, Federal Republic of Germany, United States, the United Kingdom,
the Netherlands, and the African Development Bank. Their commitments
include technical assistance, drugs, equipment, vehicles and construction
activities to support the PHC and SW programs.

The African Development Fund is negotiating a $7 million loan with
the GOS to supplement the resources for implementing the PHCP.

The project will provide assistance to Northern and Southern Darfur,
Blue Nile and White Nile Provin-as for a period of three years. Activities
will include:

construction of 25 dispensaries and 125 PHCUs;

equipment and instruments for those dispensaries and PHCUs;
vehicles;

long and short te¢ w technical assistance.

The Netherlands Technical Assistance Program

During 1978-79 the Dutch provided approximately three and a half
million dollars to the primary health care system, primarily for instruments
and drugs for primary health care units, (PHCUs) and provision of safe
water supplies in some rural areas. South Darfur in the North, and Jonglei
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they are constructing a CHW training school at Baidit including equipment
and water supply and expect completion in October 1980. They are also
sponsoring a village survey in Jonglei to identify TBAs and have requested
UNICEF assistance with training and provision of midwifery kits for the
trained TBAs.

In North and South Darfur the Dutch are providing assistance with
construction and equipment of six PHC complexes each consisting of one
dispensary, five primary health care units and one medical assistant's
house.

It is likely that the Dutch will also provide assistance in Kassala
Province, although no decision has yet been reached on the form this
assistance will take.

UNICEF is providing assistance to the Primary Health Care Program
in several areas, including orientation training of all levels of health
workers, the provision of basic drug supplies to the 1760 primary health
care units throughout the country and implementation with WHO technical
assistance of the expanded progrem of immunization (EPI). The pilot phase
of the EPI has been completed in Khartoum, Port Sudan, Wad Medani and
Gezira province. The program will shortly be extended to include 35 areas
throughout the country. Orientation training for all medical officers,
nurses, health visitors and midwives is scheduled to be completed in 1982.
UNICEF is also beginning a distribution and training program to encourage
the use of oral rehydration salts, as an integral part of the primary
health care program,

WHO

WHO, in cooperation with the Ministry of Health has developed a major
$160 million health project designed to control water-borne diseases,
including malaria, bilharzia and the diarrheal diseases, in the Sudan's
irrigated agricultural schemes. The project got underway in 1979, and
plans to develop alternative methods for prevention and control of water
borne diseases, over a period of ten years. A donor meeting in February
1980 solicited contributions from international donors.

WHO is also intending to undertake a project to enhance the quality
of planning/budgetting at the provincial level. Details of this project
were unavailable but it is expected to complement USAID activities in this
area.

Catholic Relieve Services

CRS involvement in the Sudan began with relief efforts in the South
in 1972. Headquarters are now located in Khartoum and programs are operat-
ing primarily in the North, including Khartoum, Kassala, and Red Sea pro-
vinces and Wadi Halfa.
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The main activity in the health area has been a nutrition program
for pre-school children. During FY 79 under PL 480, Title II, CRS provided
30,000 pre-school children with food supplements of non-fat dry milk and
oil. '

Within the three cities of Khartoum, Khartoum North and Omdurman
CRS 1is supporting under-five clinics in 33 health centers. The children
are weighed, immunized, given supplementary food and the mothers are taught
basic nutrition.

CRS has also been involved in developing the water supply system in
Hella Maza and a rural sanitation project in Torit District in the South.
Warehouses for CRS donated food have been built in Khartoum and Kassala
province,

Proposed projects include expansion in nutrition, safe water and
primary health care. Among these is funding of primary health care orienta-
tion courses in the 12 northern provinces, in cooperation with UNICEF and
participation in a multi-donor rural development project in Wadi Halfa.

CRS cited particular constraints to program expansion as poor infra-
structure in the South and lack of transportation throughout the country.



ACTIVITY SCHELULE

Activity

PP submitted to AID/W
PP approved

Pro Ag signed

PIO/T sent to AID/W
RFP issued

AMRF contract signed

AMRF commences procurement, p
vehicles, furniture, offic

PIO/C issuei for trucks & veh
North

Warehouses (prefac elements)
Housing(S) commenced

Contract (N) bidders submit
Initial drug supply ordered
Initial MCH/FP supply ordered
WH equipment ordered

Contract signed (N)

Proj. Mgr (N) on site |

TA (LT) (S) on site

TA (LT) (N) on site

Housing (S) completed
Office equip., furniture, veh

Warehouses installed

Warehouse equip. arrives

Month
of Year

Month
of Project

6/80
7/80
8/80
9/80
10/80
11/80

roj. mgr. .
e equip. 11/80

icles for
11/80

ordered 11/80
11/80
1/81
2/81
2/81
2/81
3/81
5/81
5/81
5/81

5/81
icles arrive 5/81

8/81
8/81

12
12
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Annex K

Resg. Agent

USAIG/S
AID/W
USAID/GOS
USAID
AID/W
AID/W

AMRF

USAID/S
USAID/S
AMRF
AID/W
AMRF/USAID
AMRF/USAID
USAID
AID/W

CTR

AMRF

CTR

AMRF
USAID/AMRF

GOS
GOS



Activity

Trucks arrive

MCH/FP supplies arrive

Urugs arrive

1st Trg. centers const. starts
RMOH (S)

Try. Center equip. ordered

RMOH extension complete

Radio equip ordered

Ist Trg. Centers complete

Trg. equip arrives/installed
2nd Trg. Center starts construction
In-depth evaluation

Radio equip. arrives

Radio producer arrives

Prov. Coord (N) Darfur arrives
1st Disp. equip. ordered

First disp. construction starts
First disp. complete

First disp. equip. arrives
Second Trg. centers complete
Second Disp. construction starts
Second Disp Complete

Third Disp. construction starts
Third Disp. complete

Final Evaluation

TA departs

Month Month Resp. Agent
of Year of Project

8/81 12 CTR/AMRF
8/81 12 CTR/AMRF
8/81 12 CTR/AMR
8/81 12 GOS

8/81 12 GOS

11/81 15 CTR/AMRF
1/82 17 GOS

5/82 21 AMRF

8/82 24 GOS

8/82 24 CTR/AMRF
8/82 24 GOS

9/82 25 AID/CTR/AMRF/GOS
11/82 27 AMRF
11/82 27 AMRF

11/82 27 CTR

11/82 27 AMRF/CTR
1/83 29 GOS

5/83 33 GOS

5/83 33 CTR/AMRF
8/83 36 GOS

1/84 41 GOS

5/84 45 GOS

1/85 53 GOS

5/85 57 GOS

9/85 61 AID/CTR/AMRF/GOS
11/85 63 CTR/AMRF
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IEE AND ENVIRONMENTAL ANALYSIS
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PROJECT DESCRIPTION

The goal of the project is to increase the access of the Sudanese people,
especially the poor majotity living in rural creas, to improved health services,
Project purpose is to assist the Ministries of Health in the North and in theSouth
to overcome constraints to the implementation of Sudan's National Health Program,
a program which has as one of its priority objectives to increase the access of the rwr al
poor to health services. The project will support government programs in Primary
Heclth Care. 1t will also strengthen rurai Mother and Child Health activities and
initiate activities designed to strengthen the overall management ability of the Health
Ministries.

