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INTRODUCTION
 

The final evaluation of Phase II of the SHDS Project has been jointly 

sponsored by USAID and WHO/AFRO. 

Both organizations have been supportive of the evaluation process for 

which each contributed the full time participation of a health staff 

professional to be members of the Evaluation Team. 

The Team is warmly thankful to Ministries of Health, WHO, AID and 

other officials who helped'make our short visits in their countries 

productive and gave us their thoughtful comments on the SHDS Project. We 

are especially grateful to the many health professionals, trainers, village 

health workers and village health committees who shared their experiences, 

successes and problems in strengthening health services for their populations. 

This report would not have been possible without the efforts made by 

the SHDS Project staff to cooperate with the evaluation team. The SHDS/ 

Abidjan professionals and office personnel responded to enumerable requests 

for program data and generously shared their insights and implementation 

experiences with the team. Spec'ial appreciation goes to Saul Helfenbein, 

Assistant Director, who collaborated closely with the team, clarified for 

us complex situations and-he'lped-tnsore'historical and informational 

accuracy. 

This evaluation has been effected' through'the Regional Economic 

Development-Service's"Office'" for West and Central Afrtca ,(REPSO/WA) of 
I ... • • • 

U!.iAID, di rected by Gordon W, Evans'. The report has been prepared wi thin 

the office led by Hadley E. Smith, with George Jones, the SHDS project 

manager. The Team is grateful to the REDSO/WA staff for thei r continuous 

support and for their foresight in making the assistant project manager, 

Susan Lloyd,avai lable to assist the team. We are deeply grateful to 



Ms. Lloyd who worked for many months assembling project reports, organizing 

data, preparing tables for the'evaluation report and ably assisting the 

team with their analysis. 

Special thanks go to the many secretaries and translators who 

contributed to the preparation of this report. We are especially 

appreciative of the talents of Mari Iyn Erickson who typed expeditiously 

the bulk of the English version all the while caring for her infant, and 

Jocelaine Wong who generously gave many extra hours of secretarial support. 

Finally, thi s report has benefi ted from the careful review by 

colleagues attending the Evaluation Review Committee meeting in M~rch 1982. 

Members of the Project Coordination Committee, including representatives 

of Congo and Liberia, au, CDC, WHO/AFRO and AID, and SHDS staff, read and 

discussed the report in a collegial and constructive manner. The Team, 

however, takes full responsibility for its opinions and for any errors in 

fact which may have escaped the scrutiny of the review committee or the 

editing process. 
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A. EXEClJT IVE SUIAHARY 

Thl~aluatlon pertains to the first four years (1~78-81) of the five-year 

Phase " of the Sf!OS Project. Ilnder the Joint sronsorshlr of IISAID and \'!I!(l/flFRO, 

the three-person team reviewed documents, Interviewed persons and visited 11 of 

the 20 countries In the Project Region during the rerlod Sertember 1981 to 

t1arch 1982. 

The ProJ!!ct_.!0un~ed under a Grant Agreement bet\'Jeen WHO/AFRO and USAID/ 

Africa Bureau and implemented through an AID contract \·lith Boston University 

(BlJ) And a Particirating Agency Service f..greement (PflSA) \·!ith the United States 

Center for ~Isease Control (CDC). Boston University set up a resident 

professional unit of three in Abidjan and backstonred It from Boston 

lJnlversity \·"th a rermanent staff and \·lith short-term consultants. roc 

rlaced six professionals In thp. field ",ho \'/ere t-ackstorred \·lith a rermanent 

staff from rDC headquarters in Atlanta, Georgia. 

Encompassing all four Project objectives, SPf'S did a qr~at deal of v'or"_.- ----...&._- - - -- _.-

p.L_b.i!1h_C1y!!.I.i_~Y find rroduced much of value that \·Jill havr~ re:.idual utility 

for some time tC" come, all \·dth a relathely small core of rrofesslonal 

staff residinrr In flhidjan. The cost \"as hi9h and there seems to have ~een 

orrortunities to rare. On the ,·,hole, the Inter-egency structure that ,·,os / 

estahlic;her! \,'orked f;uite \·tell and SH"~' relAtionships \·,fth 00VernMf>nts Clre) 

good. Tranc;ferrin!1 5C"mc I'I!" responsll'ilitles from \'!ashington to the AID 

(REosn) office in Abidjan \!as a facilitating move. Contacts \·tith 1\lft 

tllssion5 have been arrropriately. frequent, \'ith 1'10 r1Jsslons usually 

rrovidinD surrort In connection ""th SIIDS-sronsored \·:orkshors occurring 

In, the resrectlve countries. HOI-!ever, general communication \·lith AID 

Hlsslons \·.'AS not of the best, a reflection of the regional level of SHOS 
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"/ork. It \-ms approprlatt::: In Phase II to favor regional rather than country 

level focus, but not to the extent that was mandated by AIO. The restriction 

kept SIlDS from capitalizing on country Interest and responding to requests 

for follow-up contact. 

The SHD~_~ro)ect_evolve~ from the AID-suprorted WHO smallpox eradication 

and measles control program (1966-72) In 20 ~.'est and Central African nations. 

The American Public Health Association (APHA), contracted ~y AID to evaluate 
.-.---:....~ 

tills project, emphasized that further international development assistance 

in health should he focused to\'/ard Improving the actual health del ivery 

systems in the 20 country region through a regional health project supporting 

regional health organizations and Institutions. In 1973, AID and \o/HO 

sponsored meetings for representatives of the 20 national governments, 

suh-reglonal organizations and bilateral and multilateral aS31stance agencies; 

a large multi-donor regional health project was planned to tackle health 

systems "Jeaknesses and a coord Inat Ing mechan Ism for such a proJect "IAS 

agreed upon In the form of b/o committees. In 1~75 the APHJI, signed a 

contract ,,11th 1\10 to implement a Phase I of the SHDS Project which loJould 

be primarily concerned with planning a five-year Phase 1I. The APHA 

sub-contracted the technical Implementation of Phase I to Boston University. 

In 1978, AIO awarded Boston University the contract for Phase I I through 

a non-competitive hldding process, since AI~/Washlngton judged that Boston 

University had "predomlnate capability" to Implement a Phase I I. 

Expenditures for the first four years (197R-81) of Phase II were 

$12.8 million, and S4 million has been obligated hy AID for the fifth and 

final year of Phase I I. The major functions of, and the prorortlon of 

costs allocated to, the organizations and Institutions Involved In the SHDS 

Project are as follows: 
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TOTAL* $12 ,779 ,309 IOO~ 

j\ID in It Iated, funded and mon j tored the PrO.t ect nonor A!lency 

Imn./AFRO s~rved as the Project secretariat \·!Ith 
re5ponsibility for overall coordination 
and orgcln Izat Ion 

19.2t. 

Boston 
University 

Implemented the overall Project, 
providing professional and technical 
expertise In the Project's dally 
administration. 

$ 5,6~3,706 '14.2% 

Center for provided epidemiological and other $ 3,351,825 26.2%
 
DIsease technical expertise to accomplish
 
Control ma.jor elements of one of the Project's
 
(CDC) four objectives (Objective III).
 

*	 Add In purchase price of measles vaccine and Ped­
o-Jets provided through the SHnS Project to 18 
of the 20 countries for a $ 1,335,232. 10.4% 

GRAND	 TOTAL $12 ,77~ ,309 

Four major objectives of the SHDS Project, Phase I I are:
--'-- -..._-_---.. --	 ---
I. Strengthening regional and national capacities for public health 

I I. 5tren~thenin~ re910nal and national capacities for !ralnl~JL and
 

development of health \'/orkers.
 

III.	 Strengthening E9.~.u~l~b~.E..!..:c;~~_cQ.l'!.trol,including Expanded
 

Programs of Immunization (FPI) and Integration \·'Ith related
 

health activities.
 

IV. Strengthening applied research on primary health care (PHC) services.• __t>o _._.. ~ 

np", ECT IVF I	 Strengthenlnp regional ~nd national capacities for 
nuhlie health plt:'lnnlnq and manaqclT'cnt---_._- ~_._-- - - .. ---- --­

T\"~nt~!-one ,'orl'shorr; or short-term courser, ,·'ere hcld* durin£! 1978-Pl 

concerned ,·-It!) hcalt') :1lanning and fl1anar-ement for tor and mid-level officials 

*	 <It l')nl:'ilr"1.i,!" Cen t re r rog ram and PTC Lugos and Lome, anr non-I ns t Itu tiona 11 y 
riff III ated 
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and surp.rvi~C"r5. ('if the 21, six \'/ere \·'orkshors/cours~s \'Ihlch ~Hf)S helped 

to actually Initiate as "'ell as rrovidln~ Inruts in the areas of curriculum 

develorment, rrovision of facilitators and/or financing (includlny 

fcllo\·!shirs). Fifteen \·'C"rkshof)5/courscs \"ere not initiAted by, hut 

neverthr.less received direct benefit from, ~HOS in curriculum develorment, 

provision of facilitators, and/or financing (Including fello\·/ships). 

~ll total, 287 participants from the SHOS np.~ion attended the 21 

\'Iorkshops or short-term courses, 78 to the six \·'orkshopc;!courses S~'DS 

Initiated and 209 to the fifteen workshors/courses receivinp other SHDS 

Project inputs. 

Part i c i pants rated the qua 1i ty and ut i 1 i ty of the \·!orkshors/collrses 

as very high. Some changes in country health planning, administrative structure 

and management methods have heen noted subsequent to the workshops/courses. 

\,JHn/AFRO hegan developinp a plan In 1979 for a regional network of 

eleven African national institutions thAt tei'lch management, to strengthen 

their attention given to the theme of health service ano program management. 

The secretariat of this grour will need much suprort in serving the 

partlciratln9 centers and in making the activity a true netvlork I>,;th 

cooperative rlanning and interchanue of information and resources among 

centers and planning units of ministries of health. 

In the i~medlate years i'lhead, It Is logical to capitalize upon the rich 

activity In regional management \'JOrkshops and give n'ore attention to 

technical assl_~t.E!1E~_.to~v~n~e!,~In implementation of the concepts acquired. 
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_._.OBJECTIVE I I Strengthening regional and national capacities for 
tralnJ!19 and development of health \-/orkers. 

Strpngthenlng training capacity was approached In three ways: 

1.	 SHDS flnan~ed two years of graduate studies for nine nurses at 

Boston University and the University of Montreal. Upon their 

return, these nurses are to teach at a r.ESSI or at Cuttington College. 

2.	 SHOS supported three non-Institutionally affi llated Anglophone 

nursing \'Jorkshops (total numher of participants 1'2) \'Ihlch focused 

on Integrating primary health care concepts into hasic and continuing 

education for nurses. 

3.	 SHDS supported long and short term (less than six months) training 

courses (Including some fel10v1shlps) at five Regional training 

centers: CESSls at Dakar and Yaounde; Cuttlngton Col lege In Liberia; 

and the RTCs at Lagos and Lome. 

A.	 Centre d'Ensp.lgnement de Solns Superieur des Inflrmleres (CESSI) 
at Dakar and Yaounde: 

Four classes (class size range: 17-26) matriculated at each 

CESSI during the 197B-81 period under Evaluation. The enrollees 

numbered 176 from the SHDS Region In the CESSI two-year 

Francophone post-hasic nursing programs. SHDS did not provide 

fellowshlrs, but contributed consultants, er;ulprrent and funds 

for student field rractlce. 

B.	 r.uttington College Post-Aaslc Nursing Program, Liberia: 

This post-basic nursing rrogram was organized for Anglophone 

nurses from Llherla, ~iprra Leone and Thp. GambiA. Ten students 

(six on SHDS fellol'/shlps) began the tv/o-year rrogram In 1980 

And eight students (four on SHDS fellm"shlps) hegan the follo\'Jing 
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year. SHDS provided consultants and el1ulpment to 

r.uttlngton College. 

The t,·!O £F.SSb. rredated the SHDS Project; Cuttl!,~on College began 

post-basic nursing training In 197(. Although these schools have improved 

conslderahlv through the SHDS contribution, they hewe not Yf't reached 

desirahle lnvels. 

In the "!orld effort to strengthen and exrancl PHC services, the nursing 

profession, through Its several levels, commands a crucial role. Nurses 

constitute thp. slIrervisory echelon and often are the trainers of thr. Village 

Jlcnlth \,'or'~er. The rresent general \'/eClvness of PHC efforts may be clue more 

to the rauclty of ~uallty surervlslon th~n any other single factor. 

C.	 \·/HO ~eglonal Training Centers (PTe) at Lome and Lagos: 

Nineteen workshors or short-term courses aimed at strengthening 

capacities for .!!alni~.9.. and development of health I'/orkers 

(under Objective II) received SHDS surport bet,,"een 1978-81*. 

Of these, nine \\'cre I'/orkshops.'courses "Ih I ch SHDS he 1ped to Init Iate 

(167 rartlclpants from the SPOS Region) and I'Allch received other 

*	 In addition to these 19 workshops/courses listed under DbJ II aim of training 

~dd In 11 workshops'courses listed under ObJ I aim of planning/management 
acid In 3 "/orkshops!cours€s ! ,,,ted under nbj III aim of communicable disease 

control 

TnT,l\L = ~3	 ,·/orv.shops./courscs rece Iv i no SHns SUDf10rt 1978-81
 
he Id at the two RTCs.
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SHOS Inputs In the form of curriculum development, provision 

of facilitators and/or financing (Including fellO\,'shlps). 

Ten were workshops or short-term courses (141 participants 

from the SHDS Region) which were not Initiated by SHDS but 

which did gain from the SHDS Project In the way of curriculum 

development, facilitators, and/or financing (Including 

fel lO\1shlps). 

In terms of the ObJective' I aim of training health trainers, the h/Cl 

p.rcs vlOrkshops and short-term courses touched far more Ind iv Idua I hea I th 

\'lorkers than did the other institutions Involved \·Jith the SHDS Project, 

albeit for shorter periods of time. The participants commended the quality 

of the workshops/courses hosted by tile PTes. The RTCs' heavy seeding of the 

Region Itl1th Individuals Interested In and knoltlledgeable about training 

methods that emphasized PHC has led to government requests for follow-up 

in-country adaptation of the courses so that national training systems could 

be developed. Some countries have moved Into creation and operation of such 

systems. Details on this are given In the body of this report. 

The readiness for national-level follow-up should be capitalized upon 

by continued support of this training objective. Emphasis In the future 

can move from primarily regional level trainl',g to In-countr~hnlE!l!. 

assistance. The staffs of the Regional Training Centers are better able 

than before to carry this function and have an appreciable number of African 

It/orkshop graduates to act as workshop facilitators in their own countries. 

For two or three years, continued external assistance, such as given by 

SHDS It/ould be needed, chiefly wor~lng in countries alongside the Training 

Center consultants In assisting the governments to strengthen national 

training systems. The demands of regional worl~ by the external consultants 
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,·/ould be lessened	 considerably ,dth resrect to past n~glonal requirements, 

but would he replaced by the volum~ of act;vlty In the different countries. 

In-country wod~ "Iould serve as a practical Cl"d effective "!ay of contributing 

to uP9rddin~ of junior stAff members of the center. 

For hoth PH~ and [PI. the national trainin9 svstems have to be 

decentralized so as to achieve geometric r~te of increase In numbers of 

trained reripheral health workers ~nd trained supervisors. Sophisticated 

planning and organization of the training systems will be required to avoid 

years of delDY befor~ these services can arproach national coverage on the 

road to the year 2f)nn. TC'llentis less the crying need than funds. ['onor 

agencies nre reluctant to suprort in-country personnel training expenses 

because that should be a regular on-going activity in all services. In the 

pres~nt instClnce, helping a national trCllninp system to be established and 

to start functionin~ ,,'ould he a catalyzing and not a long term function. 

nBJECT' \.IE' III	 Strengthening comm:Jnicablc diseAse control, including 
Expanded Prog ram~ of 'mmun i zat Ion (EP t)"arid re Iated 
h~atth actiV!Lies 

ry arran!]ement ,·lIth COC, the SHnS Project helred SPot up De~~t!.ati~ 

and Trnininn "reds (OTl\s) in three countrics -- Cameroon, Ivory Coast and-_._-----_ .._.----
The rRm~id, with a full-time Operations Officer from rD~ In eC'lch of 

those countries. In addition, three full-time Fnidemlologists "!ere stationed 

in I 'Organisation de Coordination pour la lutte contre les Endemies en 

t,friquc r.entrale (nCEfin. l'Organisation de Coordination et de r.ooperation 

pour In lutte contre les Grandes Endemics en Afri~uc de I 'ouest (nCCGE), 

and The ~ambia, respectively ~:Ith additional responslhllities in adjacent 

countries in the SHDS Region. 

Under direct surervislon from rDC In Atlanta, the sub-objectives of 

Objective III 1',Iere f"Julte "'ell met. Geographic coverage In the DTAs \'!as 
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achieved hy means of intensive effort. Within the covered areas completed 

series of IlT'munlzation against measles, diphtheria, tetanus, pertussis, 

tub'erculosls and polio for target-age chi ldren ,'/ere achieved to the levels 

given below. (See also Tahle 16) 

The r.~bla (for th~n~ countr~-:~EP.roxlmately600,000 populationl 

Measles 70% 
DPT (dlphtherla-pertusls-tr~,nus) 76% 
BCG (tuberculosIs) 96~ 
Poliomyelitis 6~% 

Ivory Coast (,.lithln three defined zones--approximately 1,Q..oQ.~QQQ..populatlon) 
lowest to hIghest amon~lh!:. .three zo~ 

Heasles 37 - 73% 
OPT 28 - 80% 
BCG 49 - Rn 
Po 1Iomye 1ItIs 28 - ~O% 

Measles 30 - 56% 
OPT 27 - 58~ 
BeG 60 - 83% 
1'01 Iomye 1Itis 27 - 56% 

ImmunizatIon of pregnant women against tetanus was far less complete 

and not as carefully documented. Problems and constraints were Identified 

and analyzed. Some solutions \,Iere tested and Instituted or planned. 

All three r.ountrles InitIated steps beyond the DTAs towards national 

EPI coverage. Measles vaccIne was furnished to 18 countries. General 

Interest In EPI In the Region was greatly stimulated by SHDS activities. 

As part of WHO's general polley and plans, EPls have been started In 14 of 

the 20 countries of the SHOS Region. 

The aim to train counterparts to the sIx CDC advisors WAS only partially 

achieved. Counterpart assignments to the three Operations OffIcers ~'ere made 

and "Jere "Icll utIlized. The nl1cratlons (,fficers ,,'orked assiduously with theIr 

respectIve counterparts. In fact, the CDC Operations 0fficer In the Ivory 
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Coast was transferred and the natIonal counterpart Is now workIng Independently. 

Counterrart rlacement \·,Ith the EpIdemiologIsts, hm·rever, \'Jas far from complete 

or continuous. This \'Ias due In part to dIfficulty In solving regIonal and 

country roles and relationships. There Is In the Region conslderahle dIfference 

of opinIon ahout the hest pathway to achieving epidemiologic self-sufficiency. 

Proponents exist for aiming first for: subregional epidemiologists each 

serving several countries; national erldemlologlsts; strengthening epidemiologIc 

kno\'lledge of all new physicians. Such Issues undoubtedly \~III receive 

srecl a I attent Ion In the forthcoml ng CDC program for the Combatt In9 Ch Ildhood 

Communicable nlseases (cccn) in Africa and the three recently established 

erldemlology positions and the zonal plans of \.IHO/AFRO. 

NIne \·!ork~~~~ \~ere held on different aspects of FPI management. ~Ix 

workshops ~~DS helped to InItiate (165 rartlclpants from the ~H"S Region) 

and which receIved other SHOS inputs In the form of curriculum develorment, 

rrovlslo:"l of facilitators <Inn/or olnClnclng (includln~ fr.dlo\·'5hirc;). Three 

\·/orl'.sh0f'ls on rPI U~7 rarticirant:- from the SI:DS r.eslon), "llthough not 

initiated by ~I!O~, did gain from the Project in curriculum dAvelopment, 

provisl("ln of facilitators. and/or fin;lncing (includin9 fellO\··c;hips). 

Additionally, five dorl'.shors or short-term courses (112 participants 

from the SilOS Region) \'Jere held on other aspects of communicable disease 

control; although none of the five were Initiated by SHDS, each gained In 

curriculum development, provision of facilitators and/or financing (including 

feIIO\"shirs) from the Project. 

Participants ~~nerally commended the quality of the \'Jorkshors and 

short-term courses. 

~Ith respect to development of disease surveillance and collection of 

demographic information, the fact that only mod~rate success was achieved 

can be attributed to the underlying constraints that prevaIl In the Region. 
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Extcn~iv~ reli~nce on routine disease reporting was replaced hy a shift 

toward a system of collecting data from selected sentinel sources such as 

referral hospitals. little progress was made In development of national 

Information systems for health planning. 

Future ~ID support of communicable disease control activities In ~frlca 

will occur within the new Comhattlng Childhood Communicable Diseases (CCCD) 

Project. It Is logical that in the selection of first countries for CCCD 

Project development, consideration "Iould be given to countries' present 

status achieved with past supports. With respect to the three SHDS OTA 

countries, EPI has reached national geographic coverage in The Gambia and 

has respectahle Immunization rates in Ivory Coast and Cameroon. 

In Cameroon, at least, removal of the intimate full time professional 

collahoratlon that CDC/SHDS has heen giving, before the HOH gives adequate 

support and resolves major problems, would seriously threaten the stability 

of the on-going DTA services and the likelihood of successful expansion 

of EPI Into other parts of the country. 

nBJEr.T1VE IV Strengthening applied research on Primary Health Care 
(Pile) se rv Ices 

~HOS helped Initiate, design, conduct and finance tvlO I'lorkshops on the 

practical organization of PHC and three workshops on research. Fifty-five 

persons from the SHDS Region attended these five workshops; general reaction 

I'/as favorable. 

The research design workshops have engendered Interest, but would not be 

expected to have conferred technical comnetence In one short exposure. 

Participants I'ranted more training that would use their respective service 

settin9s as case material. ~everal countries asked for In-country 

training scrrlnars. SUDS also helped to introduce some research content 
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Into the training at the PTes. 

In-country follm,!-ur Is no\'! timely. Investigators need to be helped 

to select sl~ple hut presflng questions for practical types of Investigation 

of short duration, preferably under six months. Funds might be earmarked 

for Just one small study In each participating country and the Investigators 

later br~ught together at a workshop for intensive exchange of experiences. 

These supports for applied resnarch would he a first phase, with subsequent 

patterns of support determined by development. 

Under Objective IV, one research project \·/as given consultation 

assistance and funded: "A Cost-Effectiveness Study of the Expanded Program 

of Immunization in Ivory Coast ll The Issue is Imrortant; the principal• 

Investigator thoughtful, dedicated and experienced in research; and the study 

design adequate. HO\-.Iever, the Evaluation Team considers that the problem 

is too multi-faceted, the required research methods too complex, and the 

question too difficult to answer for a first study under SHDS Objnctive IV. 

Yet funding and consultation should be continued to carry the study to 

planned conclusion or a reasonahle end-point. 

Regional Car~bili~d P~~~pects 

The Region docs not yet have adequate fund~ or other resources for 

self-sufficiency In mannO\"cr development for put-lie hCrJlth programming, rut 

it has achieved considerable progress In that direction. Fxisting resources 

include a number of regional centers, national centers in the larger 

countries that can also serve their neighbors, plans for a network of centers 

and other exchanges hetwe~n them, outstanding leaders in many countries 

and an arpreciahle cadre of persons In different related disciplines 

qualified to give consultation outside their own countries. Phase I I of 
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SHDS contributed to that encoura9ing situation. Future support should shift 

major emphasis to in-countr'.' assistance. The stren~alth services 

in the region ultimAtely depends on strengths within the Individual countries. 
~ ------ _.-.__ ...-~._-.. , ····_..·.r 

The ,-:arld health drive is for Primary·~,~aTti,;-oo-far~,o(p-~;r.Y'-~'-~'i~I~-~h~ 

Expanded Prnqrams of Immunization (EPI) as an Intermediate step. There are 

many uncertainties about ways to achieve ~ffectiveness in both these efforts. 

EPI compromises among relative dependencies on fixed health facilities, 

mohility and community health '-Jarkers, nptlmum Immunization technology has / 

yet to be achieved. 

PHC has even more profound unkno\'ns and inadcf]uately tested concepts, 

such as considerations as to the scope or duties thAt can reasonably be 

carried by a village health worker, hU\!I to remunerate them, hOl·J to give them 

clinical supervision and how to maintain a backup referral service and supply 

system. These issues must be faced in the immediate years ahead to minimize 

wasteful rletours. International donors must invest heavily in the training, 

support and consultation elements needed under the drive of the memuer 

countries of PHO. It 15 essential furthermore that EPI be integrated \·J1th 
--- 0 

PHC if either or both are to capitalize to the maximum on Intervention efforts. 

Africa is a great river of humankind that has a long hard path to cut 

hefore reaching the sea of health care for all. Everything possible and 

reasonahle must be done to hel" find the shortest, most direct course so 

that not as many fllothers and ch II drcn and the I r fami 11 es have to 1·la I t for 

the turn of the century before standln9 at the shore. 
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B. THE EVALUATION
 

1. Introduct ion: 

Evaluation 100k6 at the past, the present and the future. This evaluation of the 

SHDS Project examines past SHDS activities, structure, relationships and costs; and 

attempts, in the context of the West and Central African Region, to identify impact 

on current public health services and on certain target diseases. Understanding of 

the present helps in choosing among possible approaches and public health methods in 

future international and country efforts. Looking back at the experience may help 

donor and health policy agencies decide on future plans. 

The Evaluation is a joint endeavor by USAID and WHO/AFRO. The Evaluation Team 

consists of three public health professionals: a nutritionist (AID/REUSO), a nurse 

(WHO/AFRO) and a physician (team leader and consultant). The period examined is the 

first four years (1978-81) of the five-year Project. 

2. Information Collection: 

The Evaluation work took place during the period September 1981 through March 1982. 

Documents and data were collected from, and interviews held with, officers of the 

collaborating donor, contracting and executing agencies and units: 

USAID - Washington and Abidjan (REDSO) 

WHO/AFRO - Brazzaville 

Boston University - Boston and Abidjan 

Center for Disease Control (CDC) - Atlanta 

Eleven of the 20 countries (Appendices 1 and 2) in the geographic scope of the 

Project were visited by the team: Cameroon, The Gambia, Ivory Coast, Liberia, 
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Mauritania, Niger, Nigeria, Senegal, Sierra Leone, Togo and Upper Volta. In each 

of these countries, field visits were made to health care facilities and observa­

tions made at community health activities and attempt was made to talk with: 

USAID Mission health officers and U.S. Embassy representatives
 

WHO Country Coord inators (WPC/~!WC)
 

Relevant govern~ent officials and personnel
 

Persons in related international agencies, e.g., CARE, UNICEF
 

Faculties in teaching centers and institutions
 

Individuals who participated in SHDS activities
 

He~lth service personnel
 

Village Health Committees
 

Appendix 3 gives a detai led listing of persons seen, places visited and dates. 

The Evaluation plan {Appendix 4) was discussed with the Program Coordinating 

Committee of the Project (November 1981) and the penultimate draft of the Evaluation 

Report was reviewed with a Special Evaluation Committee representing the participating 

agencies and governments (March 1982). 

3. The Evaluation Concept: 

The Project aim of Strengthening Health Delivery Systems (SHDS) is defined 

primarily as working to increase indigenous capacity in The Region rather than merely 

furnishing external resources. At first, The Project would put most emp: jis on 

supporting training activities at the Regional level, such as in a number of manpower 

training centers. The purpose of regional emphasis was to have widest impact on Intra­

country capacity at national level and from there 
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reach out to hwer political jurisdictions and finally to the local communities. 

This Evaluation examines Project activities at Regional level, assesses 

such work directly as to amount, relevance, quality and effectiveness, and also 

searches for evidence of secondary country developments. It is not impl ied, 

hOl'Jever, that identified country changes necessarily result from SIII)S work. 

To use a metaphor, if one were to stand by a hi Ilside stream, you could be 

quite certain that some of the water wil I find its way to the river below. 

And that can be confirmed by following the stream until it joins the river. 

Seldom in publ ic service, however, can such continuous trackin~ be done. 

Relationship between regional activity and country chan~es must be sought 

through several types of association -- association in kind, in place, in 

persons, ill tllning and in ma~nitude. This report attempts to furnish data 

on Project inputs and information 0n relevant concurrent or se~uential country 

uptake in reasonably fuJ I detail so as to highl i~ht lorical associations. 

~.t t'l~ river bank, you do not know which part of the water came from the 

particular hi I Iside stream. ~ut at times near the point of juncture, there 

may be apparent widening or speedinp of the current or possibly change in 

direction of the channel. 

The SHOS Project is not exclusively Re9ional in approach. Three of the 

four major objectives have smaller country level elements, and the other 

objective on Disease Survei llance, Expanded Programs of Immunization (EPI) 

and related considerations, works in the larper p~rt directly in countries. 

In such Instances, direct relationships are somewhat easier to demonstrate 

and are idp.ntified in this ,·v;llli<ltion. 
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r.. Sl!!'~ /\r.T 1\/1 TI ES 

1. r.ontr~ctual ObI in~tions: 
-~.;:..;.;,:,;..;.-~-..., -_.. 

The ?roject is funded under a !'lroject .l\flreement hetl'Jeen !'I'0./I\Fr-,O ;:;)no 

lJ:-AlrVAfrica 3ureau and i",:>lemcnted throunh an fun contract: \lJith P.ost.on 

l.Iniversit;t and a ::'artici!1atin0 ,o.!1ency ;.ervice Af1rcement (PASA) \o,Jith t!le 

Center for Ois('!ase Control (cnr.). (AI)Denri:.es :'-7) 

Th~ major functions of the ornanizations and institutions involved in 

the SI'DS Proiect are as follows: 

,l\ID initiated, funned and monitored the Proiect. 

\~H()/AFI10 served as the Project secretariat with res~onsibil ity 
~ 

for overall Gr'ordination and orf1ani-·ltion. 

rm	 implementerl the overal I ~roject, ~rovidin0 nrofessional 

and technical ex~ertise in the Project's daily 

adm in i s t rrl t ion. 

CDC provide(~ e:>idemioloflical anel other technical exnertise 

to nCC0JT1~1 ish mnior elements of Obiective III. 

From the outset and continuously thereafter, discussions amonrr ~arties 

and I·tith coordinatinr comP."!ittees led to the establishment ann rnndification of 
-- •. _---_ ..----~ ----­

mnior ~roject objectives and sub-objectives. Project rlesinn nnrl I)lanninn 

throuf1hout Phase II :lClve involved the four orpanizations and institutions and 

re~)resentat i ves of t:,e 20 count r i es. I n essence, the thrus t of the endeavor 

has been rllonfl four lines, stilted here slmnlistically, as: 

I.	 ~tren~t~eninr reninnal and nrltional ca~acities for public health 

planninrJ and mi'lnartement; 

I I. ~trenf1thenin~ rerional and nationi'll ca~aci ties for traininn and 

development of health workers; 
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III .. ~trennther.inq COP1l'llll1;c,'" .e (!isetlse control .1rfl intp'('Ir"ltion with 

rel~te~ health Activities; 

IV. Strengthening appl ied research on primary health care. 

The Evaluation Team strongly endorses the concentration on these four 

objectives for a number of reasons. 

Objective I. In addition to the obvious desIrability of good management, 

it is especially critical if maximum effectiveness is to be obtained from the 

limited funds that are available for hea: ~h services In the Region. Also, since 

the picture in the years ahead should be one of expansion and Intensification 

of population and geographic coverage, systematic planning and administration 

will be particularly called for. As health services grow, success at all 

levels, and especially in the decentralization that will become r,'!'cessary, 

will depend on good management. 

Objective II. Capacity to meet the personnel requirements of expanding 

public health services calls for Regional training centers and institutions 

of higher learning; national training centers and decentralized systems; 

organized job orientation practices, consistent schedule of formal in-service 

refresher seminars and effective on-the-job supervision. The SHDS Project 

aims to advance the self-sufficiency of the Region In such capacities. The 

current drive by WHO to bring Primary Health Care (PHC) to local communities, 

especially in rural areas, makes the health manpower deficiencies more 

ev ident and the need for correct i on more urgent. 

Objective III. It is generally accepted that the most likely avenue to 

quick reduction In prevalent rates of morbidity and- mortality In rapidly 

developing countries is through control of communicable disease, especially 

among young children and pregnant women. An Impor~ant part of communicable 
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disease control, as currently emphasized in dIfferent parts of the world, Is 

that of Expanded Programs of Immunization (EPI). Although there is a long 

history of national and International control programs, it is still not certain 

what are the methods of organization best suited to different situations of 

population dispersal, communication, travel and economic level. Appropriately, 

the SHDS Project approached. Objective III through the "demonstratlon area" 

method. This also gave opportunity for training and research. An Important 

sub-objective and the original focus of Objective I I I was the development 

of regional and national disease surveil lance and health data collection 

systems. 

Objective IV. Late In the Phase I I period, decision was made to redefine 

the approach to this objective to support applied research on primary health 

care services. This was a desirable step, as there remain many unanswered 

questions on delivery of health services, especially In relation to PHC and 

EPI. Selective studies could help to make the confluence of traditional 

and modern health beliefs and practices a more harmonious than an 

antithetical experience. 

2. 'SHDS Structure a,nd R~latl?nshlps!-Staff: 

The SHDS/Abidjan unit has relationships with many types of agencies In 

different directions -- organizationally with WHO/AFRO, AID, Boston 

University; co!legially with CDC and Regional Centers; and cooperatively 
. -"~~~_ ..:..­

with governments and nationals, The interplay of bureaucracies, though ~ 

necessary and usually constructive, at times made for difficulties, 

contradictions, communications gaps, and delays. Sitting In the middle, 

the SHDS group have done surprisingly well. 
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An Intimate and collegial relationship has existed with AFRO and the 

country representatives of WHO have as a rule been helpful. The Africa Bureau 

of AID kept a sustained Interest in and gave support to the Project throughout 

Phases I and I I (see Appendix 8 for SHOS Project Background). Some differences 

In specifics of Project Implementation have arisen over the years. Sometimes, 

the Abidjan group has been overridden by the higher authority, especially 

with respect to budget approval. The recent (October 1981) transfer of most 

of the direct monitoring and adml~lstratlve responsibilItIes to the AID 

offIce In Abidjan Regional Economic ~evelopment Services OffIce for West 

Africa (REDSr/WA) expedited matters considerably and permitted better 

communIcation and constructive exchange. Among other issues wIth AID/Washington, 
~-_. ---------­

the 10ng-standlng'one--ab9ut emphasizing InterventIons at the Regional 
. - --------•.--­
-~ 

level, In contradistlnctlon from Intra-country I-/ork, loomed large and I'" 11 
.-'.- .... _--.---­

._._--_._--~-

be dlscusse_d later In this Report. The same lirrltatlon undoubtedly lessened 
,,.--

SHOS I vi sib III ty In count rl es as I./ei f-.is-·~o~-;;':~nt resronses to offered '7 

fellOl-/shlps and other benefits. 

relationships 1·t1th CDC have been variable, sometimes difficult, but 

understandahly so. Although ~DC gives technical direction for the EPr part of 

rbjective I I', that activity Is an Integral part of the SHDS Project. 

~ _Supervision from Atlanta of epidemiologists and operations officers stationed 

Ill~' ·In four different countries gave those persons multiple sets of "bosses"h y')
\~ / and Introduced some remoteness In decision-making. Nevertheless, vlorklng 

/\ / 
relations bet\'/een field personnel and SHDS,'Abldjan I-/ere good on the \oJhole, 

varying ~omewhat with personalities. SimIlarly, the tightness of control 

over CDC fIeld personnel from CDC/Atlanta dIffered wIth the Individuals. 

Generally cordial relationships and mutual respect exist betv/een SilOS 

and training centers, as between SHDS and government officials. The SHDS/Abldjan 
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group are on a rersonal basis relationship vtith an amazing numher of individuals 

in the 20 countries. Fr~e use of the telephone and, \'lllen necessary, of the 

telex have helped, in the light of the serious communication prohlems in 

the Region. 

~!Ith the aim of promoting coordination among the agencies and countries, 

t\'IO committees were set up. The Project Revle\'! Committee (prc), which meets 

biennially (1978-81, I time; 2nd scheduled for IQB2), has a representative 

from each of the 20 countries in addition to agency members. The Project 

Coordination rommlttee (pre) which meets every year (1978-~1, 4 times), has 

only four country members who rotate from the larger group, two each for 

Engl ish anu French-speaking countries. 

The committees reviewed imrlementation rlans and budgets ~nd received 

progress reports. Consensus decisions made at the n'Aetings vlere distributed 

to all parties and were considered authoritative guidelines v!ithin contractual, 

budgetary, and agency policy limits. It is difficult to judge the utility ""'--­

and value of this committee mechanism. J\mong the advantages \·/<'IS that,----------------.
certainly, personal fami 1iarity \'!rlS il1creased, comr:t;..un.i.€aHon irrrroved and 

~ ----- -'--'--- --_._­
fu 11 e r coope ri'lt ion engendered. SIlOS/Ab id jan s..tafJ-he..LLeve the commi t tee 

- --_._--- -- --- ---- . ...,
r---__-----

­

mechan i sm to~.~ the mos t imp~.!:!Cl!1tdev-i-€es-..(Q.~~ i n9 t~_! roj-=.ct 

a creatihn of the Peqlon rather than an external superlmpa.s.l tion. Country.. ~--------_._-_ .._---- --­
participants speal: favorahly of it. Occasionally, weaknesses are mentioned, 

-_-....,---_.----­
such as the Infreouency of meetings. Perusal of documents suggests that --------------- ._----­
implementation plan changes recommended at the Committee meetings hav' not 

---------~----_.__ ._.__ .. _-_.. _._-­
been radical or numerous. llndouhtedly, in the dynamic i'lctivity of the 

Project. some Important decisions rrust have to he made between meetings. 

nbservation at several meetlnos gives an Impression of crowded agendas, 

InsufficIent time for discussion in depth, and over~formal conduct produced 
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by the bIlIngual translatIon system. TransmIssIon of meetIng InformatIon beyond 

those who attended varIes with the IndIvIdual. Several copIes of meetIng 

reports should he furnIshed to each country so that a wIder cIrculation would 

be possible. F.fforts sl~ould be made by \,'HO/AFRO to ensure they are dissemInated 

to the appropriate persons. The cost of holding the meetings Is another 
V ,--... --...---. 

consideration to be dIscussed later In the Report. 

One wonriers how many other international meetln9s on health are held 

whIch are attended by representatives of the same countrIes, eve~ by the same 

persons. SHDS Project Is only a small part of public health investment 

In the RegIon. What types of frequent information distrIbution In additIon 

to rec&nt newsletters could be developed if there were to be a continuing 

program after 19827 The Evaluation Team applauds the sIncere effort at 

creative partnership evident in the committee structure and assiduous 

performance. It is suggested that thought be given to the development of 

less laborious and more effec>Lv.e-m sms or modi fica Ions. 
-_...--

Interviews wIth MOH offIcials, AID, ~Hn representatives and other 

Interested parties In the countries visited, Indicate a lack of effective 

Information disseminatIon to countrIes and project activities. Nationals, 

International staff and even SHDS consultants tended to be unfamIliar ~llth 

aspects of the project outside their OI'm direct involvement. For example, 

countrIes wIth EPI demonstratIon and trainIng areas or W~O Institutions 

usually understand SHDS largely In terms of support to these specific 

programs. The Evaluation Team met several AID and \0/1'0 officials ~/ho stated 

frankly that they did not have sufficient knowledge of the SHD~ 

act Iv it Ies, accomp Ii shPlents and opportun I tIes to be ab Ie to make more 

than superfIcial comment on the Project. 

Since the eleven countries the EvaluatIon Team visited were chosen 

especIally because they had certain SHDS participation, such as In 
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~ 
~ 

regional centers or DTAs, It Is likely that persons In the other nine countries / 

ar~ even less familiar with the Project. 

SHDS tried hard and often succeeded In meshing the concepts of the fO~~ 
objectives into courses and workshops given under anyone of the objectives, 

e.g., EPI modules i~o mld-leyel managem~nt courses at the Lagos and lome PTCs, 

management and supervision into the Training of Trainers (TOT) of Village-
Health Wor~ers courses. It Is unfortunate that the same integrated 

7
communication did not occur at country level where Ministry officials were 

. most often knowledgeable about only one activity area. 

In Liberia, a SHDS committee was formed early In project Implementation 

In order to share Information and program Initiatives and decide h~1 best to 

take advantage of training possibilities. Subcommittees \'/ere appointed on 

each of the four SHOS Objectives to cooperate with the Project and to nominate 

participants to courses and workshops. Members of the committee and sub­

committees were more informed about SHDS than comparable persons in most 

other countries. 

In addition to PCC and PRC meetings and SHDS staff visits, three vehicles 

for information dissemination were developed on the regional level. SHDS 

started publishing a newsletter on their activities and staff In 1981. They 

also prepared an attractive, informative brochure In French and English. 

Thirdly, REDSO/\~A sent several communications to AIO offices and Embassies 

listing significant SHDS accomplishments. names of recent participants by 

country and announcements of future training opportunities. Feedback 

Indicated that these efforts did Increase awareness and are apprecIated. 

nne country's Director General of Health, who h~d nartlcipated in a 

PRC meeting and In some SHDS activities, felt that SHDS had a good 

relationship with WHO/AFRO but a more remote one with the countries. For 

him the annudl meetings are Inadequate for Involving the countries In the 
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Project. :Ie suggested that AFRO and/or SHDS should Inform the countrIes 

quarterly about what has been done In the last three months, what Is planned 

for the ImmedIate future and what other proposals are under consIderatIon. 

The AID lImItatIon on development by SHDS of In-country actIvItIes should,­
not have precluded SHDS staff vIsIts for InformatIon about country opportunItIes 

~ 

for collaboratIon and Involvement; or preferably SHDS staff capItalIzIng, 

whIle beIng In a country for any reason, to make addItIonal contacts. 

AdmIttedly, consIderatIon must be gIven to tIme pressures and travel costs. 

AID and WHO/AFRO shared In past contrIbutions to InformatIon dIssemInatIon 

and responsIbIlIty for Its defIcIencIes. They should take steps by newsletter 

and otherl·t1se to ';trengthen their efforts In connection 1·1Ith future regIonal 

health cooperation. 

The SHDS permanent staff throughout most of Phase II consIsted of: 

In Boston	 PlannIng and Evaluation CoordInator 

EducatIonal CoordInator (1 1/2 years only) 

Campus AdminIstrative Coordinator 

Campus Nursing Coordinator 

Four supporting staff (tl./O full-time and tl'/O part-time) 

In AbIdjan - DIrector
 

AssIstant nlrector for nbJectlves I and I I
 

Assistant Dlrp.ctor for ObjectIves I I I and IV
 

Nine supporting staff
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As will be described In later sections of this Report, SHDS did much of Its 

work with eight already established training centers and Institutions located 

in six cities in as many countries (Appendix 9). SHDS also helped to mount or 

support Independent meetings In six other countries. Thus, at least one vlorkshop 

or short-term course took place In 12 of the 20 countries Involved In the SHOS 

Project. The subject material and other considerations are discussed In the 

sections of this Report on ObJectives. 

From 1978-81, 6~ workshops and short-term courses (excluding the two-year 

nursing programs) occurred that received some degree of support from the SHDS 

Project. The distribution of numbers of such training events among the 

countrl es vJas: 
Nigeria l~ (12 course offerings at RTC) 
Togo 21 (21 course offerings at RTC) 
Senegal 9 
Cameroon "7 

I 

Gambia 2 
Ivory Coast 3 
Liberia 2 
Sierra Leone 2 
CAR 1 
Congo 1 
Ma 11 1 
Upper Vo 1ta 1 

The 6/. workshops and courses held during SHDS Phase II were distributed 

thus over the four year period: 

1978 5 

1979 16 

1980 22 

1981 21 

Thirty-eight vlorkshops and courses were held In French; 23 were In English, 

and three were bilingual. 
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o~ Med. sects/Admin X LomeRTC 0 X X X 7 5 15 7 

8 Country Health Senior health of"~icers WHO &MOH 
Pr-.gramming Liberia X' Monrovia 0 X X X 1 0 34 0 

V 
10 Health Planning ar..d 

Progra=ing 
Senior health of"f"iciaJ.s X WHO Dakar 0 X X X 9 9 15 14 

10 PfiC orientation f"or 
mid-level supervisors Health center supts. X Lagos RTC 0 X X X 4 9 8 5 

4 PH f"or nurses Nurse/Midwives X Lome RTC 
and WHO 0 X X X 10 7 18 10 

2 Teaching methodology Lab. technicians X Lagos RTC 0 X X X c: 
-' 5 8 8 

10 Recyc1age Helilth Inspectors X Lome RTC 
and WHO :J X X X 10 6 16 8 

-

. ..(-1.../ 
r·-. 
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8y iiontla­
8y Objective Area 

.. 
SHDS Project- In;:luts No.of coWlJrlet· 

Kimber of 
'artlclp-a 

Conduct"d
 
or
 SHDS SHDS 

Focus 
Leadership! 

Curriculum Facilitator Ft'ldln! Region Other Region OtherFr Eng Hosted by InitiationAudience 

~OH/SenegB.XTop level management Multi sectoral. 
& WHO 

4 oo 218xX xx 

X Dakar RTCMgmt/Health services Mid-level12 444x 5XXx!o WHO'" ..l>o o .. 
.<I III

"'­.....
Lome RTC.TOT of YHW's Trainers of YHW's X"'­ 1~ c: 822x X 35xx& WHO 

"" ..0 
~ 

X Lagos RTCTOT Trainers 01" PHC Workers10"," 14., ., 6 13XX 5XX& WHO 
'" Q.

~Ii 
o.s= X Lagos RTCTOT, EPI mid-level mg1; Mid-level Health Personnel10u." O'14o1x xXX& WHO 
e~.. ." 

Banjul MOENursing PHC Inter-country sr. nursing... .s= 11
I u oo 15xx 3XXX & WHOtraining personnelt­o.s= 

.c 3: 
LomeRTC".D PHC and Role of Nurse CESSI Faculty and12 22 27xx 13X& WHOCESSI graduates • X 

DakarTeaching stat1" 01"I-day continuing edu.l~ oo 251X xXXCESSIBasic Nursing in Senegal Xyorkshop on PHC 

X Banjul WHCMid-levelMgmt of EPI5 oo4x 37X(eval o~) XXMOH Gambie 

X Ba1"oussaMid-level EPI ManagersEPI8 24 oo4xX(eval o~) xMOH/Camercon X 

Duaga MOH 
11

8 Applied Research - PHC Upper-level Health Profs. X ooX 8xXX& WHO 

..-. 
< , 
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By i1cntb -
By Object Ive 

..... c 
g'~ 

- II
C:Ol 
c: '" .. c:- '"0..:0: 

Ol 
c:-c: 

'""­
~ 

11­

'" 0'" "­.. ­
~5 
Ou 

.z::: 
U.... 
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1 

3 

3 

4 

l.0 

5 

1 

3 

9 

9 

6 

Area 

Focus 

Advanced Public Health 

PHC orientation. mid­
level supervisors 

PH for Nurses 

Admin/Supervision 

PL/Mgmt health services 

Recyclage health edu. 

Env. health and CD 
control. 

Pl.anning!Admin EEl 

Recycl.age 

Mal.aria CaLrol. Tech 

Epidemiol.ogy 

Audience 

Doctors 

Health centre supts. 

Nurses 

PH Nurses/Midwives 

Sr. l.evel 

Mid-level health 
personnel./health educ. 

Mid-l.evel. publ.ic 
health persolL~el. 

Nat'l EPl Pl.anners 
inter-country 

Health inspectors 

Mid-l.evel. PH personnel 

Epidemiologist trainees 

Conducted 
or Leadership! 

~r Eng Hosted by Initliltlon 

X Lome RTC 
&: WHO 0 

Lagos RTCX 0 

X Lome RTC 
&: WHO 0 

X Lagos RTC 
&: WHO 0 

X Dakar RTC 
&: WHO 0 

Lome RTC 
X I)&: WHO 

X Lagos RTC 
&: WHO 0 

X Brazza 
WHO 0 

X Lome RTC 0 

X Lagos RTC 
&: WHO 0 

X WHO &: Gov 0 

of Came­
roon 

. -

SHDS Project- Iniluts 

Fac I I i tatorCurriculum 

X X 

X X 

X X 

X X 

0 0 

X X 

X X 

X(eva1 onl. ) X 

X X 

X X 

X :;.;: 

Fund in~ 

No.of colrltrle 
Nilmber of 

~artlclparts 

SHDS 
Region Other 

SHDS 
Region Other 

X 8 2 l.3 4 

X 6 7 l.6 14 

X 9 6 18 7 

X 5 9 1.1. 16 

X 5 7 7 1.1. 

X 10 4 18 7 

X 5 5 14 10 

0 9 9 16 12 

X 9 4 10 7 

X 5 9 1.1. 13 

0 2 3 2 3 

. 
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By iiontb -
Area SHDS	 Project- In;lutsBy Objective 

...... c: 
.J:. ConductedU~~ '"c: 11­ ...-II - Leadershio/..

... ..0 or...c:c: '" IIII"c: '" Initiation CurriculumFocus Fr	 Eng Hosted byAudience..'" c:'" c: ..'" -0 II-	'" Oul ­"-%: "" 
Top level
 
Management
 X lNicer ill.Intersectoral Ministerial7 

J.!OH	 t. WHO XX 

Lome RTC 
& WHO 

XMultisectoral MinisterialTop	 level management10 
XX 

XDakar WHO XXMgmt of health service ~ mid-level health pers.12 

Lagos RTC 
to WHO 

XTrainers of PHC workersTOT1 
XX 

Lome	 RTC 
to WHO 

Trainers of PHC workers XTOT1 
XX 

Yaounde 
l-day) Nursing in PHC 

CESSI studerts to teaching .Continuing Education2 
X 

~chools, Cameroon 
XCESSI~tll.ff of basic nursing 

X 

Freetown 
inter-country 

~r.	 level nursing pers.~ursing PHC11 
XMOH	 & WHO XX 

WHO	 to MOR 
Abidjan 

~d-leTel supervi'sors X1 ~t	 of EPI 
X( eval onl)X 

Eseka MOH 
Cameroon 

X~d-level managersEPI Management 6 
XX 

Bamako MOT~per-level health profs. XApplied research PRC3 
Xto WHO XI 

X X12 Applied research in Mid~level, sr. 'level Bangui MOH X 
Health PersonnelPHC 

Fac iIi tator 

X
 

X
 

0 

X 

X 

X 

X 

)	 X 

X 

X 

X 

Ni"nber of 
No.of countrie Part i ciparu 

Fundin~ 

SHDS 
Region Other Region 

SHDS 
Other 

X 4 0 19 0 

X 

0 

6 

8 

2 

1 

12 

11 

4 

11 

X 3 4 10 6 

X 10 2 16 4 

X 1 0 25 0 

X 3 0 16 0 

X 9 0 42 0 

X 1 0 21 0 

X 

X 

·3 

2 

0 

0 

I 

11 

JO 

0 
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Co=unity health Mid-level health pers. 

. 
Mgmt of" health service Mid-level 

Fr 

X 

Conducted 
or 

Eng Hosted by 
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& WHO 

X !Lagos RTC 
& WHO 

SHDS Project- In;luts 

Leadership/ 
Initiation Curriculum Fad I i tator 

0 X X 

c) X X 

No.of countrie 

SHDS 
Fundin~ Region Other 

X 8 3 

X 4 2 

Number of 
'articiparta 

SHDS 
Region Other 

II 5 

6 4 

9 

9 

Mgmt of" health service 

Community Heo.lth 

Mid-level 

Mid-level health pers. X 

X kos RTC 

Lome RTC 
& WHO 

0 

0 

X 

X 

X 

X 

X 

X 

4 

10 

5 

6 

6 

16 

9 

8 

10 Health Of"f"icers Mgmt 
of" health services 

Sr. level health pers. X Dakar WHO 0 X X X II 7 20 II 

10 

3 

Recyclage 

Training of mid-level 
EPI 

Health Inspectors 

Mid-level EPI ~~agers 

X 

X 

Lome RTC 

Dakar "'OH 
& WHO 

0 

0 

X 

IX (eval only 

X 

X 

X 

X 

8 

1 

5 

1 

II 

29 

8 

3 

8 EPI Management Mid-level X iWHo & MOH 
Freetovn 0 0 X X 2 0 42 0 

X Epidemiology Epidemiologist trainees X pov. of" 
k;ameroon 

& 
WHO 

0 X X 0 3 6 4 6 

5 Epidemiology Epidemiologist trainees X Gov. of" 
Ivory-
Coast & 

WHO 

0 X X 0 .10 5 11 5 

. 
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The workshops and courses fa11 Into one of t\'/O categories: 

I.	 31 Initiated by SHDS or with help by SHOS and receiving other Inputs 
In curriculum development, provision of workshop/courses 
facilitators, and/or financing. 

I~. 33	 Not Initiated by SHDS but receiving other Inputs In curriculum 
development, provision of workshop/course facilitators, 
and/or financing. 

The Haster Table of Short-Term Courses and ~lorkshops gives more detail. 

I. SHDS	 Partlc1Patlo.!l..1,!l-.£o~e-!!..nd H<>.!ksh.£p-.J...nl!J...atlon 

Follo\'Jlng Is a list of the b/elve different types of workshops and courses 

which SHDS helped to Initiate. The length of training time varied from one day 

seminars to 13-week courses, 110.4 weeks of training In total. The attendance 

from SHDS participating countries for all 31 trainIng activities \'Jas 557, and 

there	 were 1897 person-weeks of training. 

Times Held~!orksho~/Co.~~!:..	 ---- ----_.Location/Year__. 

Obj. 1	 Management of Health Services 3 Senegal WHO Center
 
for Mid-Level OfficIals ,79, ' 80, 181
 

Intersectoral Management of Health 3 Senegal 180; Nlgerfa 181; 
Services for J~p-Level Officials Togo RTC '81 ., 

Obj. II	 Orientation to the Training of Togo RTC '79 
Trainers of Village Health Workers 
for Polley ~akers and Trainers 

Trainers of TraIners (TOT) of 5 Togo RTC '79, '80, 18'1; 
Village Health Workers Nigeria (RTt) 180, '81 

Nursing and Primary Health Care 5	 Gambia 180; Togo RTC 'Ro; 
Senegal (CESSI) 180; 
Sierra Leone 181; 
CamerOl'" (CESSI) 181 

Systematic Course Design for Nigeria RTC '79 
RTC Staff 

Post Basic Nursing Curriculum	 L1berta 179 



TImes Held Location/Year 
--.-~.- --~---

Ob]. I I I National Planning and 2 Nigeria '79; Ivory Coast '79 
Management of EPI 

Mlrl-Level 
EPI 

Management of Gambia '80; 
Ivory Coast 

Cameroon 
'81 

'80, 'RI; 

Trainers of Trainers of 
EPI 

Nigeria '80 

Ob]. IV Training/Research In PHC 2 Cameroon (CUSS) '78, '79 

Applied Research In PHC for 
Upper Level Health 
Professionals 3 Upper Volta '80; Mal I '81; 

CAR '81 

II. Not Initiated by SHDS Yet Receiving Other Project Inputs 

Thirty-three workshops and courses, although not Initiated by SHDS, did 

~eceive SHDS inputs In the period 1978-81. Most of them (23) were courses 

regularly given at the two RTCs. The length of training for the 33 ranged from 

one I-leek to 25 l'leeks, 245 I'leeks of training In all. The attendance from the SHDS 

Region totaled 478 summing to 3149 person-weks of training. 