Specific project activities include warehouse construction, medical training
of midwives, other personnel, and budget support for the purchase of drugs and

other medical supplies.

DISCUSSION OF IMPACTS

Lend Use

There will be no physical alteration of the land as such, No major changes
in drainage or nun—off patterns are anticipated.

There may also accur a short=term increase in population as infant mortality
is reduced through improved preventive and curative health services and mother

and child care.

Water Quality

No activities affecting the quantity or quality of water are to be undertoken
in this project,

Afmoseheri c

None



Neatural Resources

No use of natural resources is expected.

Cultural

There are a number of cultural constraints to improved health among the target
population which will be examined by the social scientist on the PP team.

Socioeconomic

There are no activities in the project that should have any major effect on
settlement patterns, economic/employment patterns or other socioeconomic factors,

Health

The project activities are all designed to improve the health of the rural
populations of Sudan. No changes in the environment or the ecosystem will occur
that would adversely affect the health of human or animal populaf on.

Construction

In regard to the envirommental aspects of the construction proposed
under the project, this is the joint responsibility of the Soil
Conservation, Land Use and Water Programming Administration (SCLUWPA),
the Ministry of Constructicn and Public Works (PWC), the Ministry of
Bealth (MOH), and the Commission of Surveys and Village Councils
(Csve) .

The MOH will determine what type and in what area facilities are
required. The SCLUWPA will determine where, within the selected
area, the development of water supply is most feasible. The CSVC
will determine if the sites have met physical criteria (e.g. adequate
surface drainage, traffic access, etc.) which are established by the
PWC.

General

None

Recammendation for Envirommental Action
A negative determination is recammended.



IMPACT [DENTIFICATION AND EVALUATION FORM

Impact Arsas and Sub-Areas

A. LAND USE

1.

Changing the characier of the land through:

3. Increazsing the population

Impact
Identification
and

Evaluation

b. Extracting natural resources

€. Lland clearing

d. Changing soil cnaractar

Altering natural defenses

Foreclosing important uses

Jeopardiztng-man or-his~work<s-

Traffic access

Land use planning

Squatter, other devalopment

-B. WATER QUALITY

1.
2.
3.

Physical state of watar

Chemical and biological states

Ecological balance

C. ATMOSPHERIC

1.
2.
3.

Afr additives

Air pollution

Noise pollution




NATURAL RESOURCES

, .

N

-

N

1. Diversion.'altered use of water

5. Irreversible, inafficient comm{tments
3. Wildlife

CULTURAL

1. Altering physical symbols

2. Dilution of cultural traditions
SOCIOCECONOMIC

1. Changes in economic/employment pattarn;
2. Changes {n population

3. Changes in cultural patterns

4. Dislocation and relocatior of area residents
5. Support facilities

HEALTH

1. Changing a natural environment

2. Eiiminating an ecosystem element

3. New pathwavs for disease vectors

4. Safety provisions

T



ANNEX M,

Conditions, Covenants and Negotiating Status

1. Conditions

a. Except for ocean shipping, goods and services financeg
by AID under the project shall have their source and origin in the
cooperating ccuntry or in countries included in Geographic Coae 941,
except 2s AID may otherwise agree in writing.

b. Prior to provision of commodity or financial assistance
to those fnstttutions participating in various research studies and
surveys under the oroject, the Grantee will furnisn in form ana sub-
stance satisfactory to USAID a comprehensive statement of objectives,
methodology and procedures to be applied in the copduct of the various
studies, surveys, and analysis to be performed. Sfaffr and other GOS
resources to be applied wili also pe described in detaili.

2. Covenants

a. Within ninety days from the date or the Project Agreement
or such later date as USAID may agree to in writing, the Grantee will
submit a report indicating, inter alia, (a) the steps being taken to

provide the admintstrattve,-Technical staff and’other-persbnne1-fequ1réd’
for tne project, (b) the steps being taken to allocate adequate financiai
resources, on a timely basis, in support of the project, and (c) such
other information as USAID may reasonably .2quire to gauge the progress
cf the Grantee in providing requisite project tnputs on a timely basis.
Tne Grantee w11l provide pericdic updates of this report at times to be
spectfied in project implementation Tetters.

b. The Grantee will covenant to make al] necessary budgetary
allocations, on a timely pasis, as these requirements are described in
the Project Agreement.

€. The Grantee will covenant to allot adequate land tor all
structures to be built under the project.

d. The Grantee will covenant to provide all required counter-
part personne! on a timely basis. Such personnel will be qualified to
perform tneir assigned duties and will not be removed by the Grantee
from tneir positions without prior consuitation with USAID.

e. The Grantee will covenant to provide a1l required partici-
pant trainees and will assure that such trainees, upon completion of their
stuates, will pe assignea to positions within the project commensurate
H;t?othe nature and lavel or training required, as may be acceptable to

SAID.
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f. ~ The Grantee covenants that it will expedite, to the maximum
extent possiblz, clecrance through port and customs of project financed or related
commodities and materials,

ge The Grantee will submit to USAID for approval the design, specifications
cast and location of all facilities to be constructed under the project,

h. The Grantee will submit to USAID for approval auditing procedures to
ensure the accountability for project commodities, particularly those classified as non-
expendable.

ie The Grantee will covenant to establish within the Ministry of Health
a Project Implementation Unit (PIU) which will be headed by a Project Director who
will be appointed by the Minister of Health. He will report directly to the Under
Secretary of Health and will be responsible for coordination all aspects of the Northern
project component within the MOH and RWC and in the participating Northern provinces.
The PIU will be established ninety days from the date of the Project Agreement or such
!ater date as USAID may agree to in writing.

ie The Grantee will cavenantto establish in the South a Project Coordinating
Committee (PCC) for the purpose of coordinating the PHCP and SWP components of the
project. The committee will be chaired jointly by the Regional Ministers of Health and
Agriculture or their designated representative. Other members of the committee will
be the Director of the Primary Health Care Program, the AMREF staff public health
engineer and other members as designated by the Agriculture and Heclth Ministers,

The PCC will be established ninety days from the date of the Project Agreement
or such later date as USAID may agree to in writing.

3. Negotiating Status

The project design, comm’tments, timing and other details have been discussed
at length with the principal negotiating arms of the GUOS, the Ministries of Health in
Khartoum and Juba, as well as other concerned National Ministries.,
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5C(1) - COUNTRY CHECKLIST

GENERAL CRITERIA FOR COUNTRY ELIGIBILITY

1.

FAA Sec. 116. Can it be demonstrated
that contemplated:-assistance will
directly benefit the needy? If not, has
the Department of State determined that -
this government has engaged in a consise
tent pattern of gross violations of
internationally rzcognized human rights?

FAA Sec. 481. Has it been determined

that the government of recipient country
has failed to take adequate steps to
prevent narcotics drugs and other con-
trolled substances (as defined by the
Comprehensive Drug Abuse Prevention and
Control Act of 1970) produced or processed,
in whole or in part, in such country, or
transported through such country, from
being sold illegally within the juris-
diction of such country to U.S. Government
personnel-or their dependents; ~ar-from
entering the U.S. unlawfully?

FAA Sec. 620(b). If assistarce is to a
government, has the Secretary of State
determined that it is not controlled by
the international Communist movement?

FAA Sec. 620(c). If assistance is to a
government, is the government liable as
debtor or unconditional guarantor on any
debt to a U.S. citizen for goods or serv-
icas furnished or ordered where (a) such
citizen has exhausted available legal
remedies and (b) debt is not denied or
contested by such government?

FAA Sec. 620(e)(1). 1If assistance 1s to a

government, has it (including government
agencies or subdivision) taken any action
which has the effect of nationalizing,
expropriating, or otherwise seizing

ANNEX N
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No

Yes

No
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ownership or control of property of U.S.
citizens or entities beneficially owned
by them without taking steps to discharge
its obligations toward such citizens or
entities?

FAA Sec. 620(a), 620(f); FY 79 App. Act

Sec. 108, 114 and 606. 1s recipient

country a Communist country? Wil) assist-
ance be provided to the Socialist Republic
of Vietnam, Cambodia, Laos, Cuba, Uganda,
Mozambique, or Angola?

FAA Sec. 620{i). Is recipient country in
any way invoived in (a) subversicn of, or
military aggression against, the United
States or any country receiving U.S.
assistance, or (b) the pianning of such
subversion or aggression?

FAA Sec. 620(j). Has the country per-
mitted, or failed to take adequate measures
to prevent, the damage or destruction, by
mob action, of U.S. property?

FAA Sec. 620(1). If the country has
ailed to institute the investment
guaranty program for the speci’ic risks
of expropriation, inconvertibility or
confiscation, has the AID Administrator
within the past year considered denying
assistance to such government for this
reason?

FAA Sec. 620(0); Fishermen's Protective

Act of 1967, as amended, Sec. 5. If

country has seized, or imposed any penalty
or sanction against, any U.S. fishing
activities in international waters,

a. has any deducéion required by the
Fishermen's Protective Act been made?

b. has complete denial of assistance
been considered by AID Administrator?

No

No

No

No

No

Sudan has taken no
such action.
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1. FAA Sec. 620; FY 79 App. Act Sec. 603.
{a) Is the government of the recipient
country in default for more than six
months on interest or principal of any
AID loan to the country? (b) Is country
in default exceeding one year on interest
or principal on U.S. loan under program
for which App. Act appropriates funde? No

12, FAA Sec. 620(s). If contemplated assist-
ance is development loan or from Economic
Support Fund, has the Administrator taken
into account the percentage of the country's
budget which is for military expenditures,
the amount of foreign exchange spent on
military equipment and the amount spent
for the purchase of sophisticated weapons
systems? (An affirmative answer may
refer to the record of the annual "Taking
Into Consideration” memo: “Yes, as
reported in annual report on implementa-
tion of Sec. 620(s)." This report is
prepared at time of approval by the
Administrator of the Operational Year
Budget and can he .the.basis.for-an affirm--
ative answer during the fiscal year unless
significant changes in circumstances

occur.) N/A

13. FAA Sec. 620(t). Has the country severed The GOS severed dip-
diplomatic relations with the United lomatic realtions with
States? If so, have they been resumed and the U.S. in 1967, but they
have new bilateral assistance agreements were resumed in 1972. The
been negotiated and entered into since 1958 bilateral Assistance
such resumption? Agreement was recor.f{rmed

and remains in effect.
14. FAA Sec. 620(u). What is the payment
status of the country's U.N. obligations?
If the country is in arrears, were such
arrearages taken into account by the AID
Administrator in determining the current
AID Operational Year Budget? Current

15. FAA Sec. 620A, FY 79 App. Act, Sec. 607.
Has the country granted sanctuary from
prosecution to any individual or group
which has committed an act of inter-
national terrorism? No




16.

17.

FAA Sec. 666. Does the country object,

on basis of race, religion, national

origin or sex, to the presence of any
officer or employee of the U.S. there to
carry out economic development program
under FAA?

FAA Sec. 669, 670. Has the country,

after August 3, 1677, delivered or
received nuclear enrichment or reproces-
sing equipment, materials, or technology,
without specified arrangements or safe-
guards? Has it detonated a.nuclear
device after August 3, 1977, although

not a "nuclear-weapon State" under the
nonproliferation treaty?

B. FUNDING CRITERIA FOR COUNTRY ELIGIBILITY

1.

Jevelopment Assistance Country Criteria.

a. FAA Sec. 102(b)(4). Have criteria
been established and taken into account
to assess commitment progress of country
in effectively involving.the .poor in. .
development, on such indexes as:

(1) increase in agricultural productivity
through small-farm labor intensive agri-
culture, (2) reduced infant mortality,
(3) control of population growth, (4)
equality of income distribution, (5)
reduction of unemployment, and (6)
increased literacy.

b. FAA Sec. 104(d)(1). If appropriate,
is this development (including Sahel)
activity designed to build motivation

for smaller families through modification
of economic and social conditions sup-
portive of the desire for large families
in programs such as education in and out
of school, nutrition, disease control,
maternai and child health services, agri-
cultural production, rural development,
and assistance to urban poor?

No

No

Yes

Yes



2.

Economic Support Fund Country Criteria,

a. FAA Sec. 502B, Has the country
engagec in a consistent pattern of gross
violations of internationally recognized
human rights?

b. FAA Sec. 533(b). Will assistance
under the Southern Africa program be pro-
vided to Mozambique, Angola, Tanzania, or
Zambia? If so, has President determined
(and reported to the Congress) that such
assistance will further U.S. foreign
policy interests?

C. FAA Sec. 609. If commodities are to
be granted so that sale proceeds will
accrue to the recipient country, have
Special Account (counterpart) arrange-
ments been made?

d. FY 79 App. Act Sec. 113. Will assist-
ance be provided for the purpose of aiding
directly the efforts of the government of
such country 1o Tepress—tihe: tegitimate
rights of the population of such country
contrary to the Universal Declaration of
Human Rights?

e. FAA Sec. 6208, Wil] security sup=
porting assistance be furnished to
Argentina after September 30, 19787

No

N/A

N/A

No

N/A



5C(2) - PROJECT CHECKLIST

A. General Criteria for Project

]l

2.

FY 79 App. Act Unnumbered; FAA Sec. 653(b);

Sec. 634A.

(a) Describe how Committees on Approp-
riations of Senate and House have been

or will be notified concerning the proiect;
(b) 1s Assistance within (Operational VYear

Budget) couniry or international organ-
ization allocation reported to Congress
(or not more than $1 million over that
figure)?