SHDS contrlf,uted to the total (,4 I'forkshops In the followin~ \·/ays and to 

the following extent: 
SHOS Input 

31 (4A~) Initiated and Planned 

57 (A~%) Curriculum Development 

58 (91%) Prov Is Ion of \"orkshop!course fac III tators 

59 (92%) FInand ng 

64 (100%) Any of the above 

There were 29 workshops and courses that had first been held before 1978 

when SHDS Phase II began (I n Category II). AIthough there \-Ias on Iy moderate 

Increase In attendance when they were repeated with SHDS support, this was because 
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physical and other I imlts could not be overcome. In some instances, however, 

previous courses had not been fi lIed to capacity but I'/ere when repeated. SHDS 

was In5trument~1 In stimulating AID funds for assignment for renovation and 

space expansion at the Lome RTC. 

Among the 6~ wor~shops and courses during Phase 11,35 had never been given 

before 1978. Thirty-one of the 35 were SHDS-inltiated. 

Comparison of a pre-SIIDS three-year period (1~73-75) I·lith Phase II 

(1979*-RI) with respect to the two wost active training centers, Lome and Lagos, 

shOl'led the follOl·J!ng differences. There was a 2n Actual Increase in number 

of participants at Lagos and a 60% increase at Lome. 

The question is frequently asked, "Oid SHDS support of fellOl·!ships 

(for example, at the RTCs) increase the total numner or \'!as the money merely a 

suustitute for other previous sources'!" The follol·ling table for the RTCs 

can be interpreted as indicating some of both. SHDS funded at least the full 

amount of increase. The portions of SHDS funds that \'!ere "substltutive" 

were 50% of SHDS fellowship support to Lagos and 3~~ of its support to Lome. 

(Calculation is made on the assumption of an average cost per fello\'/shlp.) 

Lagos Lome 

Average annual attendance - Pre-SIIDS 
Phase II 

(1~73-75) 
(197~-n I) 

87 
10f) 

80 
128 

Percent ~ctual Increase 22% 60% 

Average annual number of SHDS fellowships (7q*-RI) 38 73 

That numher as percent of prc-SHOS level, (38/87) (73/80) 
The r:xpected Increase JI~~ 91~ 

Difference between Expected Increase and Actual (l14%-?2~) (91 ~ - 6()~} 

Percent of SHDS fe II o\·.'sh i p funds -­ (?2l/14) (31/n l) 
not used for increas~ 50~ 34~ 

Percent of SilOS fcllol'Jship funds used for increase 5()~ f,6~ 

1: SliD::> Phase II's first year of funding participant fello\'/shlps at 
P.TCs was 1979. 
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For SHDS overall, the combination of more training locations in the countries, 

more types of courses, more frequent offerings and greater average attendance 

per course In the RTCs contributed to the significant increase In amount of 

training received in the Region. 

4. Consultations 

SHDS arranged for and funded having consultants help In development and 

conduct of the workshops and courses and for other purposes. Ten different 

disciplines or fields of specialization were represented among them. Of course, 

some of the experts brought from their nroad backgrounds additional elements 

from related disciplines. The consultants acted in va~ious capacities, Including, 

but not strictly limited to the following areas: 

workshop planning 
as workshop facilitators 
as advisors to In-country follow-up of TOT course 
as RTC, CESSI and Cuttlngton College staff 
as RTC, CESSI and Cuttlngton College advisors In 
curriculum development and evaluation 

Fifty-seven different individuals gave a total of 8052 person-days of 

consultation. Many of the consultants were senior persons In their respective 

fields. The quality and utility of their contributions were hlphly appreciated 

by the persons with whom they conferred. M~Jor focus of the consultations 

Is given In Table 3. The emphasis clearly reflects the four SHDS Objectives. 

Table 3 also distinguishes between Regional and external sources of 

consultation. It Is worth nothing that 36 of the consultants were drawn from 

the Region, many of these former partlclnants at SHDS supported wor~shops. 

Th~se Re~ional consultants 0av~ 5~t of th~ consultant days. This very 

Important development will be discussed agaIn with respect to strengthening 
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T~BLE 3 

AFRICAN AND NON-AFRICAN SHDS CONSULTANTS 
BY AREA OF CONSULTATION 

Consul tants 
Area of Consultation Consultants from Outside Africa from Afr ica Total 

1. Management Con 5 uItan t s 
Days 

4 
196 

6 
490 

10 
686 

2. Publ ic Health Nurs ing Consul tants 9 15 24 
Education Days 2086 2700 4786 

3. EP r Consultants 5 5 
Days 112 112 

4. Pub lie Hea It h'· Consultants I I 
(Physicians) Days 90 90 

5. Sanitarian Con suI t an t s I I 
Days 960 960 

6. Training and Curri· Consul tants 5 2 7 
cullum Development Days 841 73 914 

7. Health Economics Consultants I I 
Days 31 31 

8. Pharmetcy Consultants 
Days 

1 
24 

I 
24 

2 
48 

9. Heal th Research Consul tants I 4 5 
Days 92 115 207 

10. Graphic Arts Consultants 
Days 

I 
218 

I 
218 

Total Consultants 
Days 

21 
3270 

(37%) 
(41%) 

36 (63%1 
4782 (59%) 

57(100%). 
8052 (100%1 
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of Pegional resources. In the aim of achievinn renlonal self-sufficiency, 

steps should ve taken to develop needed categories of consultants through 10n9­

term graduate study. 

5. Other Professional and Technical Actlv1tles.--
In the previous section on consultations, short term contributions only 

by persons outside the SHDS staff were presented. The latter were in a 

continuous process of problem analysis, resource assessment, joint planning 

and other professional exchanges with persons In the Region beyond activities 

specifically related to workshops. A few examples are given in substantiation 

of the extent to \~hlch SHDS has become a recognized and contributing partner 

In Regional Health promotion. 

SHDS has been active in supporting the HHO/AFRO objective of developing 

a network of management training institutions. SHDS has cooperated with the 

West African College of Nursing of the West African Health Secretariat. In 

Togo, SHDS was an early party In discussions that led to USAID's agreement 

to divert bi lateral construction funds from the earlier plan for a health center 

to expansion of the Lome RTC. 

SIIDS assigned long term consultants at the CESSI/Yaounde, CESSI/Dakar 

and at Cuttington for faculty upgrading and for curriculum development or 

modification. 
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6. Fellowships
 

The SHDS Project supported three types of fellO\"shlps:
 

a.	 Fellowships to attend short-term courses and workshops held within
 
the 20-c<?untry SHDS Region - ­

(1)	 RTC/lagos 

1979:'r 28 SHDS-financed fe 110\"sh Ips (25% of total RTC enrollment of 110) 
II II	 II19130 56 (111% /I II II II 135) 
II II II II II /I1981 31	 (42% /I 73) 

(2)	 RTC/Lome 

1979'': 97 (C;]% II J1,I,)II II	 II II II II 

II II II II1~80 5R	 (50% " II 115)" 
II19R1 65 II II (52~ II /I /I	 II 12 )

"
'it FI rst year of SHf1S Phase II financing of fe 1101'lsh Ips at ~TCs. 

(3)	 Other: SHDS financed fe!lowshlps to workshops and short-term courses 

held at the Dakar WHn Center for Regional Programs In Programming, 

Planning, and Management; two workshops held at the two CESSls; and 

various workshops not Institution-affiliated but hosted hy Ministries 

of Health. Unfortunately the Evaluation Team found no data available 

describing either the precise number of these fellOt/shlps provided 

nor the amount of actual expenditure for these fellowships. 

b.	 Fello\'/shlps for the post-bas.!..£..~.!.!!.9.~se at Cuttlngton_Col~ 

The first class following the Improved curriculum started In March 1981, 

with four SHDS fellows from Liberia, out of a total enrollment of eight. 

However, six SHDS fellows, four from LIberia and tl'lO from The Gambia, 

started In 1980 with the old curriculum (total enrollment ten). At present, 

there are ten SHDS sponsored students at CUC. 
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c.	 Fellows~Ips abroad f~graduate'e~~.:....'n nursIng 

NIne nurses attended two-year graduate nursIng programs In Canada 

(fIve at UniversIty of Montreal) and in the U.S. (four at Boston 

UnIversity). Three of tha nurses were Liberians, three Senegalese 

and three Cameroonians. Four majored In nursing education, two In 

nursing admInistration, two In parent-chIld nursIng, and one In 

community health nursing. 

7.	 ?HDS Project Expenditures 

Twenty million dollars \,!as budgeted for SHDS, Phase II, \.'/hen the Project 

Paper was signed In 1977. By the end of the fourth year of the Project, 

$12,779,30~ had been spent In Project Implementation. Four million dollars 

was ohllgated for the fifth and final yp.ar of SHOS, Phase I I and possibly for any 

carryover Into 1983. (A sample budget from the SHDS Project Is Appendix 10. 

1981 Is presented as It Is the last of the four year period covered In this 

Evaluation.) 

Of historical significance, SHDS Phase I (FY 1976-78) expended $1,496,419. 

Of this amount, $466,999 went to the American Public Health Association 

(the contractor for the execution of SHDS, Phase I) and $978,000 to Boston 

University, to whom the American Puul Ic Health Association sub-contracted the 

Project. The primary purpose and accomplishment of Phase I was to prepare 

a plan for a Phase I I. Boston UniversIty was awarded the contract for Phase I I 

through a non-competitive hldding process, since AID!W judged that AU had 

"predominate capability" to Implement a Phase I I. 

Following is a table delineating hm-/ the $12,779,30Qwas spent In 197R-91. 

Boston llnlverslty expended 44.2% of the total sum, CDC the next greatest amount 
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26.2%, AFRO expended 19.2%, and AID's purchase of measles vaccIne and ped-o-Jet 

and parts came to 10.~% of the total. 

TABLE 4 

TOTAL SHDS PROJECT EXPENDITURES 
_.--·l97B:.-e-l-·--- ---

Boston UnIversIty $5,643,70(, J~4 .2t 

CDC $3,351,825 26.2% 

AFRO $2,448,546 1~.2% 

Measles vaccIne and 
Ped-o-Jets (est.) $1,335,2.32 10.4% 

TOTAL $12 ,779 ,;09 100.0% 
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Boston LJnlver~!y' 

Following Is a breakdown of the $5,653,7n~ spent hy Oll over the four-year period 
1~78-81: 

Amount %of Total %of Total
 
Expended BLJ Budget_.~.~c:.tJl?...J79J309 __ Budget [x~ndi ture_s _
 

$5.643,706 100% 44.2%	 fill BlJ EXl1enditures 

---~--------------- --_._- - ---_._--­
$ 549.284	 Cost of the SHnS/Boston Professional 

Staf('".3nd n(ITce(excludin9Qverhead). 
IncTudecfl,ere ar-"-t\.;O:-thr~~- pr;fe~~'Tona I Sl 

s~larlAst allowances, and travel costs; 
four office staff salaries; office 
cCluipment and sUl1pl ies; and other 
direct costs. 

~n.5~ 17.9%	 Co~t-.oI ~~ SHDS{/,.tl~ian Prole~21onal 

$1.369.365 24.3% 10. n
 

Sta.U~.0.ifice le~cJ.udlng overhead). 
Included here are three professionals' 
salaries. aIIO\,'ances. surport, and travel 
costs; six-nine office staff salaries; 
office eCluipment and supplies; and other 
direct costs, such as office rent, 
three vehicles and a motor scooter. 
and telex costs. 

Boston University Overhead 
Overl1eadlSfTqured' on a IT Poll hudget 
Items, Including the cost of the 
Abidjan office and Its fieln activities 
under the four 0 ~jp.ct Ives. The rate is 
5~9' (on cap'pus rate) on til,., CClst of the 
SH~S/roston office ann 3h t (off campus 
rate) on t~H> co<;t of the SP!)Sll\bic'jan 
office f1lus ttl I activities. 

11 .3%	 11I.'/:'f~ns rroj~ct Idl!ntifialJle rlelcJ 
flctlvltles (exClusive of SI 'nS..'fblcijan 
- strif("7offi cc and overhead costs). 
Included are consultants' salaries, 
supf1ort, and travel; graduate education 
for nine nurses abroad; training 
equinment and sUf1plies for various 
Institutions; occasional secretarial 
support; rroduction of educational 
materials; other costs, such as 
communication. 



----

In the Table beloN, Eoston University/SIlOS Project Identifiable Field 
Activity Costs are disaggregated by years and hy objectives: 

Boston UniverillL.'ldentifiable Field Activity Costs 
- (1~~-Rl ~U.S.$) -

Object ives 1978 1979 1980 1981 

I • Health Planning and 11,335 30,773 47,771 34,447 
~anagement. 

II.	 Training Health Personnel and 
Training Centers 

Lome/Lagos 81 ,488 181,744 97,253 115,202 
CESSls - Dakar/Yaounde 31 ,84i; 71 ,80 3 131,934 172,144 
Nursing Education (c:_·1•erra 
Leone, Liberia, The Gambia) 1,346 32,218 ~ 1,786 210,210 

III. Disease Survei llance	 0 0 0 0 

I V.	 App 1ied P.esearch 14,522 18,2?7 26,326 38,995 

TOTAL 

124,326 

475,687 
407,727 

335,5(;0 

0 

98,140 

I~..,., 
I~ VJ 

V1 

TOTAL	 140,537 334,835 395,070 570,998 $1 .441 ,4 liD 



Center for Disease Control
 

CDC spent S3,351,1325 in the following fashion (Ir')78-CI):
 

Amount %of Total %of Total ,Prolect
 
Expend~. C~~ BuE.9.e_t__~Jl.?, 77.2. 309 .__ ~et-.!xrend.!J:_u,,"-re_s,,-- _
 

S3,351,825 100% 2(,.2% All CDC Expenditures 

---------_._---------_.------- ­
$1,6~3,901 50.5% 13.3~ CDC Staff and Atlanta Office Costs 

""(excludes overhead) ._ 

Included are the salaries of all 
(Atlanta and field) professionals; 
travel costs of Atlanta staff; salaries 
of Atlanta administrative staff; and 
Atlanta office costs, such as equipment, 
supplies, printing, reproduction, and 
communications. 

$1,256,328 37.5% In-co~try 

Activities 
Costs of Field Staff and 
(exclud~J-p-\'erhead). 

Included are staff allo\'lances, support, 
and travel of six overseas 'itaff; 
laboratory support costs; local hire 
personnel salaries; vehicles. 

$ 40 I ,59l.. 12.0 3. 1% CDC Overhead 

CDC charges 20% overhead for all 
budget Items I isted under CDC Staff 
and Atlanta Office Costs, CDC 
charges 5% on 'n-c£unt~sts of 
Field Staff and Activi!l~ 

In the Table belo~/, all CDC expenditures (ObJ. I I I) are broken down by year. 

CDC ExneRdltures 
1971 ':' 1. 

TOTAL 

Objective II I $33(,,616 $695,053 $1,ln1',f-52 $1,215,5M $3,351,R25 
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TJI.OlF r. 

\oJHO/I\FRO 

rollO\dno is Cl breakdO\·fn of the ~2,l'4P,,5h(. "'hich \,'lIn/f,FflO spent over the 
reriod 1?7fl-P,1: 

%of Total 
I\rnount \.IHf'!I\FR"~: of Total Proiect 
F.xrended r.udoet ~12,77~ .309 Bud~ct Itc~s-_.__._._._._.. _. __."- ........ ----_ ...._- - ---_. _.-•. _.•. __.__._._----_._.- _._--_._---­_~. _.~ 

$2,268,~'ir'i 92.6% 17.8%	 I\FRO/~fI"~ ProjPct t·ctivities--_.... - - - --._~._ .. -- - - _... --­

Includf"d hp.r~ arc conslllt.~mtr,l 

5~larif"r" ~urnnrt and travel costs; 
sal<1rv c;lI h c;irlje<; for five rFS~1 fllculty; 
:-, ..,rticir'l<lntc;' stin~nrts, ~11['lnl"lrt. and travel 
costs to short-term courses and workshops 
anrl for ten Cuttington College students; 
drrect costs fortrainin9 activities, such as 
trclllslation of materials, equipment and 
suppl i8S. 

f: -f)­
"	 r\rn~.r.!:..oi.e.:.s.i_l"lr'.:!J _ C!?!,_t r i l'·u!..i~r'.:'?' 

orqanization costs lind ovcr'l('(H'. _.._._._---- --._- _._----­



---

----------------

Objective 

I. Health Planning and Management 

If. Training Health Personnel and 
Tra in i n9 Centers 

lomb - Training Center 

Lagos - Train!n!! Center 

SUA-TOTAL 

CESSI - Dakar 

CESS! - Yaounde 

SUR-TOTAL 

Nursing Education (S i erra 
Leone, Liberia,The Gambia) 

III . Disease Surveillance 

IV•	 Apr 1ied Research
 

PRC anc' pce !'~"'t i ngs
 

TOTAL 

VHO/;'FRO Expenditures
 

1978 - 81
 

1978 1979 1980 1981 

$ 7,1,67 $ 1!2, 87() $ 120,619 $ If( ,381 

2R7,o31 256,149 233,683 

57,247 130,np.(: 231,914 

9,435 50,938 53,~ 36 

~,2n4 22,890 

2.,11,7 26,795 218,99~ 

181 ,3 /1 1 48,007 42,909 

2t:l,405 53,1 11 

20,017 57,775 82.,664 19 ,20~ 

- -	- - - - --_.._------------

TOTAL

$ 337,337 

776,863 

419,247 

1,196 ,110 

11~,nn9 

27,09L: 

Ilfl,103 

248,561 

272 ,257 

73,516 

179,£62 

-f:::­
0' 
r ­ w 
m C) 

~ 

$739,8~7 $1,nb2,729 $2,448,546 
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TABLE 10 

MEASLES VACCINE AND	 PED-O-JETS 

1.	 $1,200,000 of SHDS Project monies I'Jere used to purchase measles vaccine, 
for 18 of the 2n SHDS countries during the period 1978-81: 

1!'l78 - 120,n()(' 

1~79 - 235,oOn 

1980 370,000 

1~81	 475,00') 

1,200,()OO 

2.	 Ped-o-Jets and parts '-Jere purchased by CDC and AIO/\.,r under PI OIC 1 5 " 

1978 - $ ~69.85 

1979 - 78,623.00 

1980 - 5,902.45 

1981 50,237.on 

$ 135,232.30 

3.	 CDC ImlTlunlzatlon Division donated $32 ,~22 .60 I"orth of P~d-o-Jets and 
",arts to SHnS. 
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TAnlE II 

%of Total 
$12,779,327. Ex.e.endl~.~..r!: B_u~~et Category 

100% $12,779,309 All Categories 
-_.__._._-----------_.. _._------ --­

17.~% 

17.8% 

13.3?; 

11 .3% 

10.7% 

9.8% 

10.4% 

".3% 

3. 1% 

1.4% 

$ 2,283,617 

$ 2,268,884 

$ 1,693,901 

$ 1,441 ,4 0 
" 

$ 1,369,365 

$ 1,256,328 

$ I ,335,2.3'2. 

$ 549,28
" 

$ 179,G62 

BLJ/SHI"lS!Abldjan Professional Staff 
and Office (excluding overhead) 

AFRO/SHDS Project Activities 

CDC Staff and Atlanta Office Costs 
(excluding overhead). 

RlJ/SHDS Project Identifiable Field 
Activities (excluding overhead) 

BU Overhead 

CDC In-country Costs of Field Staff 
and Activities (excluding overhead) 

t1easles Vaccine and Ped-o-jets 

SHDS/Boston Profession Staff and Office 
(overhead excluded) 

roc Overhead 

PRe and prc ~eetlngs 
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COHPOS 111 (1,1. EXPENO ITURES. 

1978-. 1979. 198fr AN.() ·1981 

DBJECTIVES­ 1978 1979 198(} ­ 1981 TOTAL PERCENT 

I.Health Planning & Mgt. $ 18.802 $ 73.643 $168.390 $200.828 $461 .663 3.6J% 

It.Training of Health Pers. 
Trng. Ctrs. Lome/Lagos 
CESSIS-Dakar/Yaounde 
Nursing Education 
Workshop 
Sub-total 

81.488 
31.846 

1.346 

526.022 
81.238 
32,218 
2,767 

483.488 
187.076 
118.581 

580.799 
248.670 
429.209 

1.671.797 
548.830 
581.354 

2.767 
2,804;748 

_ 
21.95% 

111.Disease Surveillance-CDC 295,926 790.864 1,029,184 1.106.512 3.222~486 25.22% 

IV.Applied Research 14,522 18.297 46 .731 92,106 171 .656: ~ 
Meetings 20,017 57.775 82.664 19.206 179.662-__ 1.41% 

Bostoo Un i v. Abidjan 
Bastoo Un i v·:- Boston 
Sub-tota1 

233,054 
86.287 

610.965 
144.067 

691.615 
142,335 

747.983 
176.595 

2.283.617 
549 t2-S4 

2,832~61 22.17% 

Overhead 
Boston University 
CDC At lanta 
Sub-total 

81,417 
40,,690 

409.874 
85,530 

393.172 
123,475 

484.902 
151 .SO) 

1.369.365: ­
401 ;5% 

1.770,961 13.86% 

~asles Vacci.ne & Ped-o-jets 120,470 313,623 
- ,­

375,902 525,237 J.,335.Z~2 10.45%· 

-
TOTAL: $1,025,865 $3,146,883 $3,842,613 $4,763,948 $12,779,309 100.00% 

. ­
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COMMENTS ON SHDS PROJECT· EXPENOITURF.S-----'-
Per Annum Co~ts-

The annual costs of the total Project Increased progressively during the 

four-year period, reflecting the growth In activity. The annuai percent 

Increases were: 1978 to 1979 151% 
1979 to 1980 2"% 
1980 to 1981 2M: 

Projected 1981 to 1982 7.5% (not allowing for 1983 carryover) 

The level of a year's total expenditure had reached somewhat under 

$4,000,000 In 1981. That Is the amount that comes under consideration In 

assessing future support needs related to extant activities. 

Ob) ect Ives 

The Evaluation Team was not able to obtain or calculate the exact dl~trlbutlon 

of funds for each of the four objectives nor was It deemed useful to attempt 

precise artificial dIvision of each staff member's tIme or of other expenditure 

Items In that way. It Is of Interest, at least, to estimate the relative weIghts 

of Investment In the dlfferel"t major efforts. Tm-/ard that end, rough 

distribution was made where Identification of differential responsibility was 
III . 

possible. The gross estimation given below for Objectives I, ")I\and IV (using 

1980 as Illustration) does not give consideration to general administration and 

other Infrastructure and supporting costs which are assumed to'be proportionate 

to Identified objectives activity but are not necessarily so. 

TABLE-ll 

APPROXIMATE EXPENDITURES BY OBJECTIVES (1980) 
(I D'ENTJ.£..!!IOLE _EA~RI<EDXNP.~lSTJMATE.Q.· PRORATED ITEt1S) 

ObjectIve I - Planning and Management $ 215,000 
Objective II - RTCs and TOT 517,000 
Objective II - Nursing 391 ,000 
Objective III - Disease Control 621,761 
Objective IV - Applied Research 136,000 



As shO\·tn In Table 13, Objective II for TOT and related manpm·/er development 

received the most funds. That \'/.as appropriate. The strengthening of PTes and 

exposure of large numbers of fellows distributed through all the countries 

consolidated the Regional tr~inlng institutions and seeded the Region with 

urgraded health trainers. 

For the future, manpm'ler deve Iopment \\IOU Id cont Inue to deserve the greatest 

. share of any external supports that are forthcomln~, wit~ the Regional Centers 

depending on fellm'lshlps and other assistance as well as requirin9 expansion of 

faculty and of other resources for intensive wor~ in-country on national 

training systems. 

~!ur5ing I'las a close second in total cost. Th~re Is less basis for 

satisfaction with relative cost-benefit here although it is recognized that 

with a long-term investment results are harder to see. A good part of the 

SHDS contributions was absorbed by the nursing schools (CESSI Yaounde in 

particular) to augment their faculty as vIe 1I as for curriculum modification and 

faculty development. 

Understandahly, Objective IV on applied research was last in rank of 

expenditure. It was a late starter. Similarly, future needs would be expected 

to remain smaller than those of the other objectives. Some consultation time 

will be needed to stimulate small research studies and assist In their design, 

but would probably be adequately covered by one full-time consultant. The only 

likely way that an appreciable number of studies could be started and conducted 

is through external coverage of research costs. This \'!ould not be a large 

amount if the studies are kept simple, small and of short duration. 

._6_ _____PARTICIPATING AGENCIES AND INSTITUTIONS 

Boston University - The larger part by far of funds expended by the University 

were directly for activities that took place in Africa (approximately 70%) and 
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only about 30% In Boston. One gets the Impression that expenditures could be 

lowered If two levels of administration -- ~bidjan and Boston -- were made less 

redundant in certain respects. To be certain of this calls for detailed analysis 

of administrative and fiscal procedures beyond the reasonable scope of this 

Evaluation. The amount of overhead Is a matter of Agp.ncy policy, but is made 

particularly large because the rate that applied to African activities, although 

100'!er than for Boston-based ones, is still substantial. 

Obviously and expectedly, it is more expensive to use external than 

Rp.gional personnel. Salaries and allO\,'ances are much higher; additional travel 

and communication costs are introduced, and ovp.rhead piles up. Cost alone 

s~ould not be sufficient basi~ for deciding between a Regional and external 

resource. But when the products are reasonably comparable, that becomes an 

additional and cogent argument in favor of the indigenous preferences. It 

should be mentioned that because salaries of BU personnel were negotiated \'Jlth 

AID according to AID contracting policies yet on the other hand local staff 

and consultant salaries \'Jere fixed follO\·J!ng ~lHn guidelines, salaries are not 

always in proportion to responsibility and position in the SHDS structure. 

The ~HDS staff does a tremendous amount of travel, which Is very expensive 

in Africa. It would be pennywlse and pound foolish to prohibit travel when 

indicated as personal contact has been one of SPDS' most effp.ctive mechanisms. 

It is always Incumbent upon staff to avoid other than essential trips and to 

schedule travel strategically for greatest economy. Funds should be made 

available for attendance 'at professional meetings to avoid scientific IsolatIon. 

The per annum estimated cost (SSI,442 In the I~Ro budget) for the 

operation and maintenance of three automobIles and a motorscooter Including 

drivers' salaries Is Inordinately high for the small AhlrlJan headquarters' 

staff \·,Ith almost no demands for field use of the vehicles. In general, closer 

scrutiny of SHOS' budgets by AID \</ould seem to have been desirable. 



CDC - Atlanta-based staff vIsIted AfrIca frequently for scheduled meetIngs, 

evaluatIons, surervlslon and other purl1oses. Thp. amount of such contact \·/ith 

field staff seemed to have been appropriate for the n~eds of the Project. Whether 

the number of salarIes covered hy the Project matches the rroportion of personnel 

tIme required, cannot be ans\"ered flatly. It may be a bIt on the hi9h sIde. 

~Ithou~h the rnc overhead rate is far l~~er than that of Roston University, overhead 

costs are 'highe'r than might be otherv!ise because African field staff are 

technically based in Atlanta. 

GENERAL r.or~IIE'IJT 

In any event, eXl1endltures deserve careful scrutIny to avoId exaggeratIon. 

In the sIms Project, total professional personnel costs (Tal',Je 14) are high, 

cillefly because of added overhead and allowances. especially staff housin~. 

Two houses In AbidJan are budgeted for almost a third more reasonably comrarable 

expatriate professIonal staff of REDSO In this same cIty. There may be extenuatIng 

cIrcumstances. 

TABLE 14 

PERSONNEL COST_~{JC)P.~ 

SHD~lAh J.~J~ (5) CDC £.1 e Id Staf.L.J£l 

Total Base Salaries $167,9 /,4 $ 212,115 
Avera~ Base Salary $33,589 $35,352 

Fringe BenefIts 35,2M3 (21 %) 21 ,212 (I 0%) 
1\1lowances 2115,465 253,n82 (and rent) 

Average allm·/ances 42,180 

Overhead (27. I?:) 97,282
-~'-' 

(20%) 

Avera~e Total l1er Person $114,53(' $97,282 
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\o/HO/AFRO - WHO/AFRO charges nothing for Its administrative and professional 

contributions to the SHDS Project. It manages the feIIO\·/shlps and coordinates 

the PCC/PRC Committees, among other roles. 