FAA Sec. 611 (a)(1). Prior to obligation in

excess of $100,000, will there be
(a) engineering, financial, and other plans
necessary to carry out the assistance;

(b) a reasonably firm estimate.of the_cost
to the U.S. of_the assistance?

FAA Sec.611 (a)(2). If further legislative
action 1s required within recipient country,
what is basis for reasonable expectation
that such action will be completed in time
to permit orderly accomplishement of purpose
of the assistance?

FAA Sec. 611 (b): FY 79 App. Act Sec. 101
If for water or water related land resource

construction, has the project met the standards

and criteria as per the Principles and

Standards for Planning Water and Related Land

Resources dated Oq}ober 25, 19737

FAA Sec. 611 (e). If project is capital
assistance (e.g., construction), and all

U.S. assistance for it will exceed $1 million,

has Mission Director certified and Regional
Assistant Administrator taken into consider-
ation the country's capability effectively
to maintain and utilize the project?

ANNEX N

Committees will be rotified
using special Congressional

notification.

Yes

Yes

Yes

N/A

N/A

Yes
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11. FAA 601(e). Will the project utilize The contractor for
competitive selection procedures for the northern project act-
a~ ~ding of contracts, except where appli. ivities will be selected
cable procurement rule. allow otherwise? by competitive procure-

ment. It {s proposed
that procurement of
services for all southern

activities, be don~ on the
baﬁscfnon-compeﬁﬁve
procurement,

12. FY 79 App. Act Sec. 608. If assistance
1s for the productfon of any commodity
for export, is the commodity 1ikely to
be in surplus on world markets at the
time the resulting productive capacity
becomes operative, and is such assistance
11kely to cause substantial injury to the
U.S. producers of the same, similar or
completing commodity? N/A

B. Funding Criteria for Project

1. Develooment Assistance Project Criteria

Extent to which activity will (a) specifically to provide
effectively involve the poor devel= health services in rural
opment, by extending access to economy areas, utilizing para-
at Jocal level, fncreasing labor- technician health personnel
intensive production and the use of appro- )
priate technology, spreading investment
out from the cities to small towns
and rural areas, and insuring wide
participation of the poor in the
benefits of development on a sustained
basis, using the appropriate U.S.
institutions; (b) help develop cooperatives,
especially by technical assistance, to
assist rural and urban poor to help
themselves toward better 1{fe, and
otherwise encourage democratic private
and local governmental instituticns;
(c) support the self-help efforts of
developing countries; (d) promote the




participation of women in the
national economies of developing
countries and the improvement of
women's status; (e) and utilize
and encourage regional cooperation
by developing countries?

FAA Sec. 103, 103a, 104, 105, 106, 107.

Is assistance pefng made available:

(include only applicable paragraph

which corresponds to source of funds used,

If more than one fund source is used for

project, include relevant paragraph for

each fund spurce.) N/A

(1) (103) for agriculture, rural
development or nutrition; if so,
extent to which activity is specifically
designed to increase productivity
and income of rural poor; (1C3A) if
for agricultural research, is full
accpdunt taken of needs of small

farmers: N/A

(2) (104) for population planning under The entire focus of the
sec, 104(b§ or health under sec. project is towards
104(c); if so, extent to which providing low-cost
activity emphasizes low-cost, health services to the

inteyrated delivery systems for health ryral poor, with special

nutritior and fami¥y planning for emphasis on maternal
the poorest people, with particular and child health which
attention to the needs of mothers includes child spacing

and young children, using para- and nutrition activities.

medical and auxiliary mecical person-
nel, clinics and health posts, comm-
ercial distribution systems and

other modes of community research.

(3) (105) for education, public admin-
istration, or human rescurces devel-
opment; if so, extent to which activity
strengthens nonformal education, makes
formal education more relevant,
especially for rural families and
urban poor, or strengthens maragement
capability of institutions enabling the
poor to participate in development; N/A
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(4) (106) for technical assistance,
energy, research, reconstruction,
and selected development problems; 1f
S0, extent activity 1s:

(1) technical cooperation and
development, especially with
U.S. private and voluntary
Or regional and international
development, organizations;

(11) to help alleviate energy problems;

(111) research into, and evaluation of
economic development processes
and techniques;

(1v) reconstruction after ratural or
manmade disaster;

(v) For special development problem,
and to enable. proper :utilization-
of earlier U.S, infrastructure, edc.,
assistance;

(vi) for programs of urban development,
especialiy small labor-intensive
enterprises, marketing svstems, and
financial or other institutions to
help urban poor participate in
economic and social development. N/A

(5) (107) is appropriate effort placed on use
of appropriate technology?

(d) FAA Sec. 110(a). Will the recipient
country orovide at least 25% of the
costs of the program, project or
activity with respect to which the
assistance is to be furnished(or has
the latter cost-sharing requirement
been waived for a "relatively least- ‘
developed" country)? Yes

(e) FAA Sec. 110(b). Will the grant for Yes, The Sudan is a
capital assistance be disbursed “relatively least-
for project over more than 3 years? developed" country. There-
If so, has Justification satisfactory fore this requirement does
to Congress been made, and efforts not apply.




(f)

(g)
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for other financing, or is
the recipient country "relatively
least-developed"?

FAA Scc. 281(b). Describe extent -
to which program recognizes the
particular needs, desires, and
capacities of the people of the
country; utilizes the countries
intellectual resources to encourage
institutional development; and
supports cigil education.

FAA Sec. 122(b). Do2s the
activity give reasonable promise
of contributing to the development
of economic resources, or to the

increase of productive capacities and

self-sustaining economic growth?

Development Assistance Project Criteria

(Loans Only)

FAA Sec. 122(b).

Information and

conclusion on capacity of the country
to repay the loan, including

reasonableness of repayment prospoects.

FAA Sec. 620(d).

If assistance is for

any productive enterprise which will
compete in the U.S. with U.S. enterprise,
1s there an agreement by the recipient
country to prevent export to the U.S.
of more than 20% of the enterprise's
annual production during the life of

U.S. asststance in
the Sudan places emphasis
on encouraging economic,
social and political
institutions required
for a viable democratic
society. One purpose
of this project is to
develop and strengthen
administrative and
technical institutions
in the GOS. Another
purpose will be to
improve the training of
health perzcnnel in the
Country.

Project Paper contains
economic and social
analysis. While there is
no accepted formula
which demonstrates a
direct production (or
economic) resporse to
improved health care,
such a relationship is
generally assumed.

N/A



N-11

the loan? N/A

3. Project Criteria 3olely for Economic Support

Fund

FAA Sec. 531(a). Will this assistance

support promcte econcmic or political

stabi1lity? To the extent possibie, does

1t reflect the policy directions of

section 1027 N/A

FAA Sec. 533. Wil1 assistance under

this chapter be used for military,
or paramilitary activities? N/A
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5C(3) - STANDARD ITEM CHECKLIST

Procurement

FAA Sec. 602. Are there arrangements to

permit U.S. small business to participate

equitably in the furnishing of goods and
services financed?

FAA Sec. 604(a). Will all commodity pro-

curement financed be from the U.S. except
as otherwise determined by the President
or under delegation from him?

FAA Sec. 604(d)., If the cooperating
country discriminates against U,S. marine
insurance companies, will agreement
require that marine insurance be placed
in the U.S. on commodities financed?

FAA Sec. 604(e). If offshore procurement

of agricultural commodity or.product.is .-
to be financed, is there provision against
such procurement when the domestic price
of such commodity is less than parity?

FAA Sec. 608(a). Will U.S. Government

excess personal property be utilized
wherever practicable in lieu of the pro-
curement of new jtems?

FAA Sec. 603. (a) Compliance with

requirement in section 901(b) of the
Merchant Marine Act of 1936, as amended,
that at least 50 per centum of the gross
tonnage of commodities (computed
separately for dry bulk carriers, dry
cargo liners, and tankers) financed shall
be transported on privately owned U.S.-
flag commercial vessels to the extent
that such vessels are available at faijr
and reasonable rates.

Standard AID procedures
regarding small business
participation will be
followed as applicable.

Yes

Yes

N/A

N/A

Yes
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7. FAA Sec. 621, 1If technical assistance is
financed, will such assistance be fur-
nished to the fullest extent practicable
8s goods and professional and other sery-
ices from private enterprise on a contract
basis? If the facilities of other Federal
agencies will be utilized, are they par-
ticularly suitable, not competitive with
private enterprise, and made available
without undue interference with domestic
programs? Yesg

8. International Air Transport. Fair Com-
petitive Practices Act, 1974. If air
transportation of persons or property is
financed on grant basis, will provision
be made that U.S.-flag carriers wili pe
utilized to the extent such service is
available? Yes

9. FY 79 App. Act Sec. 105. Does the con-
tract for procurement contain a provi-
sion autnorizing the termination of such
contract for the convenience of the
United States? Yes

Construction

1. FAA Sec. 601(d). If a capital (e.q.,
construction) project, are engineering
and professional services of U.S. firms
and their affiliates to be used to the
maximum extent consistent with the
national interest? Yes

2. FAA Sec. 611(c). If contracts for
construction are to be financed, will
they be let on a competitive basis to
maximum extent practicable? Yes

3. FAA Sec. 620(k). If for construction of
productive enterprise, will aggregate
value of assistance to be furnished by
the U.S. not exceed $100 million? Yes
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Qther Restrictions

1.

3.

FAA Sec. 122(e). If development lcan, is

interest rate at least 2% per annum during
grace period and at least 3% per annum
thereafter?

FAA Sec. 301(d). If fund is established

solely by U.S. contributions and admin-
istered by an international organization,
does Comptroller General have audit
rights?

FAA Sec. BZOQQJ, Do arrangements pre-

clude promoting or assisting the foreign

aid projecis or activities of Communist-
bloc countries, contrary to the best
interests of the U.S.?

FAA Sec. 636(i). Is financing not per-
mitted to be used, without waiver, for
purchase, long-term lease, or exchange

of motor vehicle manutactured outside

the U.S. or guaranty of such transaction?

Will arrangements preclude use of
financing:

a. FAA Sec. 104(f). To pay for perfor-
mance of abortions or to motivate or
coerce persons to practice abortions, to
pay for performance of involuntary ster-
ilization, or to coerce or provide finan-
cial incentive to any person to undergo
sterilization?

b. FAA Sec. 620(g). To compensate
owners for expropriated nationalized
property?

c. FAA Sec. 660. To finance police
training or other law enforcement assist-
ance, except for narcotics programs?

d. FAA Sec. 662. For CIA activities?

N/A

N/A

Yes

Yes

Yes

Yes

Yes

Yes
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e. FY 79 App. Act Sec. 104. To pay
pensions, etc, for military personnel?

f. FY 79 App. Act Sec. 106. To pay U.N.
assaessments?

g. FY 79 App. Act Sec. 107. To carry
out provisions of FAA sections 209(d) and
251(h)? (Transfer of FAA funds to multi-
iateral organizations for lending.) -

h. FY 79 App. Act Sec. 112. To finance
the export of nuclear equipment, fuel,

or technology or to train foreign nations
in nuclear fields?

f. FY 79 App. Act Sec. 621. To be used
for publicity or propaganda purposes
within U.S. not authorized by Congress?

Yes

Yes

Yes

Yes

Yes
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FAA Sec. 209. Is project susceptible of Project is designed in

execution as part of regional or multi- close collaboraijon with
lateral project? If so, why is project

not so executed? Information and conclusion
whether assistance will encourage regional
development programs.

other donors especially
UNFPA '

FAA Sec. 601(a). Information and concly-
sions whether project will encourage
efforts of the country to:

(a) increase the flow of international
trade;

(b) foster private initiative and
competition;

(c) encourage development and use of
cooperatives, credit unions, and
savings and loan associations;

{d) discourage monopolistic practices;

(e) improve technical efficiency and
industry, agriculture and commerce;

(f) strengthen free labor unions. No

FAA Sec. 60T(b). Informatign and conc- The Project will utilize
lusion on how project will encourage private U.S. technical
U.S5. private trade and investment abroad consultants as well as
and encourage private U.S. participation commodities.

in foreign assistance programs (including

use of private trade channels and the

services of U.S. private enterprise).

FAA Sec. 612(b); Sec. 636(h). Des¢r1be See Financial Plan.

steps taken tc assure that to the maximum
extent possible, the country is contribut-
ing Tocal currencies to meet the cost of
contractual and other services, and foreign
currencies owned by the U.S. are utilized
to meet the cost of coatractual and

other services. . '

FAA Sec. 612(d). Does the U.S. own excess

foreign currency of the country and, if

s0, what arrangements have been made for

its release? No




ANNEX O

CERTIFICATICN FURSUANT TO
Section 61.1 (e) of the
FOREIGN ASSISTANCE ACT
As Ariended
I, Gordon K. Pierson, the principal officer of the Agency for International
Development in the Democratic Republic of Sudan, do herewith certify that
in my judgement, Sudan will have both the financial capabiiity and the human
resources to maintain ond utilize effectively goods nd services procured under

this development assistance project entitled Health Sector Support Project.,

C‘/’ ) /. e .
:.//"’*";v\ o )Z_ i~Ze3s
USAID Director

Democratic Republic of Sudan



ANNEX P
NON-COMPETITIVE WAIVER FOR PROCUREMENT OF SERVICES

Proposed Contractor - International African Medical and Research
Foundation

Contract Amount (Est.) $ 7,472,000

Justification - It is recommended that we negotiate only with the Inter-
national Medical and Research Fondation (IMRF) for services described in
this Project Paper for Southern Sudan.