The range of cost per supported fe 1101'/ for short-term courses at the RTCs 

was between $1,050 and $3,800 with an average of S2,300, exclusive of continuation 

of salaries which were paid by sponsoring governments. The chief determinant 

of fell0l1ship cost is the duration of the course. Costs varied accordinp to 

place, position of felIO\·/s, travel distance and some\'lhat by disciplines. The 

average cost for a week's attendance (also varying with duration) was about 

$225 for Lome P.TC and about $300 for Lagos RTC. 

The PCC/PRC Committee expenditure item was relatively small, thou9h not 

Insignificant -- about I 1/2 percent of the total cost. As stated elsewhere 

in this Report, ways need to be found to Improve coordination. Additional 

expenditure for effective coordip,ltion "()Irld !l<ly its \·'rI'/. 

198 !....Q.VfB.H5!.P._Rf\I!:.s_.L0f~~GA~J..zAT ION.i 

PARTICIPATING IN SHOS 

Headqu..?!ters Field 

"'flO I /I H'" 05r 0% 

Boston t'n iversl ty 53~ 32%* 

CDC 20% 5%** 

* Off campus expenditures and activities 

** In-country cost~ only 



D. aDJECTIVES 

OBJECTIVE I -- To improve national and regional health planning and management 

1. Int roduct Ion 

\lithin this objective there have been sever"'l activity areas called 

sue-objectives. These sub-objectives have changed during the course of Phase I I 

in respect to institutional focus and content. The 1979 implementation plan 

included the follol·,jn9 suh-objectives: 

a. To provide staff and resources to assist in the attainment of 

~1'lrlS Project gnals at the Dakar Center; 

b. Tn upgrade and expand the l,ealth planning and management training 

programs at tha Dakar Center with the goal of training a core of 

management/pIa..1ers from the \.fest and Central African countries \'1ho 

can design and implement in-country health planning and management 

training programs; 

c. To develop a Dakar Center consultation service in heal tIl planning 

and management for the countries of \·:est and Central I\frica; 

d. Tn strengthen the applied research component of the Dakar Center 

program; 

e. To strengthen collahorative relations with other regional centers 

and Institutions and appropriate natlnr1al institutions; and 

f. To develop practical systems of monitoring and evaluation. 

Suhstantlal revision I·IClS made In these activities In accordance '.'lith ~!1I0/I\FRO 

modification of their regional strategy for development of a network of planning 

and managE::rnent centers. The 1980 Implementation plan listed five sub-objectives 

as fo 11 o\·,s : 
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a. To strengthen health planning, programming and management training 

programs given by the Dakar and other collaborating centers. 

b. To Improve Intersectoral management capabilities of planners from 

the ~!est and Central African countries In development of health programs. 

c. To strengthen the Dakar and other collaborating centers; capabilities 

to participate In and follow-up CHP exercises and facilitate the 

Implementation of national health development programs. 

d. To develop an applied research component of the Dakar and other 

collaborating centers in the planning, programming and management process 

In relation to primary health care. 

e. To develop health planning and management training capabilities 

of selected national educational Institutions. 

As Increasing emphasis \'Ias put on development of the network of national 

centers and the item on applied research activities was transferred to Objective IV, 

further modifications \'Iere made In Objective I actlvitif~s. The 1981 Implementation 

plan \'las approved \·J!th the follo\'''n9 three sub-obJectivns: 

a. To strengthen planning, r-rogrammlng and management training 

programs emphasizing primary health care. 

b. To Improve intersectoral management collaboration In the Vest and 

Central ~frlca~ countries In development of health programs emphasizing 

primary health care. 

c. To strengthen Country Heetlth Programming (CHP) exercises and 

facilitate the Imple~entation of national health development programs. 

The trend of the changes during the three ypetrs might be summarized as 

fo 11 ows: 
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a.	 A\·/ay from a sIngle center to a neb/ork of centers; 

b.	 AddItIonal emphasIs on multisectoral management; 

c.	 Greater emphasIs on In-country work rather than at the exclusIvely 

RegIonal level. 

d.	 SpecIal focus on PrImary Health Care. 

Because of the substantIal changes made In emphasIs wIthIn ObjectIve I, 

dIscussIon of progress wIll be organized by type of activIty rather than 

specifIc sub-obJectIves. 

2.	 Inst I tut Iona 1 Deve lopment 
._-~-

Progress: DurIng the first few years of Phase II, attentIon was to be 

focused on strengthenIng and expandIng the Oakar WH('\ RegIonal Program In 

ProgrammIng, PlannIng and '1anagement (Dakar Program). ThIs center was created 

In l?711 by the Integration of t\"o "'HO projects (Consultative Project for 

tlatlonal ~'ealth PlannIng and the InstItute of Health Plannin9). rnurses h;,ve 

been conducted annually In health plannIng and management, In English and In 

French in alternate years. 

Consultants were sent and plans formulate~ for augmentIng the Program1s 

staff of three professIonals (DIrector, economist, and management specialist) 

to accommodate IncreasIng responsibilities. Additional consultants were to be 

recruited to complement the core staff In such areas as epidemiology, 

demography and statistics. 

Early in Phase II (1979), ~/HO/AFRO hegan a revision of Its strategy for 

responding to health planning and management needs In the Peglon. The new 

approach Involves a network of selected national Institutions Identified as 

potential health planning and management training sites. SHDS adjusted Its proposed 
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Implementation plans accordingly so as to Include the "Dakar Program and 

CollaboratlnQ Centers". 

r)fJ/~1~hOU9~ the SHOS staf~ rea Ilzed the sign If I~ance _:~e shl ft aNay from 

the Dakar Program to the net\'Jork and proposed several optlonS1or-t+te Project's 
r. - .. ._ 

Objective I activity, AID \'Jas firm regarding i-t5-coiiiniltmellt-t-o---fe~u-s its jesources 

on building up the center In Dakar, as stated In the Project Agreement. Some ------ --...... ------­
'pCC rcpresentat Ives f~J~u that .~rts.tql'._.~-h~.-flqka.L-£rogram_and the proJ"losed 

~----_._----

ne t.w......:o:.-:.r_k_\,J.=.e.:...re::....-.:n~o:...:t:.........m..:;.u~t.;..ua l ly--.:;.exc Ius Ive .
____......

SHDS staff and short term consultants worked In 1978, 1979 and 1980 with 

the three Dakar center staff members to Improve and expand the courses offered 

and enhance their contribution to the country programming exercises. Nevertheless, 

the Dakar Program was ultimately not strengthened as an Institltlon, 

supplementary consultants were not recruited, and In fact, two of Its three staff 

members \vere transferred (one In July 1980 and the other In August 1981) to 

other posts. The Coordinator has remained at the facility, but the project 

he has been Implementing was changed In 1981 and his responsibilities within 

the net\'!ork are not yet clarified. 

SilOS has contributed to the early phases of the national management 

Instltltlons net\'!ork development. The SHDS Project \'/as Invited to participate 

1n the secretariat of the first WHO/AFRO consultation on health management 

training In July 1980 In Arusha. Following this meeting, II Institltlons were 

selected as sites where health management training could either be developed 

or strengthened. Six of these are within the SHDS Region. SHDS Is currently 

collaborating with WHO/AFRO In planning training of trainers courses for 

facilitators of national top level Intersectoral management programs. Plans 

are for these courses to be organized In one of the countries which has a 

participating Institution within the health management network. 
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SilOS has also assisted the Lome and Lagos RTCs to develop new IntermedIate 

level health management courses. The Project has been actIve In strengthening 

the programs offered at these two centers. (See ObJective' I for full discussion.) 

Since early 19B1, SHDS has enlarged the scope of Its Institution building 

activities at the RTCs to include enriching their staff capabilities for 

conducting management courses. 

3. Training Prqorams 

Proo ress: During SHDS Phase II several nel-J I',orkshops/courses on management 

were created and conducted and a six-week health planning course ~'as strengthened. 

SHns staff and consultants collaborated with the nakar Program staff on 

Improving the content and organization of the annual slx-wee~ planning course for 

senior health officials. Particular emphasis vIas put on the Integration of more 

management techniques and country health programming methodoloqy Into the course. 

A nel'l ten-day ~Iorkshop on management for Intermediate level health officials 

I-las Initiated at the Dakar Program I,'ith SHDS assistance. It I-las conducted for the 

first time in December 1979 for 10 participants from eight SHDS countries. The 

objective of the course v'as to "make middle level personnel aware of the processes, 

attitudes and techniques of modern management and the way of applying them In 

health services". This \"orkshop Is held yearly in Dal~ar, for English speakers 

and French speakers In alternate years. 

SHOS has piLneered in creating management training programs for top level 

personnel in the Region. 51'DS staff and consultants have designed, Implemented 

and evaluated tOfJ level Intersectoral managclT1P.nt ~'ork5hops. This pro~ram has 

been held three times in Senegal, Hlgeria and Togo, for participants from several 

countries each time. These two-tiered meetings were attended by Ministers of 

Health, Social Welfare, Rural Development, Science and research and Economic 
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Plannlnp, as well as Cabinet Directors and other top-level officials from those 

ministries. Tflrough the case study method, emrhasls was placed on solving Inter­

and Intra-ministerial coordination problems, improvinp decision making and operations 

through rlanning and management by objectives and overcoming personnel problems. 

Based on the sllccessful exreriences gained in carrying out the three \·/orkshops, 

SHDS staff and faci litators are preparing modules on use in the TOT courses for 

the national institutions network in I~B2. 

110st rf~cently SIIDS has collahorated ,,:ith the staff of the Lome and Lagos 

PTCs to develop mid-level health management courses as part of their repular 

program. ~,,!'s has provided management consultants to both institutions 

respectively for the Community Health Course in Lome and the Health Services 

t~anapement course for mid-level health personnel in LariOS. These courses have 

rnrlaced others ~t th~ PTCs and in a way act as Regional replacement~ for courses 

discontinued at the na~ar Propram. 

4. £~.Y....!i.eE..1 th f.r.~.R!:.a~1n9 

Pro~~: \-.'HO developed the methodology on the Country lIealth Programming 

(CliP) approach for country-"tlde planning, programming and management of health 

systems in the late 1970's. Its fundamental prlncinle is lito emphasize the 

Interaction het,,'een the health sector and other relevant sectors, thus placing 

health In the broader perspective of total soclo-economic development". CPP 

\':as Introduced Into heillth plannlnp training rro!1rams in the \o.'l/O/AFRC' Rc~Jion, 

especially at the Dakar Program. CHP \,'orkshops anrl exercises have been carried 

out in ~ numher of sub-saharan countries includlnp T',e Gar.1bia, Liberia, Ulger, 

Senegal, ".1I1 and Poenln \·dthln the SI'OS Re~don. 

SHDS rarticipat~d directly in the CHP exercise In Liberia and in introducing 

CHP concerts Into the training courses at the l1aki'lr Program. The staff of the 
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Oahu Center ",pre very active In carryln~ out r.pp ,,'od:shops and exercises for 

the ~.'H():'/lrnl" Pe~ion, hut SI'O~ was not directly Involved. SI!f'l!) had proposed 

cvaluatln9 the CliP Impact In a selected country; hm·/ever, this '-las not done due 

to hud~et limitations. 

5. ne levance 

With demands from populations Increasing for health care and with resources 

not responding proportionaly, assuring the effective and efficient use of human 

and materiAl resourc~~ is essential. Development of primary health care, ~~Ich 

alms at reaching people at the peripheral level, is placing added stress on 

referral facilities and ministry supply and transpcrt systems. 

It Is Increasin9ly apparent that rlannln9 and management of health programs 

within the Re~don are critical ,,!eak links in the strategies for health 

development. ~~n~ has focused some attention on thpse elements and helped to 

increase Awarene~s of the constrAints. ~oreover ~Hns has Initiated some 

imflortant stens tOl-'rtrdfJ tad'l in~ sone of the hw !1rohlems. sJ-Ins inputs have 

concentrated on t~e importAnt Areas of Intersectn~al cooperation, communication, 

c;unervl~ion, attltuc!cs i"md 1'~hi"'lVior, Inforrn01tiC'ln'c!l'!tCl SystN'S, ("valuation, 

rnnnrrnmr r~~uireMents, and organilrltinnal ~tructure. 

~. rffectiv~nC5s 

r:,'ns :1;><; hrou~!lt S(\l1"e of t:le I:e'/ issues in rlanning and management into 

tr.1ininC'! nro~raMS for vnrious levels of decision maLers and mid-level officials. 

They have atteMpted to flO\·: \11th the changing tides of health rolicles and 

pro~ ram chilnSC"'l in t he f'c~d on. 

Vhile the Institution hulldin9 asnects of Objective I hAve not reen 

successful, alternative creative approaches to training have been found. The 
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consultants and SH05 staff Involvement in major aspects of management have neen 

good, in some cases, superior. 

It is difficult to assess the results of the three top-level Intersectoral --- -- - -- . -- _.- -_._-- ._ .. .._----- ... ­

,"orkshops on health planning and managernent. The extent to ,·'hich such courses 
~---~.----_._._.-._----------. 

can influence the structures and/or practices In the participating countries _.---- - -- - - ------_.. ...-._- ...~ 

~---" 

must first depend on the governmental positions held Ly tho~~who attended. The 
~--_.__ .. - --- .. - .... __. --- -_ .... __ ._._~----- ...--' -- ". 

majority of the rerresentatives at these meetings ,·,ere of satisfactorily high 

standing in the health ministries and other relevant departments of their 

respective governments. Several facts suggest that the influence has been._--_.--.-­

positive. Comments from participants have been very favorable on the usefulness 
------------' 

of such exposure. One minister \'Iho could not fit it into his schedule and 

who received a 910l-ling report from his colleagues expressed his regret and 

asked for notice about the next seminar. There have neen a number of requests for in­

country follOl"-up of the multicountry 'tlol"kshops, indicating a certain success in 

sensitization on the importance of the topic. In at ieast 0 se, a ministry 

of health created a nel" health planning unit after 3n apparently critical mass--- ------.----­
of~.~er~~~_s._!.r.9.~_!bat~untr~gone throuoh~akar s~'tleek plan~ing course. 

The usual rhenomenon of bureaucracy shock and frustration that participants 

suffer when they are unable to institute innovations suggested by the training 

discussions occurred In some instances here. The SHDS plan to try to reach 

several levels In each agency deserves continuing support, so that paralleJ 

attitude changes are more likely to occur. 

7. ~urrent and Future Needs 

\Jhen demands a re heavy and resou rces 11 mIted, the nat ura 1 and typ Ica I tendency 

is to operate on a crisis Intervention basis -- meet each problem as It arises, 

rather than anticipating developments and allntt'ing resources accordingly. Yet, 

It Is obviously In the very situation of scarcity of precious resources that 
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planning Is most needed. Economists and development planners have given less 

attention to health than certain other sectors, such as agriculture. Where 

any health planning Is done, principal responsibility for it may be vested 

In the ~eneric planning body of government or in the Ministry of Health. In 

the former situation, It is Important that the authoritative agency -­

the Health Ministry -- be Invited to furnish Information and advice. The 

SilOS multlsectoral high level ,'/orkshops aimed at fomenting mutual Inter-agency 

awareness In planning as wel I as in operation, and aimed to spread understanding 

that health Is an appropriate subject for public planning. 

It Is recommended that the-multisectoral approach, for both health planning 

and manageme_,,!~--, recelve c..Q.ntlnued em-R-hasls through the institutional net,~rk ..----
This "!ould need periodic renPI-ml meett"lgs to Veep up \'lith the notoriously 

rapid turnover of high government officials. The same concept should be infused 

Into middle level management training and certainly In the TOT of VHWs. Even 

,·!ithout policy directives from the top, the local health "/orker, the community 

develorment 'I/orker, and the agriculture extenslnn agent can l~arn to coorerate 

and pool their efforts. 

The SHns ~ct(vltles for upper and middle level management h~ve been 

~x~ Even though a conslderahle portion of1l;e--training tlmp. has been ~1VV ___ 
given to case studies, problem solving exercises and field ":ork, each partlc~antb'" (t~ 

__- ~'}r 

probahly goes home feeling that the tralnin~ experience has for hil'"' bcen -1'~~) 

largely didactic, in the sense that it did not rcrtain directly to his/her actual ;'7" 
"10 rk prob Iems. Nevertheless, a first step wps necessary. It should help to o

~ 
create read Iness for in-count ry v/orkshors ,·d th ones rea I co 11 eagues, In 

horizontal or vertical administrative relationships, rarticirating together 

In discussions on concepts, rrlnclples and techniques of management as applied 

specifically to health service. It Is encouraging that requests for such 

'.'Iorkshops are being made. Response to that Interest deserves to be the major 
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emphasis In the future. The network being organized by WIIO/AFRO should be 

given sufficient types and amounts of resources to help develor and conduct 

a scheduled series of In-service type tr~lnlng sessions, and more Importantly 

to give In-country consultation on health management questions. It Is 

recommended that t\'JO or thre~~~uallfledexperts be stationed In the 
. ----; --~.----- .._------- --- .-- -_.--' ------- --

Region on a full-time, long-term, resident basis In support of the network 
--.----------------------_.__._----_ .._._---- ----­

secretariat for In-coun~_~9~. It would bp. useful for ad~ptatlons of 
~--- ------ -- --------­

SHDS-produced educational materials to be made for the different country 
-------------------_.-----_ .. _-----­

situations. 
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OBJECTI VE 'I 

This objective of the SHDS Project Is designed In order: 

liTo Increase the skills and imrrove the utilization of health personnel 

providing	 generalized health services at the supervisory and local levels. 11 

1. Post-Basl~Nursln£L5E~cation-- This portion of the objective focuses 

primarily	 on three nursing institutions --

CES~I at Yaounde (Centre d~nselgnement Superieur en Solns Infermiers) 

CESSI at £'elkar 

Post-Rasic Nursin9 Education at Cuttin9ton Collegp. in L1heriCl 

'.Iore and more, the nursin!) profession is lool:ed liron elS the core of the 

personnel armamentArium of puhlic health. They constitute the clinical link 

I->etl,'cen medicine anrl the hull: of ll"~<llth \Iorh~rs. They help in training and 

do much of the supervision. Varieties of su!:professinnal and rractical types 

of nursing "Auxiliaries", I:itil different citIes, hi3ve been placed in ruhlic 

health rrograms around tile \·!orld. They are all subsumed under the rrcsent 

discussion. 

The current \-lorld drive for Pile adds particular emphasis to the crucial 

role of nursing, where most of ~he responsihility for training and supervising 

Village Health \.'orl~ers (VH\.'s) \,,111 he vested. To do those tasks "'ell in the 

country Primary lIeellth Care (PHe) rrograms, nursin9 leadership "Jill be needed. 

This Is the Justification for the SHDS Project giving such importance to post­

basic nursing education In the Region, whereby capability migllt be increased 

In tor positions in basic nursing schools, clinical settings and public 

health services. In Pile services, maternity care usually trails lamentably 

behind other activities. Thus a strong professional mld,·,lfery component 

is ulso essential to raise the quality of attendance at chi ldblrth and 

of preventive care during pregnancy and the postrartum period. 



CESSls 

The objectives of this activity are: to Improve CESSls' existing 

curricula In order to meet nursing need in Francophone Africa; to provide 

on-going continuing education for CESSI 9raduates; and to introduce a 

systematic, on-going evaluation process. 

CESSls are government institutions \-Jhich ,-!ere established \·Jith the 

collabt'ration of \·.'110. CESSI at nakar, Senegal, started in 1968. CESSI at 

Yaounde, ('ameroon, is a department of CUSS (Centre llniversitairc des ~clences 

de la Sante) that-las started in 1~72. The objective of hoth Institutions is to 

train nurse/mldv/ife educators and administrators. 

The SHDS Project does not pay fellowships for CESSI students; these are 

paid by ~JH()/AFRO and UNICEF. SHDS contributes to the hlo CESSI programs by 

providing staff, consultants, equipment and funding field work for students. 

After facing and partially overcoming many difficulties, CESSl/Dakar has 

Instituted a new curriculum that Integrates the PHC approach. CESS IIYaounde 

Is stlll In the process of revle\-J1ng its curriculum. Because of the s~ortage 

of faculty In CESSI/Yaounde, the SHns field consultant was called upon to do 

teaching as a full time faculty member during the academic year 1980-81. This 

may be changing In 1982 since an agreement has been reached with the Director 

of CUSS and CESSI staff. 

Both CESSls have already evaluated their programs and the uti llzatlon of 

their graduates In the countries. It Is in the llpht of these evaluations 

that CESSI!DA~ar developed Its new curriculum, and CESSl/Yaounde is v~rklnp 

on Its program. 

With res~ect to In-country consultation to CFSSI graduates, the best 

Initial strategy to take '-las not obvious. sIms consultants and CESSI staff 

decided that the hest way to Implement this activity is to develop a continuing 

education program for CESSI graduates. 
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In 1980, the faculties of the two CESSls held a IO-day continuing education 

\'1orkshop for their graduates at the RTC lome. This \'JOrkshop focused on 

reorientation of national nursing and mld\'Jlfery pr')grams to Pile. T\-/entY-I'lI/"\E 

participants attended, 21 of them from 13 SHDS countries. The participants expressed 

the value of ~u~ork=~~~s In help I ng to update t~!no~J_le~ge on teach i ng v/ V 

methodology. AdditIonally, each CESSI held on Its own a one-dax_c.<?n_~J.nulng 

education faculty seminar on methodology of integrating PHC Into the total 

curriculum. Also, two workshops are scheduled for 1982, one in Dakar and one In 

Yaounde. Participants will come from SHDS, and other Francophone countries 

of the WHO/AFRO region, and the focus will be on management. The pedogoglc 

methodology used is being applied to continuing education and other p rts of the 

CESSI curricula. A 1~81 workshop had to be omitted because administrative 

arrangements by ~JHr)/AFRO \'Jere not comp Ieted on t Ime. 

Due to shortages In full-time faculty, the CESSls were not able to start 

pI anned In-count I'Y fo 1100'I-up \'lOrk \.J1 th .9I.aduates. To overcome the shortage of 
.. _..• ..~ _-~ - ---.

qualified ~red six scholarshlrs a! '~aster's de9~ev~~__ ~t 

the University of Montreal and at Boston University (five and one respectively). 

Four nurses specialized In nursing education and two specialized in nursing 

administration. On their return, these fellows will teach ful I time at 

CES51/Dakar and Yaounde. 

SIIDS helped In topping of CESSI faculty salary for a period. This was 

done in order to encourage qualified nurses rrot to leave the teaching 

profession. One year later, however, it \>,.'as agreed that SHDS should discontinue 

this practice hecause It Is contrary to AID polley. \",'HO/AFRO has agreed to 

take over this salary supplementation. 
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Future Needs of CESSI 

By the end of 1983, CESSl/Dakar will have six full-time national faculty 

\~Ith Master's degrees, and CESSI/Yaounde will have five. These are not sufficient 

numbers for the task. Furthermore, since the host countries for the CESSls 

do not give salary credits for '1aster's degrees, the stability of the staffs 

\-/ould be threatened If "'-'HO \'/ere to discontinue Its rresent practice of salary 

supplementation. 

The development of CESSI staff Is the key need In the goal of strengthening 

those Institutions for In-country acti~ltles, continued education and 

consultation. It would be desirable to develop a panel of qualified nurses 

and midwives, especially with public health orientation, to enable the CESSls 

to assist countries in the upgrading of nursing training and services. 
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TABLE 15 

NO. OF CESSI ENROLLEES SINCE SHD5 INVOLVEMENT 

1978 - 81 

Total Ho. 
Students 
Enrolled 
in both 
CESSls Class of 178- 1 80 Class of '79- 181 Class of '81,-182 Class of 181- 183 

Country 1978-83 DaI52!... Yaounde __ Dak~r Yaounde_. Dakar Yaounde Dakar Yaounde 

Benin 12 2 2 2 3 2 

Cameroon 57 15 12 2 16 12 

CAR 4 

Chad 2 

Congo 5 2 

Eq. Gui nea 0 

Gabon 4 

Guinea 0 

Ivory Coast 19 3 2 3 3 3 

Ma 1i 5 2 

t1auritania 7 2 2 2 

tllger 10 2 2 3 

Senegal 32 5 6 11 10 

Togo 6 2 2 2 

IJpper Volta 13 2 2 2 3 2 2 

._-_. - _._- _.__.._-----.... --- - -----
Total for * 
SHOS Countries 176 17 25 18 24 26 22 23 21 

* Add 16 enrollees from other Francophone countries for total CESSI entering 
enrollment 1978-81 of 192. 
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Anglophone Sub-reglon2.L..!~ursl.n~ ..!:.r£9!2~s. for ~he Gall1~L1berla and Sierra Leone 

The sub-objectives of the SHDS project for the Anglophone sub-regional 

nursing programs aimed: 

to develop a post-basic nursing degree program at Cuttingon University 

College (CUC); 

to Implement a continuing education workshop so as to emphasize 

PHC elements In nursing education and administration at the basic nursing 

schools; 

to support the non-degree nursing program at the Tubman National 

Institute of rledical Arts (TNltlA), to be made available to students from the 

three countries. 

The ~UC, where the post-basic nursing degree pr00ram is offered, is located 

in Suacocco,Bong County, Liberia. As a private Institution, the cue relies 

upon fees collected from the students; grants and donation" from the Episcopal 

Church In the U.S. and from 115ftln; and a sut'sicly from the L1herlan Government. 

The SHns Project has onaned another avenup of tuition incomp to the C\JC. 

As a colleql?, the CUC offers Pnchelor's de~rees in Sciences, Fducation, 

I'umanlties, !iocied C:cif".'nces, tlursln9 And Th('()lo~'/. The nursin: divisi0n ha!' 

t~·o rroc-rdms. T"'~ I'asie I "lccalaureClte cstaL,li"I,n.r in 1,,(11 prenares I:eginners 

in Cl fnur-ye.1r nursing program to \"0r!: i,... various healt" scttin~ls. 

Tll~ l'oc;t-I',1Sic rrogram \.'as cr,tal,llshp.d in IS'7. Tbi;, is a 2 1.'2 year program 

for already traine~ registered nurses. It aims to add to t~eir liberal education 

and to update their professional sl:i11s. I'hile this post-haslc nursing training 

antedated SilOS, the SHns Project has contributed to strengthening and expanding 

it so as to be available to candidates from The Gambia and Sierra LeC1ne. Under 

the revised curriculum, the post-basic nursing program of cue upgrades 

professional nurses to BSc degree status. The program was developed In 
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consultation \'lith the three countries of the Anglorhone subregion. The first 

class follo\'ling the improved curriculum started in '~arch, 19131, ,·lith four SHDS 

fellO\·/s from liberia (total class size eight). HOHever, six SIIDS fellO\·/s, four 

from liberia and t"IO from	 The Gambia, started In 1~8n ,·tlth old curriculum 

(total class size ten). 

Three SHDS consultants have contributed to revising the post-basic nursing 

curriculum. They have also partlclrated in direct classroom teaching because 

of the shortage of faculty in the Nursing Division. With about Inn basic and 

post-basic nursing students, there are only five nursing faculty members. 

Thirteen fellowships have been given by SHDS to further nursing education 

for LH,erla, Sierra Leone and The Gambia. Three fellovlshlrs \'!ere for '~asterls 

degree study at Poston University In Community Health Nursing and Parent/Child 

Nursing; these nurses upon return will enlarge the Cuttlngton faculty. Ten 

fellm'Jshlps Here for SSe degrees In Community '·1edlclne and /1aternal/Child Care 

taken within the post-basic nursing program at Cuttington Col lege. 

SHDS provided equlrment for the nursing school and a jeep for transport. 