IMRF is registered in the United States as a charitable organization
and was the recipient on September 30, 1978 of a 5 year AID Operational
Program Grant for $3,186,405 to implement the Southern Sudan Primary Health
Care Project, 650-0012. Under this project AMREF is providing support to
the Primary Health Care Program through technical assistance, training,
commodity sunport and construction. The proposed Rural Heaith Support
project seeks to expand these same activities in order to significantly
increase support to the Primary Health Care Program in three of the least
developed Southern provinces.

It would be extremely costly to the U.S. Government to compete this
procurement among profit-making firms. Moreover, to our knowledge, there
is no other charitable health services institution which is registered with
AID and which has the capability to provide such diverse services as will
be provided by AMREF under the project. These services include: training of
front line health workers, printing of health educational materials, radio
health education programs, radio commuiications, construction of medical
warehouses, training centers and disperisaries and provision of an aircraft
for project support.

Even if a qualified charitable heilth services organization could be
located, it could not perform the required services as well or as cheaply.
The Southern Sudan is a remote and isolated area which occupies a territory
larger than Kenya. Because it is cut off from the North for most of the
year in terms of transportation, communications and supplies, all inter-
national donors with substantial activities must support their operations
through Nairobi, Kenya. This requires the establishment of a support system
based in Nairobi with dependable 1ines of transpart from the port ofMombasa,
Kenya, to Juba as well as a system of radio communications. Furthermore,
many international donor projects with activities throughout the South have
their own aircraft to link Juba with Nairobi as well as to support project
activities in the South, particularly during the 6 month rainy .season when
most roads are impassable.
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AMREF, which is implementing 29 rural health projects in East Africa,
already has existing support systems for project activities. It has in
Nairobi:

- 90 employees

- classroom training facilities

- vehicle maintenarce shops

- radio repair workshop

- service vehicles for transport of supplies and equipment
- storage and warehouse facilities

- ratio communication network

- administrative offices and equipment

3 light ajrcraft

AMREF, under its OPG with AID also has established support facilities
in Juba. These facilities in Nairobi and Juba which are essential to imp-
lement activities described for the Sauth in the Project Paper, would have
to be established by another contractor. This would increase considerably
the cost to the U.S. Government, as well as the time to implement project
activities,

AMREF through its operational experience in Southern Sudan and 21
years of experience in the delivery of ruial health services in East Africa,
has developed a body of knowledge and expertise relating to rural health
development which can be applied to the activities described for the South
in the Project Paper. To reproduce this body of knowledge by another con-
tractor would take time and be costly to the U.S. Government.

The performance of AMREF under the present OPG has been quite satis-
factory and the cost is most reasonable. The AMREF staff have shown consi-
derable inventiveness, cost consciousness and versatility in its work in
Southern Sudan and the collaborative style of this assistance has been well
received by the government.

Thus, our view is that the arguments in support of negotiated procure-
ment from IMRF are timeliness, reduced costs, continuity, ability to perform
the work and its credibility and acceptability within Southern Sudan,
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ANNEX P

ACTION MEMORANDUM FOR THE ADMINISTRATOR

bicycles

USAID/S, Gordon Pierson, AID Director

Vehicle Procurement Waiver (Source/Origin) including

Approval is requested for procurement scurce waiver from

Geographic Code 000 (U.S. only) to Geographic Code 953
(Special Free World).

FROM:

SUBJECT:

Problem:
a.
b.
c.
d.
e.
f.
g.
h.

Discussion:

Section 636 (i)
amended, prohibits AID from P
vehicles are manufactured in the United States.
provide, however, that "...

Cooperating Country
Authorizing Document

Project

Nature of Funding

Description of Commodities

Approximate Value

Probable Procurement Origin

Probable Procurement Source

Total

Sudan
Project Paper

Rural Health Support
Project 650-0030

Grant

1 4-wheel drive vehicle
4 5-ton trucks
300 British Hercules
bicycle types
34 motor bike types
2 Personnel vans

Vehicles  $456,000
Spare parts EZQ?.Qgg_
P P 661,0
UK, Japan

UK, Sudan, Kenya.

of the Foreign Assistunce Act of 1961, as
urchasing motor vehicles unless such

Section 636 (i) does

where special circumstances exist, the

President is authorized to waive the provision of this act in order to

carry out the purpose of this act."

In addition, in accordance with

A.I1.D. Handbonk 1B, procurement of commodities from Code 935 sources

under a grant financed project requires a waiver.

A waiver may be

granted if, inter alia, an essential commodity is not available from
eligible sources or there are circumstances determined to be crucial to
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ANNEX P
ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR FOR AFRICA
FROM: USAID/Sudan, Gordon Pierson, USAID Director
SUBJECT: Sudan - Rural Health Support (650-0030); Request for Vehicle

Procurement Source/Origin Waiver

Problem: Approval is requested to use funds from the subject project to
procure four(4) trucks, two(Z) vans, and one(l) utility vehicle of non-U.S.
manufacture. This procurement necessitates a source/origin waiver from
AID Geographic Code 000 (U.S. only) to Geographic Code 935 (Special Free
World).

A. Cooperating Country: Sudan

B. Authoriziug Document: Project Paper

C. Projeczt: Rural Health Support (650-0030)
J. Nature of Funding: Grant

E. Description of Commodities: 4 5~ton trucks

2 personnel vans
1 4-wheel drive vehicle

F. Approximate Value: Vehicles $375,000
Spare Parts $125,000
Total $500,000

G. Probable Procurement Origin: Japan, United Kingdom

H. Probable Procurement Source: Sudan, Kenya, United Kingdon

Discussion: Cection 636(1) of the Foreign Assistance Act of 1961, as amended,
prohibits AID from purchasing motor vehicles unless such vehicles are manu-
factured in the United States. Section 636 (1) does provide, however, that

" . . . where special circumstances exist, the President is authorized to
waive the provision of this Act in order to carry out the purposes of this
Act." The authority to grant such a waiver has been delegated to you by
Delegation of Authority No. 40. Circumstances which may mer.t walving the
requirements of section 636(i) are not set out in Handbook 1, Supplewent B,
Chapter 4.C.2.d. and include: (a) inability of U.S. manufactures to prouvide
a particular type of vehicle and (b) present or projected lack of adequate
facilities and supply of spare parts for U.S, manufactured vehicles.

The above named vehicles will be used primarily in the four provinces of
Lakes, Bahr el Ghazal, Upper Niie and the Juba area of Southern Zudan. The
topography of the project area consists mostly of rolling savanna inter-
dicted by streams, rivers and swamps. Climatic conditions including
extremely high seasonal rainfall lasting between six and seven months
further exacerbate the difficult terrain.
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Roads connect the regional capital of Juba with West Africa and Zaire and
Southern Sudan gets most of its basic commodities from these neighboring
countries by road. The quality of the internal road system ranges from

a fair skeleton system in Equatoria to poorer concditions in Bahr el Ghazal,
vhere most of the roads are subject to frequent flooding. The nature of the
terrain and high seasonal rainfall dictate the peed for particularly rugged
vehicles. The comstruction of the Land Rover and Toyotas makes them much
better adapted to the project location than comparable U.S. manufactured
vehicles.