At present, this vehicle is used by the SHDS consultant who lives in ,.lonrovia 

as a means of transport for the long distance to CUC. In the meanwhile, the 

post-basic program has an acute shortage of transport to allow the students 

to undertake their practical field work In PHC. 

The project has also started to Implement a non-degree nursing program 

at TtJII1A in l1onrovia in order to strengthen nursing education and nursing 

services in liberia, Sierra Leone and The Gambia. The TNItIA Is a government 

Institution for training at mid-level health personnel. There are four sections: 

1.	 School of Nursing professional nursing
 
practical nursing
 
mid,·" fe ry
 

2. School of Environmental Health 
3. School of Physician Assistants 
4. School of Medical Laboratory Technology 
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The Evaluation Team was told that the Minister of Health of Liberia Is 

looking fon'lard to the continuation of the non-degree program at TNIMA because 

there are not enough teachers for nursing schools of the three countries. 

SHDS consultants conducted·3 \'lOrkshops for 42 nurse educators and senior 

nurses on curriculum development, primary health care and nutrition. Participants 

from the three Anglophone countries attended. Included in the planning for 1982 

are a one-week workshop on curriculum development and a three-month course on the 

methodology of integrating PIIC into the basic nursing curriculum. 

The post-basic nursing program at Cuttington College is in need of:
 

consultants to strengthen the curriculum
 
an expanded faculty
 
vehicles and e~ulpment, especl11ly for field practice training
 
developing the llhrary
 
supplies and miscellaneous needs
 

It Is difficult to equate the educational purposes of the Cuttlngton 

development under SIJOS assistance with the market for the graduates I·!hen they 

return to their respective countries. Governments are reluctant to promote 

young graduates over the heads of experienced senior nurses merely because the 

former have acquired an academic degree. Yet the graduates resent returning 

to their old johs and salaries and wonder whether their investment in graduate 

study lIas \'JOrthwhlle. f\ logical approach mi~ht have been to designate the 

senior nurses for attendance at Cuttington, but the'! had not been selected 

because of concern about their meeting the admission requirements. 

All three Anglophone countries are In need of tutors for their nursing 

schools and would be able to place any \'~o had graduate study specializing 

In nursing education. The Cuttington post-basic nursing program, however, offers 

no special track in nursing education. 

Only t\'JO students (out of 18 total) have attended from outside liberia, 

these from The ~ambla. Apparently, the admission requirements at Cuttlngton had been 

a deterrent. It has no\'! been clarified that compensatory examinations can 
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be accepted as e~uivalent to the usual academic requirement. Sierra Leone 

has designated tl',IO candidates, for whom Johs I'lill he held for their return 

after study. 

The Cuttington program as constituted will have hard sledding if it does 

not continue to receive external support. Some of the needs have been described 

In this Report. On the ~~ole, It Is not possible for the Evaluation Team 

to make recommendation concerning continuing support for the Cuttlngton 

post-basic nursing program before the dilemmas about Joh placement after 

graduate study are solved by appropriate parties In the Region. 
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2. Re£l~l-Training Centers (RTC) at la9~nd-hP~ -- This portion of 

Objective I I of the SffDS Project was designed to improve training, evaluation and 

country outreach activities at the t\'!O RTCs and to promote their self-sufficiency 

in assisting West and Central African governments to strengthen tfleir training 

and utilization of health personnel at supervisory and local levels, especially 

for PHC. 

The RTCs at lome and lagos, teaching In French and English respectively, 

provide workshops and short courses for graduate public health personnel in 

different disciplines. Starting in 1978 at lome and in 1979 at lagos, SHDS has 

collaborated intensively with the two centers. Emphasis has been placed 

on the n.TCs' aim to promote the PHC approach In the teaching. SHD!' provided 

consultants, equipment and supplies and fellowships. Some of the consultant 

\'./ork resulted in the development of package Instructional modules and materials 

(such as the modules for the traininq of trainers of VHWs) while other 

consultants contributed to modifying already existing course curricula. 

The redagogic methodology used was tas~-oriented. Ay going Into the 

vi llages at the very outset, SI!DS consul tants demonstrated hOl-.' Important It 

ie; for trainers to be knovJledgeClhle a~out the setting I"Ilere the trainees 

\.Ji II v'or~. f\n important part of the materials developed for training of trainers of 

VHHs and for supervisorsof VHWs pertained to actual field \'Iork. 

I·lith the nev.' cmrt,asis on PIIC, the role of health personnel is changin~. 

The aim, If not yet the rractice, is to shift more to\-!ard preventive and 

promotive "walth services. The V111·1 is a logical person to perform these 

functions in the community, capital izlng on fre~uent contacts made in the 

rrocess of curative and other 5prvices. Based on site observations, 50 

principal health 'l~K!> that \lH\oIs are expected to flerform \-tere Identified. 

(Ising methods designed hy the Center for Educational nevelopment and Health 
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(CEDH) at Boston University, these tasks were analyzed so as to facilitate the design 

of detai led instructional manuals. RTC staff and SHDS consultants developed and field 

tested the first draft of VHW teaching materials and then produced a set of seven 

modules', on nutritionl, care of childrent, first aidl, sanitation" maternal care, care 

of adults and organization of VHW activities. This material is now available at the 

two RTCs. The modules have been used to train 87 trainers from the SHDS Region, who 

are now Rack at _their homes and in turn have started training Village Health Worker~ 

'04~4v ~ t/tt ~ ': 
From 1978-81, 19 workshops or short-term courses aimed at strengthening capacities 

for training and development of health workers (under Obj. II) received SHDS support 

at the two RTCs,* Of these, nine were workshops/courses which SHDS helped to initiate 

and which received other SHDS inputs in the form of curriculum development, provision 

of faci litators and/or financing (including fellowships). Ten were workshops or 

short-term courses which were not initiated by SHDS but which did gain from the SHDS 

Project in the way of curriculum development, faci litators and/or financing (Inclu­

ding fellowships). 

The nine new RTC courses/workshops which SHDS helped to initiate aimed speci­

* In addition to these 19 RTC workshops/ courses listed here under Obj .11 aim of 

training
 

add in 1I RTC workshops/courses under Obj. I aim of planning/management
 

add In 3 RTC workshops/courses under Obj. I I I aim of communicable disease
 

control
 

Total 33 workshops/courses receiving SHDS support 1978-1981 held at the two RTCs. 
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fically at strengthening capacities for -t[aini~~ (1979-81) are the following (see 

~1aster Table for more detail ,on all SHDS-supported courses)': 

Vi 11age Health Worker Training Course for Policymakers and Trainers 

5 Trainin9 of Trainers (TOT) of Village Health Workers Course 

Systematic Course Design Course 

Primary Health Care and the Role of Nurses Workshop 

EPI Mid-level Management Course 

The SHDS consultants working with RTC faculties have not yet completed producing 

other training materials, these on superv[sion of VHWs; After completion of first 

drafts, the materials are to be subjected to field testing in the usual fashion, Eva· 

luation methods also have been taught before, but for that suoject too, systematized 

teaching gUidelines sti I I have to be developed; 

The RTCs have just started outreach in-country training for VHWs, Out of 20 

countr les, only three had been assisted by the end of 1981. (The Gambia, Mauritania 

and Senegal). Much Interest eXists among the other countries for in-country training; 

five have dlre~dy made requests for such assistance~----------
. -_._-- ._--------------..... 

Outreach activities for In-country training of VHWs proceeds through three phases: 

assessment of training needs in the village 

training of trainers of VHW 

adaptation of the existing national program or tne Village Healtn 

Workers training modules developed at RTC 

The RTC staffs perform these activities at country level in collaboration with 

their former participants In the TOT course. 
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The two RTCs are not yet self-suff_i_~i-~. The staffs are deficient in number and in 

certain specialties. For Center~ that have been established to support and strengthen 

the countries' training systems, the RTCs need a large group of teachers to al·low them 

to handle both RTC and in·country act(v(tles\ 
...... _--_. /"'-- -- . 

With their 1imited resources, RTC teachers perfo!m(~o~~o~k, Former participants 

appreciated the qual ity of courses and teaching materials which S0me of them are al ­

ready using. 

SHDS consultants have also establ ished subject matter committees at the RTCs for 

review of course content. Through these committees, a course on systematic course 

design was developed and offered. 

Status of the RTCs. 
The compositions of the RTC staffs are as follows: 

The following bar graph shows the number of usual participants at both RTCs, 

(1973-81) 
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Since two courses are frequently held at a RTC simultaneously, it appears 

that the ratio of teachers to participants Is 10\'J according to the ~/HO standard 

of 1:5. This Is of concern, especially for field training in the Training 

of Trainers of Village Health Workers Course, among others. 

Both PTCs have limited facilities for student accommodation and for 

classrooms. However, the Lome Center Is being expanded \oJlth USAID funding 

under bilateral cooperation with the Government of Togo. 

In order to continue developing in-country training activities and also 

to give assistance to national training Institutions, both RTCs need external 

support. 

Future Needs of r.TCs: 

1.	 Increased number of regular faculty to absorb the burden of
 

expanded activities described;
 

2.	 Long term consultants from the Region assigned for a full
 

academic year plus preparation time;
 

3.	 Regular short term expert consultations for staff continuing 

education and for curriculum evaluation; and 

4.	 An Item In the budget for flexlhle use In meeting miscellaneous 

day-to-ciay needs, such as rrrlacement parts for audio-visual 
tt,

eC]u i rment. -Vl~;~' 
0~~ - / 
~	 }X .. ! 

-	 '. ;{~ ~ 
~.~uP' 5f6J9 , _~ 7 

vJt~ pwX t;' 
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OBJECTI VE III 

History: The '1easles/Smallpox Eradication Program in \--'est and Central 

Africa, financed by AID from 19~6-72. was Implemented by CDC. After tllis project 

was phased out, there were continuing needs in the participating countries for 

Improvement of regional and national disease surveillance activities. In 

addition, while smallpox was eradicated from the Pegion (and subsequently 

the \'Jorld) , measles remained a serious problem every\·,here. In 1~77, a \·!orld\·lide 

Exranded Program of Immunization Strategy (FPI) \'·'as formulated and accepted 

by '~n member countries. That history influenced the planning of the SHDS 

Project. CDC ~,as select~d to implement the elements of the Project included 

under Objective I I I because of CDC's demonstrated ability In these technical 

areas. In addition, CDC technical officers had heen working within OCEAC 

and OCCGE for some time before SHDS started. A PASA was signed between 

AID and CDC in July 1978 (PASA l!2/f·.R 03~P,-(-7P) (trpendix 7). 

Desc!..~~l£!:!-: Objective III of the Sf'D5 Project is designed to "improve 

regional and national disease surveillance anrl hp.alth demographic data systems 

and to Integrate these systems Into national health planning and delivery systems." 

There are four activity areas \·,rfthln Objective III of SilOS called sub­

objectives: 

I.	 To expand immunization activities (multiple antigens) In the Pe~llon. 

2.	 Development of tralnlnp canAbllities. 

3.	 Oevelopment of capability to gather Information (data necessary for 

health planning including demographic data) to strengthen regional 

and national systems of disease surveillance and heAlth Information 

gathering necessary for effective health planning. 

~.	 Tn develop a coordinated lahoratorv system to provide necessary Ilack-up 

services to the disease surveillance and control systems. 
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WIthIn each of these sub-objectIves there are several different actIvItIes 

"'hlch are modIfIed from year to year, dependIng on the Im"'lementatlon plans 

approved by the pee and su~Ject to avaIlable funds. 

In order to Implement the four sub-objectives, rDC has allocated six 

field posItIons: one operations offIcer in each of the three Immunization 

demonstratIon and traInIng area countries (Ivory Coast, Cameroon and The GambIa) 

and three medIcal epIdemIologIsts to serve In sub-regions through nCef,E, 

OCEA~ and In a sub-regional Anglophone group (Liherla, SIerra L~one and 

The ram~la). 

cnc technIcal offIcers have functIoned ~'ithln the overall 5P~~ structure 

<'mel there has r.e~n c;f~ctlve collar.()ration in the field. ThA ~Hf'~ Assistant 

di rector for !"Isease Survei 1lance and f'rrlled research has "'orked closely 

'.·'ith crc staff. \'Hf'!/lr-r.n and ~JHn/l!eadquarters havc~, alon~ ,,'ith c;~lrs 

rersonnel, or9anized many traIning programs and FPI evaluations. 

In!"u~: 

1. Personnel 

The six fIeld positIons have been filled by CDC staff ~~o are supported 

by a full time SHDS project offIcer In the f..tlanta headquarters, and part ­

tIme by the ChIef of the rleld Services E'ranch and the !'llrector of the 

Research and Development DIvIsIon of the International Health Program nffice. 

The operatIons officer positIons have "een fIlled nearly contInuously. There 

has been some dIfficulty in rostlng medIcal epldemlolo~lsts for the 0CCGE 

and Anglophone sub-region oosltlons (see Table 1(.). The Anglophone sub-regIonal 

cplde~iologlst left In September 1981 and his replacement has not yet arrived 

at post, although he Is scheduled to arrIve In Apri 1 1982. 

There have been t~JO medIcal epIdemiologists assigned to OCEAC consecutIvely, 

and t~~ operatIons ()fflcers In The GambIa. Thus, a total of eIght professIonals 

have filled the six posItIons during the fIrst years of Phase I I of the Project. 
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The total cost of salaries and maintenace of field staff from 1978-81 Is 

approximately $2,525,000. Headquarters personnel expenses have totaled 

$788,300. 

2.	 Equipment and Supplies 

During the fl rst four years of the project (1978-01), one mi Ilion dollars ..-/ 

worth of supplies and equipment to support Objective I I I field activities 

\'/ere purchased and furnished. In addition, laboratory support costs and 

salaries of some local personnel were paid, for a total of $616,325 over the 

- \
four-year period. 

The equipment and supplies Include Ped-o-Jets and parts, cold chain 

equipment, vehicles, Injection needles and syringes and office equipment. 

SHDS was the major contributor to the estahlishment of a surveillance 

lahoratory at OCEAC which offers a wide range of routine, serology, 

bacteriology and other procedures referred from health professionals and 

students in the OCEAC member states. SHDS also contributed supplies to OCCGf, 

The Gambia National Laboratory and the Institut Pasteur. 

3.	 Measles Vaccine 

Measles vaccine has been provided through the SHDS Project since 1973. 

Quantities for each country are ~btermined by SHDS and WHO/AFRO according to 

economic need, birth rate and program use. The total vaccine available varies 

from year to year depending on ,>rice. fdn/~' has placed the orders with the 

manufacturf~r and advised USAID/Embassies, WHO/AFRO and SHf'lS/Abldjan by cal-,Je of 

scheduled shipment arrival. The follO\·J!ng amounts of measles vaccine have 

been provided through necember 31, 1ge1: 

TAflLE 

Year Total Doses Measles Va~clne Delivered---	 -_. 
1978 R33,onn
 
1979 I ,360,OO~
 
1980 1,/117,000
 
19"1 1,313,000
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The total cost of t~is vaccine has been $1,010,000. Since 1980, a more 

heat stable vaccine has been provided by the Project. While most fPI 0fflcials 

contacted still Instruct their field staff to treat all measles vaccine 

the same way, they feel the more heat stable vaccine provides an important 

extra measure of security. The Evaluation Team has not found any evidence of 

studies to assess improvement in this vdccine's efficacy, There have been a 

few prohlems w!th late deliveries of vaccine from the manufacturer and shipping 

complications, but in general the process has been orderly and the cold chain 

respected from factory to national EPI storagp. facil ities. Since 1980, 

AID!W has renuested the countries to report on m~asles vaccine usage. 

Compliance with this request has been irregular and most information received 

has been incompletp.. 

Sub-ObJective_..!.: Tn expand immunization activities (multlrlc antiflen.s' 
in the P.egion 

Progress: Three countries \·.'Ithin the Peglon \'/ere selected as dCr'lonstl'ation­

trainin~ areas (DTAs) for Immunization service pr09rams: Ivory ro~st, 

Cameroon and The Gamhla. Some Immunlzati'on activities I·:ere already on-going 

in these countries on a smaller scale. ~'ithln each of these countries, three 

smaller segments of 200,000 population each I·.'ere defined as demonstration 

training zones (DTZs). 

The vaccinations given are against the six Expanded Program of Immunization 

(EPI) target childhood diseases (measles, 1"01 lomyelitls, tetanus, diphtheria, 

pertussis and tuberculosis) adapted to the \'110 vaccination schedule. Tetanus 

l:oxold vaccinations an~ given to pregnant I'/omen. (In addition, Immunizations 

against particular disease problems are added In some countric~ as needed, 

I.e. yellO\·, fever In The Gamhla.) OTZ profiles are prepared annually I"hlch 

Include general Information on the zone, medical facilities and personnel 
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involved, immunizations and coverage assessment data, estimated changes in 

morbidltv nnd mort;:llty since the FPI began, a brief descrll1tion of target 

dlsc~se surveillance activities, and efforts in training and nubIle 

informatlon!educatlon. 

Some support was also given to other countries, as requested, to develop 

their OI·m natiol,al EPI programs. 

rleasles vaccine was provided, although this was not a CDC-directed 

activity but rather a shared responsibility between AID, SHDS!AbldJan, and 

WHO/AFRO. 

Three DTZs of at least 200,000 people each have been fully operational 

in each of the three countries; In Ivory Coast since 1979 and in The Gamilia 

and Cameroon since 1980. Progress In becoming fully operational has been more 

rapid than anticipated. Within each of these DTAs (a) baseline levels of 

morbidity and mortality from (at a minimum) neonAtdl tetanus, mp.asles and 

poliomyelitis have been determined and reduction In mortality Is beln9 

measured; (b) coverage Is documented by on-going sample community assessment; 

and (c) external program evaluations were conducted In 19nr. or 1981. An 

adequate cold chain now exists In all DTZs. 

The goal of 70% coverage of Identified target populations In DTls 

,,'Ithln 18 months of full operations has not been unlformally achieved 

althouyh coverage rates continue to Increase annually (see Tables 16 &17), 

Coverage Is monitored through on-901n9 saml11c assessment in the DTZs 

and expansion areas. EPI personnel conduct house to house visits within a 

randomly selected cluster samplin9 area to obtain informatlnn on vaccinations 

of children within a certain age range (within the target group) from their 

vaccination cards. In general, a high percentage of families retain their 

children's vaccination cards so that loss of cards does not seem to he a 

serious limitation of this method. Records of coverage assessments shOl" 
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that the target age range used in surveys varies from country to country:
 

The Gamhla 15-27 months; Cameroon 12-23 months; and Ivory Coast 13-24 months.
 

Because of this variation, as ~~ll as length of time of program operation,
 

It Is difficult to ma~e exact comp~rison of coverage asseS5~pnt amonn
 

count r iec;.
 

Vhlle [PI ~ctivities include tetanus toxoid injections (TT) for rregnant 

l'lomen, and slIrve 111 ance records cases and deaths from neonata 1 tp.tanus, 

vaccination coverage assessments for TT are not made on a regular ~asis. 

EPI personnel should explore how best to document TT coverage. 

Each of the three DTA countries has a plan for extending EPI operations 

to achieve national coverage. The Gamhla, ~'ith Its population of approximately 

600,000 Inhabitants is already entirely covered geographically hy the three 

DTZs. The Ivory r.nast has already exp~nded into one additional zone so that 

EPI services are avai la~le In areas cont~ining J14~ of the countrv's population 

of more than seven million persons. In addition to the three ~TZs in 

rafTleroon, th", rPI there hC1S !cgun to move its activity into Cig1lt extension 

zones. \'!lp.n tl,psc zones arc fully oreratinni'l1, a['lr)roxlmately 2~~: of the 

7,( nillion inhal itants \'ill have services available to t!~em. 

Thp. Q'ajor rroblems '·lith i~rlementation of rPI activities in the flTAs 

have I:een administrative i'3nd 'or lo~inlcal. There has been general reluctance 

and sometimes resistance on the part of health personnel to change from a 

mobile team vaccination aprroach tCl a strate~y Including fixed centers \"Ith 

rPI integrated into routine services. tlevertheless, tllP. ef~orts made by 

The Gamhia ',ln~, In particular, in Inte~rating rPI into maternal and child 

services are to be applauded. There has been a lack of sufficient 

transportation for adenuate supervision in Caflleroon and The Gambia. In 

addition, In Cnmeroon attention and support from the !"irector of FPI hi'3s been 

IMdeCluate. Supervision by central level staff In Camero\)n has not been 
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regular primarily due to an unresolved Issue of inadequate per diem for in-country 

travel. The EPI evaluations have highlighted these problems and made 

recommendations for their resolution. 

The three DTAs and most EPI programs within the region have benefited 

from a multidonor approach. In the Ivory Coast, for example, UNICEF, WHO, 

The Int~r~ational Childrenl~ Center, FAC, and the U.S. Peace Corps together 

with SHOS and the Ivorlan Government, have developed an excellent program 

reaching nearly 45% of the population in just three years. SHOS has played 

an especially key role in training the top level managers ~~o prepare 

national EPI plans, to which the donors then contribute. 

Within the other 17 countries of the SHDS region, progress In planning 

and Implementing EPI programs Is variable. All of the countries have senior 

level and/or mid-level personnel who have participated In senior or mid-level 

management EPI courses sponsored by SHOS or assisted by SilOS staff. Visits 

by SilOS/CDC personnel for planning and evaluation of country EPI programs 

have been made to ten of the countries. All of the countries \l1thin the 

SilOS Project either have a national EPI undenJay, or a plan prepared or In 

preparation. 

Effectiveness: (In terms of vaccination achievement) The number of 

•
children under two years and pregnant women vaccinated can be extrapolated 

from coverage assessment data and/or counted from health facility records. 

(These data are presented In Table lFl). In terms of the numbers vaccinated 

annually I'dth the target 1roups I., the t"JQ years since operations began, the 

Evaluation Team considers that this Is a very successful pro~ram. The key 

here Is maintenance of vaccination rates, since F.PI I~ meant to be an on-going, 

sustained program and not merely a series of periodic mass campaigns. 

~ffl.£.!ency: In order to measure efficiency of activities It I'Jould he 

necessary to have cost per unit of achievement, e.g. cost/fully vacclnDted 

child or cost/vaccination given, etc. This Information was not readily 
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accessible to the Team. The draft of the "Cost Study of Expanded Program 

on Immunization In The Gambla", January 19HZ, was made available to the Team. 

This study found that the national average cost In fiscal year 1980-81 per 

immunization dose administered was D3.06 ($1 .~4) and varied among the thirteen 

sites surveyed between 01.16 and D6.32. The national average cost for fully 

Immunizing a child Including yellm'l fev,er \'/as nl,~ ($23.11). 

Among the several issues related to assessing cost are: (1) the 

expensive mobile teams compared to the more economic fixed centers and the 

relative effectiveness In numbers of children and pregnant women redched; 

(Z) the suhstantlal costs for start-up, Includin0 expatriate salaries; and 

(3) the appropriateness of calculatln9 costs only for fully v~ccinatinr. 

a child compared to costs of administering a single dose or establishing 

a definition for partial vaccination. 

It Is fair to say that EPI staff In all countries are concerned about 

keeping costs dO\'In \f/hi le extending coverage as \·!ic1ely as possible. I\lthough 

greater efficiency is obvously possible in areas with less population dispersal, 

this has not heen the only hasls for establishin0 priorities. 

Impact: (llortality and ~Iorbidity Trends) 

The across the board goal of 50~ decrease of morbidity and mortality of 

all [PI target diseases by 3(. months after Initiation of full operations has 

been modified to "achievement of mortality reductions for the fcllm:ing target 

diseases: measles GO~, polio 3()%, pertussis 3()~, neonatal tetanus (O~." There 

have been slpnificant reductions in mortality fr"m most diseases within al I 

of the DTAs since the programs Ilepan, even thounh none of the DTZs had been in 

full operation for more than 3(· months as of neceml'er 31, 1~P,I. The data 

summarized in Table 16, indicate that suhstantial pr09ress has ~een m'lde even 

though quantified targets have not been attained in all cases. 
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Although, morbidity data are obviously less easy to gather, som~ have been 

collected vJithin all nTAs. HOIoJever, since reduction in morbidity from the 

target diseases is certainly more impressive nump.rlcally than that of mortality, 

the impact of EPI activities is even greater than Is reflected in mortality 

figures. 

Sub-objective 2: Development of Training r.apabilities 

Progres~: AccordIng to the overall SHDS Project goal of developing 

capabilities of Africans, training has been a centr<11 focus ,·lithin Objective III. 

The three operations officers assigned to the DTAs have worked closely with 

national counterparts on every aspect of their EPI worv. A training plan ~/as 

prepared for each national officer to insure complete preparation for their 

assumption of full respcnslbllity. In 1981 a decision was reached that the 

Ivory Coast operations officer was self-sufficient and accordingly at the end 

of that year the CDC officer was reassigned to another country. ~ll national 

counterparts have participated In at least one FPI mid-level Ilanagers Course. 

In-service training has gone on continuously for different levels of 

personnel In all OTAs since the start of operations. Categories of staff 

reached Include national-level managers, regional-level supervisors and 

health facility personnel. They have been trulned In cold chain management, 

EPI surveillance, vaccination coverage assessment m~thods, health promotion 

and community participation techni~ues and other aspects of good rrogram 

managem~nt. Training has included formal Instruction using selected FPI 

course modules and on-the-Job Informal Instruction. t national mid-level 

managers course has bAen held in each of the three countries \·r1th the follo.·Jing 

persons tr::tlned: Gambia, 11ay 198o, 31 Gambian,,; ~2~9~, fluoust-Sertember 

l~~f'), 21 rameroonlans, June-July l~el, 21 ram~roonlans; !Y-oD'~~l, 

January 19Rr>, 31 Ivorlans. 
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Tralnln9 programs for personnel from other SHOS countries have been 

organized as well. The Master Table lists nine mid-level and senior-level 

EPI courses held In the P.eglon "Jhlch SHDS helred to Initiate and/or to 

\'Jhlch SHDS contributed. Six of the<;e courses "Jere Inter-country meetin~s through 

which several rrofessionals from each of many countries benefited. The DTAs, 

as their name :molles, were to be training sites for national and regional 

personnel. The Ivory Coast OTZ5 have been userl for training In two inter­

country courses and for individual training programs for a Tngolese orerations 

officer (~ weeks) and short observation visits from a Liberian health official 

and one lI~l\ln rerson. The DTAs have served as the field sites for EPI 

course training In vaccination covera~e assessment for rPI rarticirants 

from several countries and WHn epldemlologv course trainees. In the first 

t,·'o yerlrs of the Project, it ':'<'IS 0.xnccted that there ,,'ould bp. a certain 

number of rersonnel invited from nei~hl;orin!J cOl:ntries on a scheduled basis 

for or9anized field exrerlence. A formal mechanism for this has not been 

established. 

The other Important area for training has been in connection ,·,Ith the 

thre~ medical epidemiologists. The two epidemiologists rasted at OCEAC and 

OCCGF. have \lorked \':Ith staff of those institutions and national level 

rrofessionals, ,·'hile the one In the Anglophone suhreglon has ",forked ,·,ith 

nrltional counterparts only since there ,,'as no comparahle regional institution. 

~ince 1981 discussions have been many on the hiring at nCEAC rind OCCGE of 

J\.frlcans frol'1 the member countries to "'ork as regional counterparts with the 
..--r - ------

tl'JO CI1C--CflldcmLologists In their regional '·!orl:. ror various reasons this 
.._-----._----_._----------_._-_.- ­

has not occurred: insufficient budget to support these persons, lack of_.---- .---­
conviction regarding the arp!"9..!lr:.late.n~ of this tyre of training for _.._- . -------._-- ._---.- -'--" -------. ~.-._' 

creating ~uallfled epidemiologists, and priority of the countries to----- .. ---.-----_._-----------~ 

surrortlng national level professionals. 
-.­

~ _._.,. ----" 



so.RIDIONAL MEDICAL EPmEMIOWGIS'lS' ACTIVI'1!ES 

th~ Dec~ber 31, 1981 

!Regional 
!Medical 
lEoidemiololdsts At Post 

OCOOE April '80­
present 

1978-80OCEAC 

Aug '80 -
present 

Sept. '79 -

July '81 

Anglophone 

Sub-region 

Replacement 
not yet at 
post 

Country Visits 
&Ac'tivities· 

Ivory Coast - EPI 
Upper Volta - EPI 

OUT 
Mauritania - EPI 

DS 
Togo - EPI 
Senegal - EPI 
Mali - EPI 

In-depth National 
Surveillance review 
completed: 
!-Iauritania '81
 
UV. & IC ongoing
 
IC '81
 

Cameroon - DS. OUT 
.Congo - EPI, UUT 
CAR - EPI 
Gabon - EPI., OUT 

In-depth National 
Surveillance review 
completed: 

Cameroon - '79
 
Congo '80
 
Gabon - '80
 

Gambia - DS, OUT 
Liberia - EPI, DS 
Sierra Leone - EPI, 

DS 

In-depth National 
Surveillance review 
completed: 

Gambia - '80 
Liberia - '80 
Sierra Leone - '79 

Special Studies Courses &¥.~etin~ 

Meningococcal Mid-level course Mauritania 
,.Ieningitis in Abidjan '81 June
 
Tangll\fe, UV
 Banjul - SIIDs/CDCMarch";April '80 Ivory CoastDisease Surveillance Oct-Nov.meeting April '80 

Polio Lameness 
Study - Korhogo '80 D6kar - Feb. '81 

2nd InternationalMeningitis Epidemic 
Seminar onUV '81 
Vaccinations for 
Afr:.ca 

Yellov Fever - Came oon '80
 
4th Annual Eval. of
 Mid-level Seminar Cameroon
 
Immuni::ation
 Cameroon '80 MaY"'81
 
Coverage in Yaounde
 - Mid-level course
 
Nutrition status &
 Cameroon '80
 
socialogical
 Upper level course
 
variables studied
 Abidjan '79
 

Upper level course
 
Paralysis due to
 Brazzaville '80
 
polio in Cameroon
 Mid-level cOl.L-se
 
1980
 ' Camero·.)n 6/81
 

Mid-level course
 
lo'.easles efficacy
 Cameroor. 1/82
 
study - Yaounde '81
 

Cholera epidemic 
Cameroon - '80 
IMO~aiY pox ­ameroon '81 

Mid· level course Gambia 
zation survey -
MCH services utili"; 

Banjl:~ '80 Nov.
 
Aup; '80 Gambia
 Banjul - April '80 Liberia '81lMeasles Efficacy Disease Coverage

Study Gambia '80 Surveillance survey
Sierra Leone Tetanus Meeting
Assessment '8i 

EPI Evaluations 

'81 

'81 

'80 

.. Traini!!~ 
African Epidemiologists 

OCCGE -- health professionals 
from member states 

10 medical officers from WHO 
Internation£.l. Epidemiology 
course .: IC 1:raining '81 

Assistance in deve Iopmen t of 
Upper Volta Epidemiology 
Bullet in 

I CUSS Students 
:. training course for African 

epidemiology technical training
I yellov fever and Africani 
! hemorrhagic fevers training, 

cholera training 
1 African :from WHO/Geneva i 

EPI headquarters - 1 year 
Training laboratory technicians 
OCEAC 
Training WHO Epidemiology 
Courses, '80-'81 
Integrated EPI management into 

, 

, curricula of (a) OCEAC 
Training Center; (b) CESSI; 
(c) CUSS: 

'Gambian counterpart ':'2 years 

. 

i 

• D3 =Disease Surve~ance; OUT = Disease Outbreak; EPI =Planning, Implementation, Evaluation of EPI 
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A full time erldemiologist counterl'lart \'!as assigned in The Gambia and 

an cpidelJ1iology unit \"as created in the ~~O/l. During trips to SilOS countries, 

the CDC epidemiolo~lists have I,.'orl:ed collectively \·/ith nationals responsible 

for activities for \'Ihich their assistance has been requested, i.e. EPI directors, 

national epidemiologists, etc. The epidemiologist assipned to OCEAC has 

assisted 5-7 cuss medical students annually v"th their research for medical 

theses. In addition, trainlnp courses anrl meetings have heen held at both 

nCE/lC i1nrl ("ICCGE to \··'hich Sill'S rersonnel have contributed. For exam[)le, the 

eridemiologlst at nCE/lC helnnd in des£gnLng trainln~ modules and field 
, I 

exercises for annual training for f\frieal! epidemiology technicians .._ " ·~b"'·T._ 

\oJithin ("Ibjective r t I, suh-nhjective 2, tl'ere has heen some--ce;llahoration

\·'1 th the \·'IJ("I P.Tfs In Incor[)or<lt Ing FP I t ra I n i n~ modu 1es --­into carta i n of thrd r 

courses. i·, r.nc headC1uarters nerS0n, the SI'I"S /lssistant !'irector and a 

WHO/Geneva staff memher "Iorked \-lith staff in Laflos and the Federal Fri~emio'ogy 

Unit to integrate EPr training materials into the curriculum at the renter • 

.Effect Iveness: [PI course evaluations and one year follO\'-ur questionnaires 

sent by Vl10!Geneva indicate that the majority rMticipclnts \'ere arrropriately 

selected, that is, \-Iere vlorking directly or Indirectly \dth FPI In their 

country. The rarticlr<lnts rated the co:rse content as vary useful and felt -----------_.
that their kno\"led~e h.,d been incr~e.fCi.~-+I~iW...LI of the sul~jects covered. 

different cnuntrif's,From Intervlevls \-"th officials in the evaluation team 

has seen that nationAl EPI rlans have h~en develoned and imnlemented by some 

of the senior-level course attendees. 

It Is difficult to obJectivelv aSSeSS the Iml'Jilct on tfrican colleagues 

of \'Iorkin~ \'lith ~H"S medical c[)idemiologists. The F)ircctor of "r.rr.r and 

staff memhers nf 0CF/IC have stated that their Ders0nnel have hcncfited 

technically from the association with these nrofcssionals. The ~:ting 

Director of '1edical Services In The f.aml·ia I-'as positive In his comments 
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r~garding the ~uality of per~onnel and the i~portancc of the counterpart 

relationshin. The first epidemiologist counterpArt has left the unit for 

long term training in health manpOl'Jer dcv~loJ1ment and a second counterpart 

has heen assigned during a break In coverag~ of the CDC post. 

The Evaluation Team considers that Investigating and controllin9 an 

eridemlc or d~veloning a disease survci Ilance activity ,·,Ith i'ln outstanding 

professional, could have positive influence on the technical cara~ilities of 

"frican colleagt.es. nne concrete example of the fruitfulness of the trainlnr 

activities And collahorative arproach I·lithin $I'ns has heen trc piHtici~atinn 

on FPI evaluation teams of African nationals. Some African professinn~ls have 

served as external consultants to program evaluations in other ~Hns countries, 

,·,hlle others have joined the team for their o,,'n national evaluation exercise. 

In hoth cases the African evaluators have almost all veen former partlcirants 

of EPI training courses and often counterparts of CDC field staff. 

Development of capability to gather information (data 
nece~sary for health planning including demographic data) 
to strengthen regional and national systems of disease 
surveillance and health information gathering necessary 
for effective health planning. 

In-depth analyses of national surveil lance systems and 

recommendations for improvements have heen completed in six SHDS countries 

and tIm others are in progress. (Cameroon 1979, Congo 190~, The Gambia 1980, 

Sierra Leon~ 19r3, Liberia 19(31), and 11auritania 19111; Ivory r.oast and 

Upper Volta are in progress.) Surveillance of certain diseases, EPr target 

\
diseases in particular, has heen improved in several countries of the Region. 

Within the OCEAC subregion, surveil lance and investi~atlons for cholera 

and African hemorrhagic fevers have been particularly emphasized. For 

Sahel ian countries of the OCCGE and An~lophnne suh-regional group, 

meningococcal meningitis has been of special interest. In all areas, 
.f ,', 

I ", ,'li.: 
t' \ .1 1 'l'~ r (. ~! , •~\ .. ~ ) i

)J,.' " i/ VJ \;,(\ 
, \ 

\'/ \/ .! " i\ /'"'' 
.1 
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surveillance of measles and polio, including investigations of outhre~ks has 

been a priority. As Table 16 shol'Is, surveillance systems for the FPI 

target diseases have either been developed in the DTZs (six) or are in the 

process of being instituted (three). 

Three regular national or subregional nCl'lsletters hf.we been created 

through SHnS Objective III, OCEAC ldmonthly I:I'I-:.!l0tes has been puhlished 

and circulated to member countries and other interested groups since 

L~t~ber 1978. The Anglophone subregional EPI bimonthly newsletter has been 

published since early 198n in The r~mbia. Similarly, the Ivory Coast publishes 

a quarterly EPI information bulletin for its national personnel and 

interested agencies. OCCGE has a monthly hulletin to which the SHDS/CDC 

epidemiologist contrihutes articles. 

cnc personnel have I,een active in implementing within DTAs and other 

EPls a program activity reporting system \rlhich is consistent \tlith \"rHO 

management information system requirements. 

Objective I II activities have developed the sentinel center approach 

to disease surveillance within the Ivory Coast and Cameroon DTAs. This is an 

Important advance for these countries towards streamlining their systems, 

reducl ng the \·/orUoad of pe rsonne I and ensu ri nn accu rate data. 

Effectiveness: The development of comprehensive national disease 

surveillance and 'lealth data collection systems \·dtllin the SII[lS region has 

not heen accorded as much priorIty In terms of personnel tl~e allocation 

as the [PI dlsp.ase and scriouc; outbrcrll: investi!=latlol'1 and the tir..:t two 

sub-objectives. The reasons for tills rlre several. rpC'llP.sts from countries 

have heen more oriented to\"iJrds J1Articular rPI program r>lanninq, asscssr;ent, 

and evaluation requests and specific discrlse nrohlp.ms investl~atlon and 
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less to\'!ClrnS overall national surveillance analysis. The recommendations 

made for Improvement In the systems by the epidemiologists have not been 

Implementcd. The sentinel center approach to sllrveillance, using sclected 

sites, certain hospitals, and special surveys to gather Information on 

prevalencc and incidence, has been recommended and Is nO\'I being implemented. 

nr.EI\C Is currently ,·!Orldng on a regional system ,·!hlch it vlould lll-:e member 

states to adopt and so has not encouraged the e~ldelT'iol09lst to continue 

with national reviews. OCEAC protocol has Inhibited freedom of movement of 

the rnc epidemiologist to member countrl~s In recent years. Finally, 

program rlanninp has given the priority to FPI development in ~eepinp 
-1 

I·lIth regional PflC pol icy. ~ \:{ ( ~/\.)i,.t.(\ .' 
\/'\J i. 'v 

/ \. 

flevertheless, there is evic1cnce of stren9thenin0 capAI'llitles I·'ithln 

the countrics to monitor and control cert~in Drinrity disee~es. 

\'It',,ln Ivory rOAst. for example, surveillance of tarset FPI diseases 

is nOl' d routine I)art of tllC Institut d'l'ygiene's \"orl'. In Sierra Leone, 

surveil lance of neonatal tetanus continues ann effp.ctiveness of EPI is 

being monitored. 

\·Jhlle the emrhasis of enidemiolo~Jistsl \'lOd~ has been in accordance 

,·lIth country requests and the high rrlorlty accorded to EPI throughout the 

Region, i~ Is regretable that more rrogrcss \I!as not made in health data 
--.._-----------_..-._-_.-- -- ------ ----- - ---------­

c?J1ecti on_System deveJQl?~.:~t. The assessrrent of CP I and other hea I th 

intervention~. on demographic trends is an imrortant area I'here more expertise 

within governments is needed. /I,defjuate .he.aJt]' ... 

and demograph Ic data are - ... _-". -. 

essential for good health planning and management. Monitoring nutrition 

status is another fundame'ltal comronent of health surveillance \'/hich has 

not received the attention justified by the prevalence of malnutrition in 

thc 20 countries. 
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SlJb-ohje~.!iv~~:	 To develop a coordinat~d laboratory system to provide 
necessary back-up ~ervlces to the dlsense surveillance 
and control systems. 

..ProQress:_.....a-,__ The SIIDS Project along \·tith \,.'/!0 hilS col lahorated \·lith the 

lahoratorles at OCEAC, OCCGE, and the Institute Pasteur in Abidjan and Dakar 

to develop or strengthen laboratory capacities for a variety of needs within 

the Pegion. SilOS has rrovided considerahle equ'ipment and suprlies to th~ 

OCEAC laboratory and has trained an African lahoratory technician. This 

1aboratory nOI'! has a I,ti de range of capah i I I ties for surrort to member 

countries in disease surveillance and control systems. 

SIIDS has coone rated I·d th the Inst I tute Pasteur I n Dakar and Ab I dJ an ~ 

-.:::::::=-- --<= 
to estilb 1Ish the capac I ty to man I tor potency of meas le~J..!l2.­-._--­
and ye 1101'/ fever vacc Ines. SHDS cont Inues to prov i de support to _~ rCCf,E '7 

Lalloratory at the Center 11uraz and Its associated Institutes located 

vJlthln the m~mher states, IIho v!orklng In collaboration vdth the Institute 

Pasteur /lbldjan/Dakar, nOl-/ have the capability to perform all laboratory 

work necessary to surport EPI activities In the suhreglon. This Includes 

esreclally the competence to monitor development of Immunity to measles 

and poliomyelitis. Sf·IDS has encouraged the "'edlcal Research Council (t1RC) , 

located In The r.ambla and rrlmarlly Prltlsh funded, to contribute Its 

competence to the coordinated laboratory system for the West and Central 

African Pe~ion. Some supplies and equlpmflnt have been contributed by 

SI!F)S to <:lll of these laboratories. 

Effectiveness: The establlshrrent of this coordinated lahoratory system 

Is an Irrrortant accomplishment for the Ref/ion. The bacl'.-ur services for 

EPI, dlse<lsc surveillance and epidemic Investigations are essential. r~oreover, 

It Is significant that this competence now exists wltllin countries In the 

SHOS region. The creation of this network can only strengthen the technical 

I 



- 86 ­

cooperatIon among countrIes. As communIcatIons Imrrove among countries, the 

concept of multI-country resources \'Iould become more practical. 

Relevance: The activities of ObjectIve I I I are relevant to the overall 

goals of SIIDS and to the health polIcies and problems of the Region. Improvements 

In EPI management and dIsease surveillance are key contrIbutors towards 

development of lithe capability to plan, Implement, and manage effectively and 

economically feasible health delivery systems In the West and Central African 

Reglon". 

The trend within Objective I I I activities towards EPI emphasis, Including 

dIsease surveillance In support of it, Is an Indication of the relevance of 

the Project to health developments In the Region. Or. Comlan Quenum, 

Peglonal Director of WHO/AFRO stated In a Memorandum on EPI In l~79, 

liAs one of the components of primary health care, the Expanded Program of 

Immunization (EPI) constitutes In integrated health develo~ment, a crucial 

step towards achievement of the objective I'!hich the goyernlng bodies have 

assigned to us: health for all by the year 2QOO " • [PI Is a crucial step 

to\·/ards "health for all ll for t\·/o Imrortant reasons. First, the six target 

diseases, which are preventable by vaccination, directly or indirectly 

dccount for a substantial proportion of the under-five morbidity and mortality. 

Secondly, by focusing attention and resources on a selected priority rubllc 

health program, the overall health system can be strengthened In a practical 

way. A successful EPI relies on development of good management, logistics, 

cbmmunlcatlon, training and public education. Objective I I I of SHDS has done 

an excellent job of providing useful resources to three countries In 

particular, but to several other countries as well, in a way that strengthens 

their health systems In a hopefully lasting way. 
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Impact: Of course, the ultimate test of a health project's. impact Is on 

health status and survival. The rvaluatlon Team feels assessment of such 

Impact of SHDS Objective III in the Region Is not feasible. Excert for limited 

data on selected [PI diseases, statistics are not available to measure SPDS' 

Imract In the 20 countries, nor \'/ere data collected on pre-project morbidity 

i:l:"'cl mortality levels. It \·.'ould not be posslhle to attribute to 51!OS, even 

if one could document, improvements in overall health status and quality of 

life in any of the 20 countries during Phase" of SHDS. 

Overal I, substantial rro9ress has been made within Objective I I I through 

the six field staff persons, provision of supplies and equipment and training. 

The nuality of \',ork of assignees to all sIx field staff positions (eight 

professionals total) has neen hl0h and the headquarters support for them has 

been good. ~llci-year and annual reports from CDC headquarters to .AIO have 

been \','ell orgcmlzed, informative and timely. It Is the judgment of the Team 

that Objective III, \\'Ith the exception of Ped-o-jet part supplies for \·/hich 

I\ID.·~J had responsibility, has been professionally irnrdemented and \ole 1I manajled. 

Tn date, apnroxlmatelv 266 people from 5Hns countries have participated 

in EP I management courses and hund reds of commun i ty hea 1th \'Jorke rs have 

received in-service training. CPI has started in 14 of t~e 20 countries 

and the other six are In the planning phase. CDC epidemiologists have 

visited nine countries for the purpose of giving attention to lmnrovinn 

their disease surveillance and health data collection systems and three of 

them are actively reorganlzln9 their Information f'atherin9' I~ethodologies 

for Immunization coverage assessment and EPI program evaluation have been 

introduced and are \·,idely utilized, and the sentinel an target 

disease surveillance has been appl led in som~ countries. Ae~inninps of a 

~ 
\ 

7 
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coordinated laboratory system have been developed as a multi-country resource 
C 

- .."--­..------~ 
for support of disease surveillance and EPI activities. Finally, sever~1 

health professionals have Increased their epidemiological skills through 

Informal learning opportunities and all concerned parties are actively seeking 

means of Inaugurating formal training programs for African epidemiologists. 

The SHDS evaluation team favors development of qualified eplde~lol09ists and 

discourages the reassignment of resources to provide a bit of epidemiological 
---_._-------......-.­

training to medical school graduates before adequate specialists eXlst~. 

~~.. ~I~~). 
Future Neens 1~MJt'-~ 
For the three ~TA countries, continuing technical needs vary. ftccordlng 

to external evaluations and reports to the SHDS tea~, the Ivory Coast and 

The nambla Programs are well developed but would henefit from periodic visits 

from CDC technical staff. The rameroon FPI seems to require contlnuin~ ful1­

time external support to achieve and sustain satisfactory coverage In all nTZs. 

The status of EPI varies from the plannln0 phase to partial geographic 

coverage ,·,Ithin the other 17 SflDS countries and the needs for surnort differ 

accordingly. It is clear that EPI Is rln imnnrtant rreventive action rrof'ram 

for tile countries Ann that they are fT1al~ing efforts to extend it as ,·:Idely as 

their limited health budgets rermlt. '4any hllateral agencies and \,.'flO and 

UNICEF contribute substantially to these prngrams. In general, the types of 

resources. training and suprort planned hy the ne,-J /lID-financed Combatting 

Childhood Communicable Disease Project (CCCD) arc appropriate for the 

requirements and priorities of the Region and are needed hy every SilOS country 

In varying degrees. 

The establishment of disease survei llance and health data collection 

systems ~hich rrovlde reliable and adequate Information for program planning, 

monitoring and evaluation Is a continuing need "Jlthln all t",enty SHDS countries. 
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The training of epidemiologists qualified to develop these systems and 

Investigate outbreaks Is an essential prerequisite. Decisions and plans need 

to be formulated for training national epidemiologists with due consideration 

to continuing relationships with OCCGE and OCEAC. Again, the CCCD Project 

envisions some activity In this regard. 

In addition to trained epidemiologists, public health nurses and doctors 

and other professionals are In great demand and short supply. Programs

offering a /lasters Degree in Public Health like the ReQlonal Center for lIealtn -------­
_..:..----------~--------'~ 

Development In Cotonou, are a high priority In the Region to train-a­

sufficient cadre to handle communicable disease control a§.J:le"ll ll!~ 

aspect~ of primary health care. 

Three Important aspects of communicable disease control that should 

receive more attention from AID, \·/Hr'l, other donors and the countries, are 

diarrheal disease and malaria control and nutrition prOmotion. The CCCD 

Project as designed will Incorporate the first t\'JO elements and possibly the 

third within the health education component. Countries and cooperating 

organizations should Increase their efforts to ensure integration of active 

nutrition components In primary health care projects, Including at a minimum 

nutrition education, growth monitoring and Improved food conservation. 

The measles vaccine supply to the countries from AID through SHDS Is 

scheduled to terminate a5 of December 1982. ~lthough other donors can be 

requested to Increase the quantity of vaccine they provide, It is essential 

that SHDS, W~fn/AFRO and ~ID assure that these requests are made In a timely 

fashion to prevent ruptures In stock and thAt decisions on uptake of the 

responslhility and plans for meetlnp It are formally laid down. 
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Objective IV -- To develop low-cost (affordable) health delivery systems. 
(Strengthening appl led research on PHC). 

Early In Phase II, the anticipation was to work with two Institutions In 

the Region to develop capabilities for training, appl led research and evaluation 

activities for Improving systems of low cost (affordable) health del Ivery. Also 

plans were discussed for regional drug supply and transport activities. 

Ultimately these proposals were modified for various reasons and the change was 

made to an exclusively appl ied research objective, with the aim of promoting 

research capabi Iity in the Region. 

The activities that ensued responded to the several sUbobjectlves that were 

proposed by SHDS and approved by the PCC. The plan cal led for helping health 

ministries and others to develop actual research studies to try to answer real 

and pressing questions in their effort to give health service. The focus was to 

be specifically on PHC and, If. looking at management considerations, would tie 

In with Objective I. If It concerned training of VHWs or their superiors, It 

would complement Objective I I; if on £PI, Objective I I I would be served. It was 

felt that the best way to learn would be by doing. 

It was recognized when establishing research as an objective that there 

were many questions for which answere could be extremely useful but that research 

experience and capabl I Ity were largely absent, whl Ie administrative precedent and 

funding were not fnvorablo. A/ot of spade work was cal led for to reduce 

unfaml I larlty with appl led research among senior pUbl ic health officials, demystify 

the basic techniques and make administrators aware of the feaslbl I Ity and uti I Ity 

of facing questions with direct medthods of Inquiry, such as determining factors 

or contributions to effectiveness. 

Among other first steps was the necessity to Identify existing research talent 

In the countries, whether In Individuals or (preferably) In Institutions, that 

could serve and collaborate with health m;n,st~ies. 
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In cooreratlon \!tlth \·IHO/AFRO, SHDS helped tn initiate, sponsor and 

conrfuct three Appl ied re5eArch \-Iorkshops, one in 19f1o and tHO in I?Rl. SPOS 

staff Along with ~frican and other consultants did a large share of designing 

\'lorkslJop curriculum and developing case studies, exercises and other teaching 

materials. SHDS professional staff in Roston and Ahldjan devoted considerable 

time to the development of the systematic guidelines for applied research, 

\-lhiclJ constituted a major text for the \,Inrkshnps. These \·'nrkslJops on research 

departerf from the usual pattern of SIIOS-rp.laten \·'nrkshops for they h'ere 

rurposefully located in cities I'lhere fm'! or none of the other meetings had 

been held and I"ere hosted hy the "1inistrles of He<llth of the resp~ctive 

countries. That was excellent strategy. 

The three \"orkshors \'Iert~ orr.anized on tl,e theme of applied research in 

PHC. The first (l'pper Volta, I~P()) involved a small number from the Sfll)$ Region, 

only II participants from '6 countries. This rermitted intimate intensive 

",ork among this £1rour of senior level health officials. The major message 

was the concept and value of research. T!1e next tl"O meetings \"ere similarly 

held small. The workshop held in Mali in 19R1 also aimed at senior health 

officials. The Central African Republic (1981) meeting comhined senior 

with mid-level health professionals in order to move closer to the individuals 

who might have Jurisdiction over or even rossihly do the research. All three 

research workshops were In French (an English-spea~ing I"orke;hop is ~cinp 

held at the time of writing this rerort in ~arch lQR2). 

The teaching materials \·:ere a good start in this ne\'l venture. The 

participants were excited hy the new apr roaches and waye; of thinking. They 

\-'orked hard in small grOU!1S and tyrlcally comrlained that the time allol'led 

for the meet i ng \'/;]S too short. Requests \'/ere made for fa 110\!I-up in count r i es, 

to he held for one country at a time, so that more colleagues could have the 

exrerlence together and actual rroblems In their own Agency could be tacl:led 
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realistically under guidance. The learning would be furthered more effectively. 

Clearly, Interest levels were not paralleled by confidence for moving 

Into launching research. We know of not a single acceptable new study proposal 

being admitted or ready for approval before 1982. Most health personnel who 

might move into research or evaluation positions stll I need help In selecting 

appropriate questions, conceptualizing a feasible approach and designing the 

processes of Investigation and of analysis of data. For that, personal 

discussion on-the-spot Is the best way to proceed. 

For some time, there was uncertainty about approval procedures on project 

proposals. In October 1981, the present mechanism was established whereby SHDS, 

AFRO and REDSO,WA review and approve the projects. One project has been funded. 

This Is a study on the cost effectiveness of EPI in the Ivory Coast. It had 

been developed some two years before with outside consultant help, but lay 

dormant for lack of funding until the SHDS resource came along. Since It Is the 

only one, It wll I be discussed in some detail; although the work Is just beginning, 

lessons may be learned from it for future sponsorino of appl ied research In the 

Region. 

The principal investigator Is a wei I trained economist on the staff of the 

Centre Ivoirien de Recherche Economlque et Soclale (CIRES) and affl I iated with 

the Institut dlHygiene in Abidjan for purposes of this research. He has had 

experience In FPI evaluations and Is receiving epidemiologic consultations through 

SHDS. The stUdy tries to answer both epidemiologic and administrative questions 

and collect data about: 

1.	 Comparing fixed facilities with mobile units for EPI work,
 
and their cost-effectiveness;
 

2.	 Analysis of places of residence of clients In relation to
 
places where Immunizations are done;
 

3.	 Extent and areas of Immunization coverage. 

Without Impugning the competence of the Investigator, who Is giVing the 

matter careful thought and doing extensive literature review, the project Is 
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subject to criticism because it is too broad,' multi-faceted and ambitious. 

The current issue in EPI '10 longer is that of choice between use of' fixed 

facilities VerS1JS mobile teams. The pattern is a cembinatlon of the two. 

If they are to be complementary, the cost ei'fect:Lveness of each is not 

independent of the ot.her. 

It is understandable why pressures accumulated for approval of this 

study in view of its high technical quality and absence of other accept(~le 

proposals. As SHDS was launching a Regional fund-granting research program, 

however, this study in the Ivory Coast does not seem to have been fortunate 

first choice, It should have been kept simple and cut down in size. 

It is noteworthy that this study i8 thl:! first non-clinical, non-laboratory 

research done at the Ivery Coast's Institut d' Hy·giene. The fund granting 

part of Objective IV can be very effective in getting research into new 

quarters. The Institut d' Hy'giene is sufficiently attracted so that it is 

contributing to the cost of the study. 

Stimulating applied research in the R~gion on PHC 1S strongly warranted 

at this time. PHC efforts are floundering in the mud of' untested practices 

pertaining to scope of duties of VHWs, how to supervise them, how to pay 

them, how to maintain supply of medications, how to organize referrals and 

clinical backstopping, how to integTate EPT as a component of PHC, ,:l.nd many 

others. It is recommended that at least one full time expert on generic 

research design be obtained fOT t.he Region. That consultant should help 

identify in each of several countries a single indi vl.d1Jal who is in a specific 

position to do applied research on PHC in or with a Ministry of Health. 
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That person should he helped on-the-joh to select a ~up.stion and rrepare a 

proposal, and if funded, deslDn and conduct a study ~!ith technical assistance. 