Furthermore, the remote location of the project training schools, dis-
pensaries, primary health care unit: and rural provincial centers requires
that ihe vehicles be maintained by local mechanics using spare parts which
can be obtained in the rural project areas. There 1is a complete lack of
Spare parts and miintenance support for U.S. manufactured vehicles. In
fact, to our mowledge, there are no U.S. manufactured vehicles in Southern
Sudan. The only r-.asonable supply of spare parts available locally are for
Land Rovers and Tuyotas, and local mechanics familiar with these types of
vehicles are capable of maintaining them.

The Regional Ministry of Health and Social Welfare as well as other
government agencies have attempted to standardize vehicles in order to
facilitate maintenance operations and minimize costs. Government repair
facilities for Land Rovers already exist in the project arca. Given other
demands cn GOS funds and its extrenely limited maopower base, costs of
developing maintenance facilities for relatively few U.S. manufactured
vehicles located ir the remote pProject areas would not be consistent with
overall development objectives.

Recently, donors in the Southern Sudan have joined to form a pooled
vehicle maintenance facility in Juba known as JA¥WS (Joint Administrative
Workshop Services). Presently, a JAWS has spare parts and maintenance
fac{lities for only Land Rovers and Toyotas. No comparable maintenance
tacility exists in the area.

Primary Justification: CSpare parts and maintenance facilities for U.S.
manufactured vehicles are unavailable in the Southern Sudan, development

of such support facilities 1is unrealistic, and the availability of rugged
vehicles with proper support facilities is essential to carrying out the
project. This justification is set out in Handbook 1, Supplement B,
Chapter 4.C.2.d.

Recommendation: For the above reasons, it is recommended (1) that you con-
clude that special eircumstances exist at this time which warrant the waiver
of the requirements of section 636(1); (2) that you waive the source/origin
requirements set forth in Handbook 1, Supplement B to allow procurement of
these vehicles from countries included in Code 935; and (3) that you
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certify that exclusion of procurement of project vehicles from free worid
sources cther than the cooperating country and countries included in Code
941 would seriously impede attainment of U.S. foreign policy objectives
and the objectives of the foreign assistance program.,

Approved:

Disapproved:

Date:
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ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR FOR AFRICA
FROM: USAID/Sudan, Gordon Piersom, USAID Director
SUBJECT: Sudan - Rural Health Support (650-0030); Request for

Procurement Source/Origin Waiver

Problem: Approval is requested to use funds from the subject project to
procure 300 bicycles of British manufacture. This procurement necessitates

a source/origin waiver from AID Geographic Code 000 (U.S. omly) to Geographic
Code 935 (Spacial Free wWarld).

A. Cooperating Country: Sudan
B. Authorizing Document: Project Paper
C. Project: Rural Health Support (650-0030)
D. Nature of Punding: Grant
E. Description of Commodities: 300 bicycles
F. Approximate Value: Bicycles $80,000
Spare Parts $15,000
Total $95,000
G. Probable Procurement Origin: United Kingdom
H. Probable Procurement Source: Sudan, Kenya, United Kingdom

Discussion: In accordance with AID Handbook 1, Supplement B, Procurement

of commodities from Code Y35 sources under a grant-financed project requires
a waiver. Under Chapter 5B4b of the same handbook, a waiver may be granted
if, iater alia, an essential commodity is unavailaole from el?gzible sources
there are circumstances deterained to be critical to the success of project
objectives. The authority to grant such 3 waiver has been delegated to you
by Delegation of Authority No. 40.

The above named bicycles will be used primarily in the four provinces of
Lakes, Bahr el Ghazal, Upper Nile and the Juba area of Southern Sudan.

The topography of the project area consists mostly of rolling savanna inter-
dicted by streams, rivers and swamps. Climatic conditions including
extremely high seasonal rainfall lasting between six and seven months
further exacerbate the difficult terrain.

Roads connect the regional capital of Juba with West Africa and Zaire

and Southern Sudan gets most of its basic comnodities from these neighboring
countries by road. The quality of the internmal road system ranges from a
fair skeleton system in Equatoria to poorer conditions in Bahr el Gazal,
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where most of the roads are subject to frequent flooding. The nature of

the terrain and high seasonal rainfall dictate the need for particularly
rugged bicycles. British bicycles are widely used in the area and generally
recognized to be best suited for the terrain.

Furthermore, the remote location of the project training schools,
dispensaries, primary health care units and rural provincial centers
requires thsacr the vehicles be mein:ained by locel mechanics using spare
parts which can be cptained in the rural project areas. There is a complete
lack of spare parts and maintenance support for U.S. manufactured bicycles.
In fact, to our knowledge, there are no U.S. manufactured bicycles in
Southern Sudan. The only reasonable supply of spare parts available

locally are for British bicycles and l>cal mechanics familiar with these
types of vehicles are capable of maintaining them.

The Regional Ministry of Health and Social Welfare as well as other govern-
ment agencies have attempted to standardize bicycles in crder to facilitate
maintenance operations and minimize costs. Government repair facilities for
British bicycles already exist in the project area.

Primary Justification: The United States does not manufacture bicycles which
are suitably rugged and which have adequate spare parts and maintenance
faciiities in the Southern Sudan, and the availability of such bicycles with
proper support facilities is critical to the success of this project. This
justification is set out in Handbook 1, Supplement B, Chapter 5B4b.

Recommendation: For the above reasons, it is recommended (1) that you
waive the source/origin requirements set forth in Handbook 1, Supplement B
to allow procurement of these bicycles from countries included i~ Code 935;
and (2) that you certify that exclusion of procurement of project bicycles
from freww world sources other than the cooperating country and countries
included in Code 941 would seriously impede attainment of U.S. foreign
policy objectives and the objectives of the foreign assistance program.

Approved:

Disapproved:

Date:
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ACTION MEMORANDUM FOR THE ASSISTANT ADMIDITSTRATOR FOR AFRICA
FROM: USAID/Sudan, Gordon riersorn, USAID Director

SUBJECT: Sudan - Rural Health Support (650-0030); Request for Vehicle
Procurement Source/Origin Waiver

Problem: Approval is requested to use funds from the subject project to
procure 34 Japanese manufactured motorized bicycles. This procurement
necessitates a source/origin waiver from AID Geographic Code 000 (U.S.
only) to Geographic Code 935 (Special Free World).

A. Cooperating Country: Sudan
B. Authorizing Document: Project Paper
C. Project: Rural Health Support (650-0030)
D. Nature of Funding: . Grant
E. Description of Commodities: 34 motorized bicycles
F. Approximate Value: Vehicles $50,000
Spare Parts $10,000
Total $60,000
G. Probable Procurement Origin: Japan
H. Probable Procurement Source: Sudan, Kenya

Discussion: Section 636(1) of the Foreign Assistance Act of 1961, as
amended, prohibits AID from purchasing motor vehicles unless such vehiclés
are manufactured in the United States. Section 636(1) does provide, how-

ever, that ". . . where special circumstances exist, the President is
authorized to waive the provision of the Act in order to carry out the
purposes of this Act." The authority to grant such a waiver has been

delegated to you by Delegation of Authority No. 40. Circumstances which
may merit waiviag the requirements of section 636(1) are set out in
Handbook Supplement B, Chapter 4C2d and include: (a) inability of

U.S. manufactur=rs to provide a particular type of vehicle; and (b) present
of projected lack of adequate facilities and supply of spare parts for U.S.
manufactured vehicles.