In most parts of the ~egion, appl ied health research is In the st~ge of 

learning to v1alk. Later, comrl~xity can he added. If six or ten such studi~s 

are sunported, the investigators should be hro~ght together to learn from 

listening to each otller1s f'xperience. After ,everal yl"ars, decision could 

be made on next steps in 5up~ort of re~earch ~rt the negion. 
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This section of the Pe!'lnrt hlghll!lhts, AS~;(~SSCS rind Interrrets the findings 

that are detililed in the hody of the text. Activities aimln!) tOI"ArO achlevem~nt 

of the four Project f'hjectives are re-!Jrourecl under three hMdin!)s \'/hlch arc 

rertinent to the goal of leaving residual strengths In the ~eglon. These are: 

I. r~rabllity In devclopment of health rersonnel. 

2. Carahility In Public Health tlanagement. 

3. Current	 health emrhases. 

a. Fxrnnderl Programs of Immunlz~tlon 

b. Primary	 Health CAre 

11. The ~I!ns ~tructure CIne! (\reration 

In nddition, attentinn Is given to the wor~lnrs nf the mechanls~ estahllshecl 

to steer the Project along Its clif-icult course thrnugh the rapids of 

IntcrnAtlnnal, Pe910nnl ~ncl national ~ure~ucr~cles. 

The ~5!';essr1('!nts of the Project elements follOl" A !jet of evnluCltlon cnmronents 

lIdarterJ from tile VHI"l Evaluation Guldclines(lIPC/I1Pr/713.I). Vlth pArticular 

reference to the ~I:f)~ rrojp.ct, the comronent~ are c.'efined a~ helm", 

The SIH1!S actlvltics, their types and amounts 
(e.g. number of	 consultations mAde); 

relevance:	 Tile nrrrorriatenes5 of activitlc5 to current put-lic health 
rhilosophy lind readiness And needs in t:1C ~cgion (e.g., 
rp I Clnd Pi'e); 

QUE.lity:	 ,l\ttainm~nt of standards (e.g., degree of exrertise of
 
consultants; score of training content of \Iorkshops);
 

Effectivenes<;:	 Attainment of Immedirlte ohjp.ctives (e.g., numbers of 
children immunized; number<; nf rerson5 trained); 

nelatlonshir of results to effort (c."., approrrlateness 
in selection of trainees; costs); 
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Second~ry or ultImate chnng~~ in th~ desired direction 
(e.g., reducti"n In mortality; nchlevement of Pe~lonAl ~r 
country self-sufficIency In heAlt~ mAnpo~~r traInIng). 

Nned~:	 ~electlvely, comments are also made on cnntlnulnr ~n~ future 
ncpd" of hl~h "'riorlt~1 In fon";:lrrl 100l'ln9 rlannlnr for th~ 

Pe~l~n. rrlterl~ of hIgh priorIty Include: 

J.	 f'(dn!1 ar;,llcc1!'1~ In l-'rn"'l/! r;el"!"r,"r'dc <lrc:,,~ :1nd nff~ctlnr 

large flof1ulatlrns (e.g., infnnt dinrr/:ea); 

~.	 hayln9 r0,a,,~n:ll.lc feo5;;'ility (e.g., pr~Ye"tlon of 
tetanus of th~ n~'!nrn); 

4.	 :laving strategic or crucial Ilealt!1 element ti:at 
potentiates l<lroer Gndcnvors or ol:jectlvcs (e.g., 
Mcdaria and economic devcdorment; effect of childheod 
illness on physical and intellectual grOl··th and 
development); and 

5.	 promise of high cost effectiveness (e.g., In-country 
technical cooperation for stn~ngtl1enin!1 of national 
training sy~tems). 

The promotion of indiaenous capallility to develop and maintain adequate 

cadre of health rersonnel In the region \-'0"15 rlpproacl'en through a t\-/o-pronged 

attacl' -- the ~trengt:lenin9 of neglonal traIning Institutit:ms and sters 

to'''rlrd the development of natIonal trainIng systems. ~I·:n~ \Iorl-ed \lith five 

r-cglonal trainin!] Institutions -- three for nurses ~nd t\,·o for a more varied 

list of health rersonnel. 

1\. lIursinfl education at the CESSls in I)al'ar and Yaounde and at 

Cuttington College in Llbeda and three re~lionnl \,!orkshops: 

Proqress:.. Huge amount of inruts at the nursing institutions and_._~_.,_

somr:! additional ~t outside ,"nrkshops. 

nclevance: I!lghly relevant fll11phasis on p,.,r 'lnd on role of 
nursing In supcrvi~ion. 

r.~U<l11 t.'!: I!i!')h on the ,·'hole 
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F:ffectiveness:	 Hi~lh at one nurc;ing institution, less 50 at thp. 
0ther t\'IO \'Iith resr~ct to curriculum r.1odific<ltion. 
19'f stuoents from IS C;POS r.e~·don countries cnrolled 
for t\olO ye<lrs 'itudy at one of thr> three nurc;in{J 
schools, 1?7B-Pl; ~, nur~es from the re~ion 

",ttcnded the three P~!1innc"ll \,'orl:shors. 

Eff.l.£i~~:	 In\·' in the one institution I·:her"" consultAnt'f> time 
1'115 rliv~rtcd to cl(l~srnorn tei'lchin~. 

.'.!l1!"Cl c t. :	 Petter trrdnec student,,:, r1nr~ i'll';"'re nf PI'f. Infoufficicnt 
tir'e hi15 elflflsctl to a!i!iC!i':i thei r jo! rli1ccment and influence 
on hCi'llt', services (Ind on fl,1ti"n<t1 level nurr,infj cductltion 
in t!'c t'·tr0.c countrii"s. 

Imr'cdiate need to nc;sist curr~nt lnne: tern suprorterJ nursin~1 

students	 to cOl"'rlctr:l their rlanned study after 1l')r2j 
continuln~ need	 for consulti'ltif'n and nthcr surports for the 
three nursing institutions, including fellOl·'shiflS for I1aster ' s 
level education of faculty 'itaff. Future extcnsion to 
rromotion of	 national level I.;rrl:c;hons for nurses on 
c;upervision of I''''.'Sj f'rond reviP.l" "y r.efjionct! agcncies and 
grours on delineation of roles of nurses in PHC and 
i~nlications thereof for jo~ desi~nAtion and rrofessional 
education. 

The entire ~uestion of develor~ent of nursing in the region needs a new 

look, including	 facin!) SUC!1 r;uestions as 1isted "elOl': 

Relative emrhasis on hasic versus rost-basic nursing training. 

Pre-training rer;uirements, professional And aC<ldemlc titles and 
corresronding job statLS. 

Nursing specialization - tutoring, administration, etc. 

relationship to	 health education, nutrition, data collection systems, etc. 

Poles in trAining and slJrervision of various tYflef> of clinic and 
comn1unity health \/orVerf>. 

rrtte90ries	 of sub-rrofessional nlJrsln0 \'.orkers. 

Nursln!1 and ~i~llfery. 

negional	 nursing !oodies flnrl thdr roles 

n.	 f'esnurce5 for training of healt!l r('!rsonn('!l at the rTr:s ;,t l.n~(' an, 
L<lgo5: 

Prorrflss:	 Tremendous volume of Inputs into the t\dO rTr:s by shnrt 
term con<;ultation, material supports and f~lIO\·!ship'j. 

Contribution to total 33 \"orl:s!lo[1s ;md courSl"!S focur;ing 
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on planning and management (11), PHC training (19), 
and communicable disease control (3). 

Relevance:	 Appropriate emphasis on PHC, technlClues of deslrn and 
conduct of training courses for a number of disciplines. 

Quality:	 High quality workshop design, range of pedagogic methods, 
Interaction with participants. 

Effectiveness:	 478 participants from the Peglon attended the 33 
courses or workshops (222 participants from 
outside the Region). 

Ffflclency: Large product from the amount of time Invested. 

The DTCs no\'l have apr>roximCltelv 41~ larger annual student 
body In the Peg Ion. /·11 n1st r Ies of Hea 1th have reques ted from 
the RTCs assistance for in-coun~ry training activities. 
RTe staff and others in the ~~glon h~ve acted as workshop 
facilitators and consultants ~~d constitute a valuahle 
resou rce to\'Ja rd f)eg Ionn 1 C;f> Jf .. ~. u f f i c Ienc',' In hea 1t h manp0\'Je r 
develorment. 

fleeds:	 Continuing support to I'.TCs In felIOl"ships, materials and 
especially in larger faculty representing more disclrllnes, 
among other purposes, to do outreach into countries for 
running training \·'orkshops therf' and for developing 
national training systems adequate to produce the large 
cadre of \!Il\·ls and supervisors requi red for achieving 
national coverage Illth rllc by the year 2000; 

In larger countries, estahllshlng training centers or 
mal:ing existing educatlcmal Institutions more aval1able 
and relevant to the pcrsC"lnnel needs of public health agenr.les. 

Pronress: SHDS	 contrit-.uted to 21 l·rork'ihC"lrs Clnd c('turses In three--- Peglon~I centers (II held at ~TCs) and in other locations; 
In the earlier oRrt of Phase II, SHr~ gave consideral:le 
staff and conslJlt~tlon tlr'1e to the ~al'ar \·!!-lO Centre Prorrami 
SHn~ contributed to \o',If' develorment of a net\·,('trk of 
management teaching instituti('tns In ffric:a. 

r.elevance: 1!I!1hly rf>levant - \·.,Ithout I·ettcr, more systematic management, 
hea 1til o~.i act I Vf!S cannot I'I? l"1!"t. even ,,'1 th Increased 
reS("lIJrCC~ and outslrle heIr; rood management I~ r~rtlcularly 

Indicated to r'1~I:c ~ffectil/l'~ usc of limited rcs("lurccs. 

Trainins ,·'ns r.lddr~ssc<J stri-ltp.glci'dly at several levels 
ministerial, I·lith an Inter5ectoral approach, mlcl··level and 
supervisory. r.ood mana~ement is p.ssential if national 
coverage is to "e .1c!ileverl In [PI nnd for the vile goal 
for Pi'e by the y~ar 2M n. 
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Qual ity:	 All reactions indicate high qual ity in selection of subject 
materials and in manner of conduct of sessions so as to involve 
~nd stimulate both high level officials and mid-level participants. 

Effect i veness:	 287 participants from the Region attended the 21 workshops/ 
courses (129 attended the 11 planning and management 
workshops/courses at two RTCs); the selection of persons 
was gratifyingly at a high level of responsibility in 
health administration; interest \'/as well m~intaii!ed 

throughout the courses. 

Efficiency:	 Costs for some of the top-level intersectoral workshops were 
higher than average because of the high status of the participants, 
but well worth the difference to reach this critical group. 

Impact:	 Participants retained enthusiasm and interest after returning to 
their respective countries and positions. Requests are being received 
for attendance at future simi lar workshops. Ministers have requested 
assistance in holding comparable training in their own countries for 
their administrative and supervisory personnel and adapted to their 
specific program problems. 

Needs:	 The Region has made consinerable progress uuring Phase I I toward self­
sufficiency in giving man3gement training in the health field and is 
ready to organize for intensive work at the country level. WHO is 
setting up a network of about a dozen training institutions with a 
Secretariat to coordinate and increase the resources of the institu­
tions and particularly to strengthen their appl ication of management 
principles and method to the health field. 

Full-time and part-time consultation support i~ still needed to meet 
the demands for increased amount of management training, to cover the 
attrition rate among persons from tne Region already at consultant 
level and to help adapt the training courses to the different issues 
at national level. 

3. Current Health Emphases 

A. EPI is one of the two interventions (the other being oral rehydration 
therapy) most 1ikely to affect a significant, fairly prompt reduction in infant 
mortality. 

Progress:	 The SHDS activities in Objective I I I, which includes EPI, 
have been multi-varied and of high volume. Three ful I-time 
epidemiologists were based in as many countries. 
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Three full-time operations officers ~~re on the Job 
In as m~ny nTAs fo~ ~II of Ph?se I I. 

111 I/.'orl-:shops I'Jere held in relation to communlca"'e 
disease control considerations such as EPI management 
and personnel training an~ disease surveillance. 

Relevance:	 EPI Is one of the most Important components of current
 
world health strate9Y.
 

Quall_ty:	 Under the supcrvlslnn of ('['lC, the activities In ('bjectlve "' 
\,.'ere malnt~lneri at th~ hl0hest scientific level ",Ith prompt 
Inclusion of nm·/ develormp.nt. 

Effectiveness:	 The data on Immunizatlnn achievements In the nTAs 
are given In the f'lc"ort. 

Immunization levels reached or came close to reaching 
target oh.j~etlvc In the majority of the DTAs. 

2~~ rartlclrant~ from the Pe0inn attenrled the l~ 
I,'nrkshors and cou rses. 

r.nunt~r"tlrts ",'ere trained for' thp three national 
operatio,.,!> officer flor;itinns. ~ome enlrlemlnloglsts 
\'Ilthln the f'(~qi()n hClvc l"nr"'~r4 ,·'ith or "cen trained 
In short term pr00rams ~y roc technical staff. 
TI"o nation'll crirlcmlolonistc; h~d In''~-term tralnlnp 
eXf'eriences I"ith ~H!1S c;d('(\minlo~Jists. 

.'.mract:	 ~Ignlficant reductions In childhoo~ morhirllty a"d m0rtallty 
for certain rPI t<'lr0et disc?c;cc; h;lve heen reall7.ed in 
almost ~ll of the znnes. 

l!e~cl~.:..	 c;uhs tant i;:> 1 !--urnAn anrl f; ni-1ne I~ 1 rpC;OllrCC5 Are rA'"!IJ I red 
from tl,p cf'untripc; ~nrl cno:",Cr',:1tinn ;'l0r.nr.ilC" fnr hrJllr!lnr 
f'" ~rn~r.'IT''": in t',~ ((".II-,1:r;(><', ~or t',r :-:'U:: DTrls, 
contlnuinr: tcc~'nic21 11:-.....~r:'; "ar", T1 r". ra:,jt' [1rOrr"~r;<:: ('ust 
Ie folJc.\led :.,' r,ust.:"-lr:r," inf:;-:reo:;L "it',in t~lC of,er 17 
countrj(~;., trc"nlc,-d .'jo.:,ist.,nct~, trainin~;, ~rul!"r-cnt ~ncl 

o'1craticnal fum'" n'lJ<;t In incrci)'ir;r! If t':c ~oi'll esta:)llshcd 
for th~ yeAr l,,~() of ~nsllriflr for ,"'111 t.1r0nt MfC cld Idren 
accessil:illty to rrl services is to l'e attainad. [lecisions 
and [)lans Are to he formuliltrc) fnr trrlinlng ader:uate 
enlrlcmiolngical talents. ~nmp of thr. alternatives Include: 
lon9-term cJc~lrce rrogri)Il ' d('vr:dnnrr~nt in I\frica, rri'lctical 
on·'the-io~' trainlnfj fnr 1-2 yl"!.lrs I/ith P.xrerip.ncecl 
erld~mlnloglst5 for ,:uClli f jrr! inrlivirlual·; fnllm'ed by 
nece~5ary ~cDdcmic nrcDRrntinn outside the region - ­
or the tl'.'O rh;Jsf>s In rpverr,c nrder; or short term training 
for medical and nlJr5in~ school ~1I'aduatp.s. ~Je I'ellcve 
;111 of thAse nrrrOi'lC'1C:\Cj nrC'. rC;lsr1nah 1e, I'ut the latter 
alternativp. shnuld nN ti'lh~ priority over the creation of 
fully trained cu,11Ifi,~d cridcmiolo~i5tS. 
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,,.,.. PIlr. is the major thrust of ,"'orld 'lcrllt!: Autborities thrOll~!!:out 

the ,··orld.	 till four ~l'n~ objectives focused on or included elements of PHr.. 

Progress:	 As stated above, "'orl:shors <In(I courses I"ere he Id under 
Objective I' to develop Regional canal,il ity in development 
and ma i ntenance of hea I th nc rsrmne I. ~·ome of these, 
csrecir"111'1 TOT meetings, gave rClrticular attention to tile 
trelining of 1/1'\.'5 for Pl'r; I"orl'shors I"ere held on research 
c1es i~n and methods for ansl·/cring fjuest ions about PPC. 

Impact: It is too soon to expect si!,mificant changes. Fel.: governments 
have yet established national training systems, \!hich must 
be donA to reach c1O\"n to tlH~ su;>erv I 50ry Ieve I and the vmrs 
thel'1selves. Pre-service trainin!", is of course a sine oua non 
for villagers l'lith little or no nrevious exrerience in llealth 
I·'orl'. rut training alone 1"it'lOut on-going on-the-job 
surervic;ion I'ould not attain an adeCluate qual ity or 
reliability of service. No country In the region has 
satisfactorily solved the surervision rrohlem. This is a 
critical matter that I"arrants Intensive study <Ina analysis, 
rlannin0 and management. 

There are many other unansl1en"d (1lJestions in PI'e, including 
suc'-1 vitAl matters as methods of rl"!f"luner<ltion for Inn,'s, 
consistent surnly of medications anrl score and tYres of tasks 
th<lt ar0. to Ie carrien by anyone I·.·orker. Solutions 
f0und in anyone count rv 1.'0111 n by adflrtat i on be usefu I 
for t!le entire ~e!'1ion. 

~leerl, thp.rr~fore, \'ill exist for som~ time for large amounts 
of assistflnce to countries for trainin~, management, 
clinical considcr<.1tions ilnd reseClrch .in PIle 

The SilOS structurf" involves !'oston flniversity through 
a contract "ith t.ln ;md I·v (lorcement" ',"ith \'!'r'f.Ffln 
~nd rnr.. IInivr'r'iit,.' activities are rlirp.ctec from Poston 
and /\1:. i clj an. f' I ['l re Iat i nnsh i rs nccu r th rou!!h Vash i n(lton 
and (llJic1j;m (rD~r), I·it'-! incrr.a;,cr. rrs!"'C'n'.;il'ilit:irs 
hnvinf-j hecn rassed to the Inttf'r durin~ Phase' I. 

"'irect rel;)tionslJips I"ith r,overnri'~nt-; nrc made !"y t:lf" 
Roston llnilJcrsity ~lr0Ur in /'.I'idjan and hy \.'IH~·I'.Frl" 

i.lnd "E['lSI" througl' tl'cir \'rr'rJ\'r ,,'Inn Hissinns, r"c;pcctively. 
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Two committees, a Project Coordinating Committee (PCC) and a 
Project Review Committee (PRC) were established to help involve 
Governments	 of the 20 countries in Project planning. The PRC 
met in 1977 and once more during Phase II; the PCC met four 
times 1978-81. 

Relevance:	 The structure was appropriate to the needs of the Project and 
to the scope of activities and the roles allocated to each of 
the participating units. 

Effectiveness:	 Mail communication is neither easy nor reliable in Africa, 
even with the benefit of official pouches. Telephone and 
telex used by SHDS helped considerably. The extensive personnel 
travel appropriate to the nature of the project and its 
implementation in 20 countries sometimes had to be increased 
~till further because of the unavailability of other kinds of 
frequent exchange. Missions and WPC-NWC were helpful. Location 
of AID link at HEDSO added considerably in facilitation and 
intimacy in Project monitoring and planning. 

Most opinions were favorable on the utility of the PCC and PRC 
meetings, though the latter occurred so infrequently. The 
8valuation Team feels that the value of the committees' contri ­
bution could be enhanced by a newsletter which has been started 
and by other communication between meetmngs. 

Efficiency:	 Cost of the Project is high, some of it inherent and unavoidable, 
su~c~h~a~s-reiiowships and vaccine. Large expenditures are required 
to cover extra-Regional personnel and consultants, extra travel 
incidental to the locations of home base of the consultants, and 
institutional overhead charges. Some costs are determined by the 
pattern of country health services, such as the degree of mobility 
required in an EPI. 

It appears that the SHDS Project might have ha~r data 
system, as it took over six months for the Evaluation ~ 
collect basic project information, such as the number of courses 
and workshops sponsored, for the Evaluation. AID/W had recently 
provided a management information specialist from the U.S. Census 
Bureau to assist SHDS in improving their data system; however, 
it is too soon for the fruits of this effort to become apparent. 
SHDS has also recently purchased a mini-computer to assist them 
organize administrative information as well as other data. 

Admittedly, SHDS is involved with several bureaucracies and 
institutions located in various locales, each with their own 
data systems. Nevertheless, it behooves all development projects 
to ensure that the activities they ar nvolve ~n are care~ly 

document ed a......-"'h~e~d:::a::.t::a::-.:r:.:e::a::d:.:i~l:.z-..::a:..:v:.::a::::i:.::l::a:b:::l:..:::e:.....:::.f.::::o.:.r-.::u::t:i:l=i~ . 

In general, SHDS quite satisfactorily ran a complex operation of 
workshop schedules , visiting consultants, staff travel committee 
meetings and demands ~or implementation plans, progress reports 
and budget s • 
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Impact:	 Relationships between SHDS/Abidjan and WHO/AFRO were har.monious 
and productive. Differences arose between SHDS/AbidJan and AID/ 
Washington about approval for certain acti'Vities, particularly 
the extent of in-country work. Collegial :!'elationship existed 
with governments. 

Needs:	 Arrangements are alrea~ in process for extending the use of 
SHDS 1982 funds into 1983 for certain specified purposes and 
duration, such as continuing fellowships for students abroad 
part we:y through Master's degree study. 

AID and WHO/AFRO will need to confer and call in other agencies 
if deemed necessary to consider we:ys of~ini~izing immediate 
dislocation effects at the end of Phase II. This concerns, 
principally,	 support to .,U'sing institutions and DTAs. 

For the long	 term future, there are many needs. In general, 
the shift of	 support emphasis can be from the Regional to the 
c01xntry level, with certain residual need for assistance to 
the Region at that level, especialJ.y through shvr.t ..term 
consultation. Particularly, indigEmebus research"capabilit.y 
needs external bolstering. 

The amount and range of external support will influence 
answering the question of what structure would be lOOst likely 
to meet the needs of technical consultation, evaluation and 
coordination. For AID, the base in Abidjan would be advantageous. 
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'APPENIU*,II 

STATISTICS ON 20 SHDS COUNTRIES 

BASIC AND HEALTH INDICATORS1/ 

Mid-Year 
Population 

International 1979 
Country Language (in millions) 

Benin French 3:4 

Cameroon French/English 8.2 

CAR French 2.0 

Chad French 4.4 

Congo French 1.5 

:f;q. Guinea Spanish 0.4 

Gabon French 0.6 

Gambia English 0.6 

Ghana English 11.3 

Guinea French 5.3 

Ivory Coast French 8.2 

Liberia English 1.8 

Population 
Projection 
for Yr.2000 

(in millions) 

6.0 

14.0 

3.0 

7.0 

3.0 

1.0 

1.0 

21.0 

9.0 

15.0 

4.0 

Per Capita
 
GNP
 

$ 1979
 

250 

560 

290 

110 

630 

3,280
 

250
 

400
 

280
 

1,040
 

500
 

Adult 
Literacy 

1976 

7%* 

.-.
15%" 

12%* 

10%* 

20if 

20% 

30% 

Life Expectancy 
at Birth 

1979 

People 
per Doctor 

1977 

47 

47 

44 

41 

47 

26,880 

16,500 

17 ,610 

41,940 

7,290** 

45 

42 

49 

44 

47 

54 

3,029 

13,171** 

9,920 

16,630 

15,220** 

9,260** 

1/ Accelerated -Development in Sub-Saharan Africa, The World Bank, Washington, D.C •• 1981 

* Adult Literacy: Estimates so marked are t0r years other than 1976, but generally not more than 

** 
two years from 1976 
People per ~octor: Figures so marked are for years other than 1977. 

-o 
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~ 
STATISTICS ON 20 SHDS COUNTRIES 

BASIC AND HEALTH INDICATORS1/ 

Mid-Year Population 
Population Projection Per Capita Adult Life Expectancy Pe!Jp1e 

International 1979 for Yr. 2000 GNP Literacy at Birth per Doctor 
Country Language (in millions) (in millions) $ 1979 

~ 

1976 1979 1977 

Mali French 6.8 12.0 140 10% 43 25,150 

Mauritania French 1.6 3.0 320 17%* 43 15,160 

Niger French 6.2 10.0 270 8%* 43 42,720 

Nigeria English 82.6 161.0 670 49 15,740** 

Senegal French 5.5 10.0 430 10%* 43 15,710 

Sierra Leone English 3.4 6.0 250 47 

Togo French 2.4 4.0 350 18% 47 17,980 

Upper Volta French 5.6 10.0 180 5% 43 49,810** 

:/ Accelerated Development in Sub-Saharan Africa, The World Bank, Washington, D.C., 1981. 

* Adult Literacy: Estimates so marked are for years other than 1976, but generally not more than 
two years from 1976. 

** People per Doctor: Figures so marked are for years other than 1977. 

>
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APPENDIX III 

CAMEROUN: PERSONNES 'YISlTES PAR L'EQ~~PE D'EVALUATION 

(23-29 NOVEMBRE, 1981) 

Ministere de la sante
 

Prof. Zoungkayie J.
 