The above named vehicles will be used primarily in the four provinces of
Lakes, Bahr el Ghazal, Upper Nile and the Juba area of Southern Sudan.
The topography of the project area consist mostly of rolling savanna
interdicted by streams, rivers and swamps. Climatic conditions including
extremely high seasonal rainfall lasting between six and seven months
further exacerbate the difficult terrain.



Roads connect the regional capital of Juba with West Africa and Zaire and
Southern Sudan gets most of its basic commodities from these neighboring
countries by road. The quality of the internal road syster ranges from a
fair skeleton system in Equatoria to poorer conditions in Bahr e’. Ghazal,
where most of the roads are subject to frequent flooding. Moreover, the
modernized bicycles will be used more frequently on paths than actual roads.
The nature of the terrain and high seasonal rainfall dictate the need for
particularly rugged vehicles. The U.S. does not manufacture motorized
bicycles suitable to the area.

Furthermore, the remote location of the project training schools,
dispensarics, primary health care units and rural provincial centers
requires that the motorized bicycles be maintaired by local mechanics

using spare parts which can be obtained in the rural project areas. There
is a complete lack of spare parts and maintenance support for U.S. manu-
factured motorized bicycles. Ia fact, to our knowledge, there are no U.S.
manufactured motorized bicycles in Southern Sudan. The only reasonable
supply of spare parts available loczlly are for Japanese motorized bicycles
and local mechanics familiar with these types of vehicles are capable of
maintaining them.

Primary Justification: The U.S. does not manfacture motorized bicycles
suitable to the project area, spare parts and maintenance facilities for

U.S. manufactured motorized bicycles are unav.ilable in the Southern Sudau,
development of such support facilities is unrealistic, and the availability
of motorized bicycles with proper support facilities is essential to carrying
out the project. This justification is set out in Handbook 1, Supplement B,
Chapter 4C2d.

Recommendation: For the above reasons, it is recommended (1) that you
conclude that special circumstances exist at this time which warrant the
weiver of the requirements of section 636(1); (2) that you waive the source/
origin requirements set forth in Handbook 1, Supplement B to allow procure-
ment of these motorized bicyclis from countries included in Code 935; and

(3) that you certify that exclusion of procurement of project mopeds .from free
world sources other than the cooperating country and countriss included in
Code 941 would seriously impede attainment of U.S. foreign policy objectives
and the objectives of the foreign assistance program.

Approved:

Disapproved:

Date:
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ACTION MEMORANDUM FOR THE ASSISTANT ADMINISTRATOR FOR AFRICA
FROM: USAID/Sudan, Gordon Pierson, USAID Director

SUBJECT: Sudan -~ Ruval Health Survort (650-0030); Request for Vehicle
Procurement Source/Origin Waiver

Problem: Approval is requested to use funds from the subject project to
procure Japanese motorcycles. This procurement necessitates a source/
origin waiver from ATN Geographic Code 000 (U.S. only) to Geographic
Code 935 (Special Free World).

A. Cooperating Country: Sudan

B. Authorizing Document: Project Paper

C. Project: Rural Health Support (656-0030)

D. Nature of Funding: Grant

E. Description of Commodities: 28 125-200 cc motorcycles

F. Approximate Value: Vehicles $42,000
Spare Parts $12,000
Total $54,000

G. Probable Procurement Origin: Japan

H. Probable Procurement Source: Sudan, Japan

Discussion: Section 636(i) of the Forelgn Assistance Act of 1961, as
amended, prohibits AID from purchasing motor vehicles unless such vehicles
are manufactured in the United States. Section 636(1i) does provide, however,
that ". . . where special circumstances exist, the President is authorized
to waive the provision of this Act in order to carry out the purposes of
this Act." The authority to grant such a waiver has been delegated to you
by Delegation of Authority No. 40. Circumstances which may merit waiving
the requirements of section 636(1) are set out in Handbook 1, Supplement B,
Chapter 4C2d and include: (a) inability of U.S. manufacturers to provide

a particular type of vehicle; and (b) present or projected lack of adequate
facilities and supply of spare parts for U.S. manufactured vehicles.

The above mentioned vehicles will be used in tergeted Northern provinces
by medical assistants and sanitary overseers.

The only reasonable supply of spare parts avail’able locally are for
Japanese motorcycles. In addition, local mechanics are familiar with them
and therefore capable of maintaining them. Exceptional spare parts may be
obtained in Khartoum.



Primary Justification: The United States does not manufacture the type

of motorcycle required for the project, spare parts and maintenance
facilities are available only for Japanese motorcycles, and the availability
of such motorcycles with proper support facilities is critical to the
success of this project. This justification is set out in Handbook 1,
Sapplement B, Chapter 4C2d.

Recommendations: For the above reasons, it is recommended (1) that you
conclude that special circumstances exist at this time which warrant the
waiver of the requirements of section 536(1); (2) that you waive the source/
origin requirements set forth in Handbook 1, Supplement B to all procurement
of these motorcycles from countries included ia Code 935; and (3) that ycu
certify that exclusion of procurement of project motorcycles from free world
sources other than the cooperating country and countries included in Code 941
would seriously impede attainment of U.S. foreign policy objectives and the
objectives of the foreign assistance program.

Approved:

Disapproved:

Date:
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TEXT OF LETTER AS FOLLOWS:

QuoTE: IT IS REALLY GRATIFYING THAT OUR CZOMCERTED EFFORTS
OVER THE LAST FEW YEARS HAVE RESULTED IN THE RURAL HEALTH
SUPPORT PROJECT. THE PROJECT COMPLEMENTS AND BACKSTOPS
PRIMARY HEALTH CARE ACTIVITIES IN NEEDY ARSAS OF THE COUNTRY. ITS
OBJECTIVES ARE THUS FULLY SUPPORTED BY ThE MINISTRY OF HEALTH.
ON BEHALF OF THE GOVERNMENT OF THE DEMOCRATIC REPUBLIC OF
SUDAN, 1 REQUEST YOUR OFFICE TO PROCEED WITH THE STEPS
NECESSARY FOR THEZ IMPLEMENTATION OF THE RURAL SHEALTH SUPRORT
PROJECT IN THE WESTERN (KORDOFAN AND DARFUR) ANC SOUTHERN
REGIONS OF THE SUDAN.

THANK YOU FOR YOUR COOPERATION ANC INTEREST. END

QUOTE.:

KONTOS

UNCLASSIFIED