M.	 Samuel Ebo 
M.	 Ngalle Edimo S. 

M.	 Mafiamba P.C. 

Dr. Paul Djogdom
 
Dr. M. Kamwa
 

Cll ;;S 

rrof. D. Lanthum
 
Prof. T. Nchinda
 

OMS
 

Dr. Quincke
 

CESSI
 

Mme. S. Misse
 
Mme. A. Collomb
 
Mme. M. Jato
 
Mme. N. Vanderhaegen
 

USAID 

M. Ray Martin 

CDC 

Dr. Tim Dondero 
M. Kevin Murphy
 

SHDS
 

Mme. Jeanne Carriere
 

OCEAC
 

. Dr.	 Koffi Ahmed 

Gouwrnement du Cameroun 

M.	 Le delegue, Maire de Makak, 
Comtte de sante villageois, 

Directeur de la Sante 'Publique 
Secretaire General 
Directeur des Etudes de la P.lanification 

et des Statistiques 
Directeur de Ie medecine preventive et 

de l'hygiene publique 
Chef d'equ~pe PEV, Yaounde 
Medecin chef, Eseka 

Directeur-adjoint 
Professeur 

WPC 

Coordonnatrice 
Formatrice d'infirmiers pour l'OMS 
Formatrice d'infirmiers pour l'OMS 
Formatr~ce d'infirmiers pour l'OMS 

Responsable pour la sante et la population 

Epidemiologiste, (RSSP/CDC) 
Responsable des operations, (RSSP/CDC} 

Formatrice d'infirmiers CESSI 

Stagiaire epidemiologiste 

Service de sante provinciale 
Village Simbok 
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CONGO: PERSONNES VIS ITES PAR L' EQUIPE D' EVALUATION 

La reunirn du Comite de Coordination du Projet, Yaounde, 1981 

Dr. Gerald Ondaye NWC 
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COTE D'IVOlRE: PERSONNES VISITES PAR L'EQUIPE 'D'EVALUATION 

(11-16 DECEMBRE, 1981) 

Ministere de la sante 

M. Lenissongui Coulibaly ~irecteur de Cabinet 
M. T. Coulibaly	 Chef du Cabinet 

Dr. J.P. Baechle	 Medecin chef du secteur rural d'Abengourou 
M. Traore Salifou	 Responsable PEV, Abengourou 

Ecole'Nationale des infirmiers et sages-femmes 

Dr. Casanelli d'Istria Directeur 
M. Viellet DiomandeProfesseur pour infirmi~rs et d'obstetrique 
Mlle. Nelle Goury Delphine Professeur pour les sages-femmes'et PH 
Prof~ G. Siefer-N'Dry Directeur dela Formation et.~u personnel 
..;;;;In=s.;;;.ti;;;.t;;..;u;;..;t;;......;;;.N;.;:a;.;:t..;;;;i;.;:o~n.;;.;.a;.;;,l_d;;;.e"---'l;;.;a;;.....;;S;.;;,an=.;;;t..;;.e....;:..Pu.;;;.b;;..;l;;.;i:;..q.o..;u.:.-e para medical 

Prof. N. Coulibaly	 Directeur 

Institut d'Hygiene 

Dr. A.B. B~lla	 Directeur-Adjoint 

ClRES 

M.	 Sanoh Layes Economiste (Di~ecteur de recherche du projet 
finance par RSSP) 

OMS 
Dr~ Atayi	 WPC 
MIne. O. Devenyns	 ·Assistante administrative 

Banque Africaine de Developpement (BAD) 

M. Abdul Mohamed ~irecteur du Service de Sante et d'Education 
Dr. Berhane Teome-Lessane Conseiller de Sante 

RSSP/Abidjan 

Dr. David French	 Directeur, RSSP 
M. Saul Helfenbein Directeur-Adjoint, RSSP 
Vivian Johnson Administratrice, Boston/RSSP 
Catherine Tinkham Consultante d'infirmier 
Dr. Anne Marie Kimball Directeur-Adjointe, RSSP 
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GAMBIA: PEOPLE VISITED BY EVALAUTION TEAM 

(JANUARY 2a-FEBRUARY I, 1982) 

Ministry of Health 

Mr. Singhateh Under Secretary and Acting Permanent Secretary 
Dr. N'Jie Acting Director, Health and Medical Services 
Dr. Philip Gowers Medical Officer 
Kebba Jobe EPI - Counterpart to SHDS officer 
Dr. Jack EPI - Counterpart to SHDS Epidemiologist 
Miss Clara McMason Chief Health Officer 
Dr. Musa Marena PHC Coordinator 
Dr. Karamo Sayant Medical Officer, Mansakonko 
Mr. Mamadou Newlands Senior Nurse Dispenser, Health Center 
Staff Staff/MOH, Kalasi/Bondori 
Jallow Ceesay VHW, Sikunda 
Mr. Smart Trainer of VHW, Mansakonko 
Mrs. R. M'Bye Trainer of VHW, Mansakonko 
Mrs. A.B. Stafford Trainer of VHW 
Miss Muriel Fye PH Tutor, Member SHDS N. RI., Committee for Gambia 
Sister Joel Nurse Educator 
Dr. I. Schmiedeberg Reg. Medical Officer 

WHO 

Dr. Ak i m WPC 
Mrs Akrofi Nurse Educator 

UNICEF 

John Spri ng Representative for Gambia 

AID 

Kei th Simmons Project Manager, Health/Population/Nutrition 
Cynde Robinson Assistant Project Manager, Health/Population/ 

Nutrition 
Tony Fun ice 110 Program Officer 

CDC 

Richard Crankshaw Operations Officer, SHDS 
Dr. Joe Davis Consultant on EPI Cost Study 

Project Concern 

John Wahlund Training Specialist 

MRC 

Mr. Smith Admi nis t rator 
W. Brierly Parasitologist 
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GAMBIA 

INTRA AND UCSF 

Norma Wilson Nurse Training Consultant 
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HAUTE VOLTA: PERSONNES VISlTES }tAR L'EQUIPE D'EVALUATION 

(14-16 ~ANVIER, 1982) 

Ministere de 1a sante 

M. Sanousoumana 
Dr. Wedraogo Dadier 

Dr. Lankarde 

M~ A.' Ouedraogo 

OCCGE 

Dr. Cheick Sow' 
Dr. Isak Mamby Toure 

CDC!RSSP 

Dr. Dav:(d'Sokal 

OMS 

Dr. M.utin Samos 
Dr. Andre Delas 
Dr. N.C.' Doumtaoe 
Dr. E.M. Samba 

USAID 

Dr. Oliver Montgomery Harpp-r 
M.' Steve Lucas 

APMP 

Dr. Philip Stoechel 
Dr'. Martin Schlumf>erger 

Responsaole 
Medecin-Commandant, Secretaire General 

de 1a sante .. 
Coordonnateur des soins de sante, 
Chef de poste de sante de TOCCE, 
Infirmier dispensaire a TOCCE, 
VHW, TOCCE 
Service de 1a· coordination des SSP 

Secretaire.General 
Chef de oio10gie, Centre de Muraz 

Epidemio10giste 

WPC 
Epi<mun:tologiste 
OMS/Personnel 
Directeur du programme de controle de 

l'onchocercose 

R~pOnsa.ble, de sante 
Contractuel, Projet d'hydrologie rurale 

APMP·
 
Consultant, BODO Dioulasso
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LIBERIA: PEOPLE VISITED BY EVALUATION TEAM
 

(JANUARY 18-21, 1982)
 

Ministry of Health 

Mrs. Martha Be11eh 
Mrs. R. Marshall 
Mrs. F. Giddings 
Dr. Ellis 
Dr. Massequoi 
Mr. Wilson 
Ms. Scho1astica Nimle:r 
Ms. Caro1y Taylor 
Mr. John M. Prall 
Dr. Kamala 
Mrs. M. Ya:tdoo 
Mr. Jack Bena 

Mr • .Tames Goaneh 

Cuttington College 

Dr ~ Hen"':'y Kwekwe 
Dr. Evelyn S. White 
Mr. Christopher Kandakai 
Mrs. Charlotte Casher 
Mr. Henry Ha1i 
Mrs. Elaine Wo1o 
Mrs. Hannah Kar 
Mr. Samuel Koku 
Mrs. Sarah Amara 
Mrs. Elizabeth Mu1bah 
Dr. Gweniga1e 

WHO 

Dr. Wilfred Sei Boayue 
Dr. Chi1emea 

AID 

Dr. Alan Foose 
Ms. Evelyn McCloud 
Mr. R. Gar'ufi 
Mrs. Kate Jones-Patrone' 

U.S. Embassy 

William L. Swing 

Care 

Dr. J. Stephen Robinson- . 

SHDS 

Dr. Charlotte Ferguson 

Minister of Health 
Assistant Minister, SHDS Committee 
Deputy CNO, SHDS Committee 
Deputy Miniscer, SHDS Committee 
Preventive Medicine 
SHDS Committee 
Manpomer Planning Officer 
Statistic Analyst 
Director, Health Statistics Division 
SHl>S-Committee 
CNO, SHDS'Committee 
EPI, SHDS Committee 

Coordinator EPI, SHDS Committee 

Administrative Dean: 
Academic Dean, Nursing Division 
Dean of Student Services 
Registrar 
Chairman, Science Division 
Chairperson, Education Division 
Instructor, Nursing Division 
Instructor, Nursing Division 
Director, ' Phebe Training Programs 
Chairperson, Nursing Division 
Director, Phebe Hospital 

NWC 
WHO staff 

AID He~th Development Officer.
Program Officer 
Director 
ID1 Health Officer 

Ambassador 

Health Advisor, CARE/Liberia 

SHDS Field Consultant 



A-ll 

MAURITANIE: PERSONNES VISITES PAR L'EQUIPE D'EVALUATION 

(7-12 FEVRIER, 1982) 

Ministere de la sante 

Dr. Mouhamed Hacen Directeur General de la Sante et 
Directeur du Projet TRARZA 

M. Mahoouden Formateur, Service MEDERDRA 
M. Fall Mika Formateur de Service Rosso et R'Kiz/Sud 
M. Senghott Directeur Adjoint PEV 
M. Kane Chef Service des Etudes et de la Planification 
M. Alouwa Infirmier, Chef de Poste, Service Mederdra 
Mme. Yacine Sage-Femme, Service Mederdra 
M. Babacar Ould Mouhamed ASC, Service Abandah 
Dr. J. J. Mascart Hopital Regional, Rosso 
M. Andre Kitoko Ingenieur de la Sante 
M. Theophile Gnambodoue Infirmier obstetricien 
M. Diouf Ibrahima Administrateur du Projet TRARZA 
ASV Agent de sante de village Matugay 
Mme. Marie Elizy Carlier Chef de la PMI du Seme arrondissement 
M. Kone Nody Directeur, Ecole d'infirmiers 
Mme. Am:!.nata N1Dao Ecole d'infirmiers 
Abdel Fetah Saleh Ecole d'infirmiers 
Kane Ousmane Ecole d'infirmiers 
Mohamed O~ld Messaoud Ecole d'infirmiers 
Dr. Sidatt Directeur, Centre National d1Hygiene 

OMS 

Mme. A. Bose Infirmiere, Furmatrice de sage-femmes 
Dr. Lekie Botee Epidemiologiste 
M. T. Gnambodone Infirmier de Sante Publique 
Dr. Tahirou Bana WPC 
M. Ayoub Conseiller de Sante Publique 

USAID 

M. B. Hirsh Directeur, secteur des projets 
M. Alan Reed Responsable des programmes 

Peace Corps 

Ann Bundy Volontaire 
Kathy Teer Volontaire 

Projet rural medical 

Mme. Mona Y. Greiser Conseillere de Sante Publique 
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NIGER: PERSONNES VISITES PAR L'EQUIPE D'EVALUATION 

(10-13 JANVIER, 1982) 

Ministere de la sante 

Chef de Bataillon Moumouni 

Dr. Daga Magagi 
M. Issoufou Ali Kiaffi 
M. A. Kadri 
M. Abdoulaye Maiga 
M. Ousseini Garba 

M. Alzouma Bazi Cessi 
M. Hassane Sonmoula 
Mme. Agbessi Laure 
Dr. Loco Lazare 

Dr. Kadri Tankary 
Dr.· B. Yansambou 
M. Seydou Mahamane 
2 ASV/2 Accoucheuses 

traditionelles 
OMS 

Dr. JOM Wright 

USAID 

M. Myron Golden 

Africare 

Dr. Shillingford 

Adamou Djermakoye, Ministre de la sante et des 
Affaires Sociales 

Secretaire general 
Responsable du developpement des soins 
Responsable du service du developpement des soins 
Directeur de la Formation en sante et nutrition 
Directeur de l'Ecole Nationale de la Sante 

Publique (ENSP) 
Directeur-Adjoint, ENSP 
Directeur-Adjoint, ENSP 
Directeur des Affairas Sociales.et de PM! 
Directaur-Adjoint du service dthygiene et de la 

medecine mobile
 
Directeur du developpement des soins
 
DirecteuT du Service de Sante de Niamey
 
Secouriste au dispensaire de Kolo
 
Kolo, Libore, Tonkohangou
 

NWC 

Responsable de programmation 

Chef d' equipe 
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NIGERIA: PEOPLE VISITED BY EVALUATION TEAM 

(DECEMBER 1-4, 1981) 

Ministry of Health 

Dr. Gaby Williams Acting Director, PH Services 
Dr. J. Ade Laoye Assistant Director, Health Education Unit 
Dr. A.O. Sorungbe Director,Hea1th Center Onikan Health Center 
Dr. Odun:si Deputy Director, Health Center" " " 
Dr. Chandru Acting Director, Badagry Hospital, Badagry 
Dr. Jarin Senior Medical Officer, Badagry Hospital, Badagry 
Dr. Ogubanke Medical Officer of Health, Badagry Hospital 

Midwife/Maternity, Pota Village 
Mr. Tudonu VHW, Pota Village 
Mr. P.S. Agannanow VHH, Iloga Vil1a~e 

Mr. S.D. Noah VHW, Ilog~ Village 
Dr. J. Ade Laoye Assistant Director, Lagos, Onikan 

Yaba School Health Techno~ 

Dr. M.O. Oduwo1~ Principal 

University of Ibadan 

Prof. Oduntan Head, Department of Preventive & Social Med., Ibadan 

University of Ife 

Prof. Adenyi-Jones Visiting Professor and Consultant to MOH 

WHO 

Prof. Shehu NWC 
Dr. Adamian Staff - Epidemiologist 
Dr. Donald Johnson Staff - Health Educator 
Mr. Shresta Staff 
Dr. G. Munube Staff - Virologist 
Dr. A.H. Fernandez Staff 
Mrs. Adebo Consultant at RTC 
Mrs. Anu Adegoroya Consultant Nurse at RTC 
Mr. John Wesley Nyirenda Participant RTC Lagos course (Malawi) 
Mrs. Patricia Thande Kesia 

Simb1ane Participant RTC Lagos course (Swaziland) 

RTC Lagos 

Dr. H. E1 Neil Coordinator of Studies 
Mr. Younossi Administrator RTC 

U,S. Embassy 

Mr. Carl Cundiff Economic Counselor 
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REPUBLIQUE CENTRE AFRICAINE:
 

PERSONNES VISlTES PAR L'EQUIPE D'EVALUATION
 

La reunion du Comite de Coordination du Projet, Yaounde, 1981 

Dr. Simon Feikoumon Ministere de la Sante 
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SENEGAL: PERSONNES VISITES PAR L'EQUIPE D'EVALUATION
 

Ministere de la sante 

M. Mamadou Diop 
Dr. Doudou lla 
Dr. Helies 
Mlle. AnneMarie Mane 
Dr. Kano 
M. Balla Moussa Lane 
Cherif Younous Diouf 
M. Sangare Mboup 
Mme. Diop Djariatou 
Dr. A.' Ndiaye 
ASV 

CESSI 

Mlle. M. Pelligrin 

CIE 

Dr. Nicole Guerin 

OMS 

Dr. Elom 
Dr. Badarou 
Mlle. J. Perron 

USAID 

Dr. Michael l~ite 

UNICEF 

M. P.L. Audat 

(2-6 FEVRIER, 1982) 

Ministre de la Sante 
Directeur de la Recherche et de la Planification 
Epidemiologiste, PEV 
Chef, Directrice des Centres et Postes de Sante 
Medecin r3eional, Kaolack 
Infirmier auxilliaire, Mbadakhoune 
Inspecteur regional 
Inspecteur des postes de sante, Kaolack 
Inspectrice pour la region du Nord 
Directeur du centre hospitalier Guinguineo 
Case de sante, Mbaboumi 

Directrice 

PEV 

lVPC
 
Coordinateur de Projet
 
Formatrice d'infirmiers
 

Responsable de sante 

Oirecteur 
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SIERRA LEONE: PEOPLE VISITED BY EVALUATION TEAM 

(JANUARY 22-27, 1982) 

Ministry of Health 

F.M. Braima Sawi Permanent Secretary 
Dr. Belmont Williams Chief Medical Officer 
Dr. Moi ra Browne Deputy Chief Medical Officer 
Matron Johnston Chief Nursing Officer 
Dr. E.A. Juxon-Smith Provincial Medical Officer 
Dr. M.L. Wright Consultant/Pediatrician 
Mr. Kuba Nu rse 0 i spenser, Mapak i Hea 1th Cer, ter 
Mohamed A.R. Sarna Nurse Dispenser 
Health Development Committee Members, Masabong Village 
Mrs. Felicia Moseray Trainer TBAs/VHWs 
Mat ron Randa 11 Supervisor, Jenna Wright Clinic 
Gladys Carrol Nutritionist 
Dr. Zubairu Field Medical Officer 
Chris Giibert Secretary 
Dr. Clifford Kamara District Medical Officer 
Dr. Kebbi Second Medical Officer 
Dr. A. S. Kami Medical Officer 
Isatu Seisay TBA, Calaba Town 
Sister Vandy Field Supervisor 
Matron Osborne School of Nursing 
Mrs, Evelyn Sarah Kawa PH Nurse tutor 
Alana Taylor School of Nursing, Tutor 
Cynthia C1 H.H. Pratt Senior Nurse 
Mrs. Aminata Kargbo Deputy, Tropical Disease, School of Nursing 
Nancy Bangourah School of Nursing 

WHO 

Dr. Anthony P, Bulengo Med ica 1 Off i ce r 
Dr. Marcella Davies NWC 
Dr. Sukumar Choudhury Director, School for Health Technology 
Dr. Senevi ratne Intercountry Epidemiologist 

UNICEF 

Wi 11 i am Fe 11 ows Representative 

U.S. Embassy 

Ms. Theresa Ann Healey Ambassador 

USAID 

Charles Uphaus Agriculture Officer 

Peace Corps 

Dr. Steven S. Krotzer Staff Physician 
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SIERRA LEONE 

Care 

Charles F. Laskey Country Director 
Margaret Gorecki Tsitouris LEARN Project 

Primary Health Care Project 

Fr. John Zampese Director/Sierra Leone, Makeni 
Sister Admira Davis Nurse 
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TOGO: PERSONNES VISlTES PAR L'EQUIPE D'EVALUATION 
j 

(5-10 DECEMBRE, 1981) 

Ministere de la'sante 

Dr. Barandao Bakele Togma 
M. N'Djala~ 

Jr. Karsa Tchasseu 
Dr. K.M. Kove 

RTC de Lome 

Prof. Dalmeida 
M. Ben-LamineHamouda, 
Eglise'~van~liste do Togo 

M:.· Sekie 
M:.:, Aklamanou 
M. llountodzi Komi 

Gouvememezrt'du Togo' 

M~ Baputo M'Dima 

Benin: Water Provo 

Mlle. Sarah Frye 

USAID 

M. Rodolp4 Thomas 
M~ Robert Ritchie 

RSSP 

Dr. Sif Erikkson 
Mme.' Guedado DickO 

Directeur des Services de Sante de base 
Attac,he au Cabinet 
Medecin chef, Service des epidemies et PEV 
Medecin-assistant au Centre de Sante de Notse 

Coordonnateul'
 
Formateur de sante
 

Pasteur,Notse
 
Inspecteur des VHW~ Notse
 
Cathechiste VHW, Notse
 

Prefet 

'Responsable du Projet 

Responsable des ressources humaines
 
Responsable des programme~
 

Consultantel
 
Consultante
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UNITED STATES: PEOPLE VISITED BY EVALUATION TEAM 

(SEPTEMBER 17, 

USAID/Washington 

Mr. Donald Miller 
Mr. James Cummiskey 
Dr. James Shepperd 
Dr. Joseph Stockard 
Ms. Joy Riggs-Perla 
Turra Bethune 
G. De Luca 
Mr. Noel Marsh 
Dr. Mary Anne Cusack 
Ms. Rosslyn King 
DOr. Donald Ferguson 
G. Post 

Bureau of Census 

Ms. Wanda Kelly 

1981 and MARCH 5, 1982) 

Director, Office of Regional Affairs, AFR/RA 
AFR/RA 
AFR/DR 
AFR/DR 
AFR/DR 
AFR/Dr/HN 
AFR/DR/HN 
AFR/RA 
AFR/EHR 
S&T/Health 
S&T/Health, 
Liberia 

Statistician 

Boston University, Boston, Massachusetts 

Dr. Richard Egdhal 
Dr. Robert Mayfield 
Mr. Ken Bloem 

Mr. Paul Clemente 

Mr. Neil Meltzer 
Dr. Ann Brownlee 

CDC/Atlanta, Georgia 

Dr. Stan Foster 
Mr. Robert Baldwin 
Ms. Annie Voigt 
Dr. Donald Hopkins 
Dr. William Griggs 

Director, Health Policy Institute 
Provost and V.P. for External Affairs 
Assistant Academic V.P. for Health and 

Assistant Director, Medical Center 
Fiscal Affairs Manager of Health Policy 

Institute 
Assistant to Dr. Egdhal 
Coordinator,Planning and Evaluation, SHDS 

Director, International Health Program Office 
SHDS P~oject Manager 
Health Educator 
Assistant Director for International Health 
Assistant Director for International Health 

Itt'1) 

\ 
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APPENDIX IV
 

Scope of Work and Plan for Evaluation 

EVALUATION TEAt1 

1.	 Members of the evaluation team: 

Dr. S. M. Wlshlk Team Leader
 
Ms. M. Duffy AI (;)/REDSO
 
Ms. Aena Konde WHO/AFRO
 

SCOPE OF WORK AND PLAN FOR EVALUATION (Draft - 13 October 1981) 

2. The scope of work and plan for evaluation will conform to the agr~ement 

made In Brazzaville In June 1981 (WHO/ICP SPM 013) and which was further 
outlined In a cable of 2 July 1981 (Abidjan 06721) from REDSO to Washington. 

3.	 The work schedule Is as follows: 

September and October 1981 

- briefing of team leader In Washington~ Boston, Abidjan, Brazzaville 
and Atlanta; 

- briefing of team In Abidjan; 

- collection of Information on training Institutions and participants; 

- collection and review of documents; 

- collection of information by Interviews at SHDS, WHO/AFRO and REDSO; 

- writing of draft of scope of work and plan for evaluation; 

- dissemination of draft to agencies and' pee members .. 

November 1981 

- review of documents, extraction and organization of available data; 

- discussion of draft of scope of work and plan for evaluation at PCC 
meeting and revision to final form.
 

November and December 1981
 

- visits of team to four countries.
 

December 1981 and January 1982
 

- continued analysis and organization of Information.
 

January and February 1982
 

- visits of team to six countries. '
 

\" '-I
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February and March 1982 

- formulation of draft of evaluation report. 

March 1982 

- discussion of draft of evaluation report at meeting of
 
Evaluation Committee;
 

- preparation of final evaluation report 

Early Apr! 1 1982 

- submission of evaluation report to AID and WHO 

Apri J 1982 

- translation and distribution of report 

June 1982 

- review of report at meeting of PRC. 

SUBJECT FOR EVALUATION 

4. The subject of the evaluation, Phase II (1978"1982), includes contract 
with Boston University (AID-AFR-CI414 - 27 July 1978), PASA with the Centers 
for Disease Control (CDC) (4 August 1978), and an agreement wi th WHO/AFRO 
(27 September 1977). The evaluation will cover the first four years of 
Phase II implementation (1978-1981). 

5. The evaluation wi 11 give primary attention to activities funded by AID. 
Since all the mentioned participating agencies and others contributed their 
own funds and resources in intimate association with the SHDS activities, it 
is at times impossible to identify separately the specific consequences of 
respective inputs, nor would such compartmental ization bear a ~ealistic 

relationship or bring constructive assessment to the integrated endeavour. 
Separate inputs wi II be specified, however, such as when AFRO uses AID funds 
or its own and when contributions are made by country governments or by 
Boston University. 

6. The purpose of the SHDS project is lito develop and strengthen affordable 
health delivery systems in West and Central Africa". Conceivably, health 
services could be strengthened by various approaches, such as by raising 
the 1iteracy rate of a country or by improving transportation. The major 
focus of the project activities has been cooperating in the achievement in 
the Region of an ongoing system for developing and maintaining needed health 
personnel. The underlined words deserve highlighting: 
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Ongoing: The Region should continue moving toward reasonable self~ 
sufficiency in human resources for health services. 

System: Activities for training and improvement of health mi ..power 
should not be I rregular, haphazard or ad hoc, but the 
components should In most part add up to a logical 
interrelated hierarchical system appropriate to the geography, 
resources, readiness and needs of the Region. 

Developing: Because of Insufficiencies in the Region of manpower 
appropriately prepared for current publ ic health approaches, 
there is a training backlog that must be overcome. In the 
process of doing so, the structure, magnitude, emphasis and 
sources of training endeavours may be different from what 
might constitute a future desired and sUitable pattern. 

Maintaining: As the Region nears self-sufficiency in health manpower, 
attention, in addition to basic training, wi 1I be given 
increasingly to replacing turnover of staff and to keeping 
personnel abreast of new developments in publ ic health 
philosophy and met.hods. It is likely that more emphasis 
wi I I be put on supervision and continuing education. A ~.' 

structure for such a maintenance phase should exist. 

Needed Health Personnel: The WHO definition of health and the present 
day concepts about development carry implications for a 
broad cadre of discipl ines and groups sharing and contributing 
to health promotion and care, In keeping with global 
decisions and thinking, the SHDS project during Phase I I 
has followed the reorientation within the Region toward 
primary health care (PHC). In this evaluation, the 
earlier project phraseology about lIa ffordable health systems" 
wi 11 in general be viewed with respect to and emphasis upon 
PHC. 

With the exception of certain aspects of Objective I I I (immunization activi­
ties), the SHDS project is not directly involved with the del ivery of health 
service. For all the four objectives, however, it aims to help produce the 
personnel who would contribute to creating, designing, operating and working 
in health services. Such a manpower training system should pertdin to all 
levels - planning, management, training, supervision and direct service ­
and to various types of specialists at each level, according to the stage 
of development of PHC in each country. 

7. In the evaluation of the SHDS project, critical attention will be 
given to each of the above features as determinants of the projectls 
scope of work and as eVidence of its impact. 

ADMINISTRATION AND FINANCING 

8. The evaluation will include study and analysIs of the nature, strengths 
and problems of the administrative structure of the project and of relation­
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ships among the collaborating parties. Sources and amounts of funding and 
dIstribution of expenditures wi I I be reviewed and reported upon. 

SOURCES OF INFORMATION AND DATA (among others) 

9. They are as f 0 I I ow5 : 

- Que~tionnalres to training institutions and'workshop' participants. 

- Written agreements, implementation plans~ committee meeting
 
minutes, progress and'evaluation reports and other documents.
 

- Briefing meetings and interviews at AID and WHO. 

- Interviews with SHDS and CDC personnel in Africa, Boston
 
and At lanta.
 

- Interviews with staff of training centres, workshop-facilitators 
and participants. 

- Interviews with government health officials. 

- Review of curriculum, materials and workshop reports. 

- Observations at training centres, demonstration/training areas, 
PHC projects and other' health' services. 

EVALUATION FRAMEWORK 

10. The evaluation wi 11 carried out by objective and by country. 

10.1 in line with WHO guidelines, particular attention will be given to the 
following pardmeters: relevance, progress, effectiveness, efficiency and 
impact - adapted to the nature of different parts of the SHDS project. For 
Objectives I (planning and management), II (skills and utilization of personnel 
and IV (training in applied research). 

Relevance: Interest, attendance and reactions of participants and 
government health officials and planning bodies in training 
ae t i v I ties. 

Progress: Number, types, distribution, quality and contents of work­
shops and courses. Number and country distribution of participants. 

Effectiveness: Job placement and performance of participants. Influence 
upon, establishment of, or evidence of movement toward national or 
sub-national trainIng institutions, systems or courses. Use of 
former participants as consultants, faci litators or in other 
training capacities. 

Efficiency: Attempt to relate amounts, types'and cost of project inputs 
to progress and effectiveness. 
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Impact: Evidence or suggestion of relationship of SHDS project 
activities to development or changes in PHC or other health 
services in countries in the Region. 

For Objective IV (applied research): Relevance, design and feasibility of the 
one project recently approved in the Ivory Coast; and"possibly of others 
approved during this evaluation process. Opportunities for useful applied 
research in relation to PHC and the training of personnel concerning PHC. 
Administrative considerations in making grants for applied research. 

For Objective III (disease surveillance and demographic data systems): 
Somewhat different approaches will be used for evaluation of the two 
components of Objective I I I - the three epidemiologists and the EPI work; 
and the three demonstration/training areas. 

For the epidemiologists (among other aspects): Roles at affiliated 
centres (OCEAC, OCCGE): activities in and outside of the respective base 
countries; types of consultations and investigation of outbreaks; 
survei llance systems and data collected; counterparts trained; indications 
for other epidemiologic work In the respective subregions. 

For the demonstration/training areas: advantage will be taken of the in­
tensive evaluations done of these activities. Information and data in 
those evaluations and otherwise obtained from documents, interviews and 
observations wi 11 be formulated Into such categories as the following: 

Inputs: Personnel time and activities;;equipment, supplies, etc.; 
measles vaccine distributed (attention will also be given to 
measles vaccine distributed by SHDS in other countries). 

Progress: Counterparts in training; amounts of vaccine - evidence 
of util ization; areas and population covered. 

Effectiveness: Numbers and ages of chi Idren immunized; con rol of 
particular outbreaks. 

Efficiency: Estimates of unit cost per achievement. 

Impact: Morbidity and mortality trends. 

A critique wi I I be presented on: 

The relationship between Objective I I I and Objectives I, I I, and IV. 
The relationship between EPI and PHC. Considerations In relationship 
between a CCCD programme and PHC. 
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COUNTRY ASSESSMENT 

10.2 For each of the 20 countries in the SHDS project, attempts will be made 
to track developments from point of inputs at regional centres or workshops to 
country replication and adaptation; and beyond into sub-national training 
activities for the strengthening of PHC and related services. Data under 
parameters similar to those used in the evaluation framework by obJectives 
wi II be pulled together by countries so that a separate vignette for each 
country related to their participation in SHDS can be seen, encompassing 
documentation on background, activities, status and prospects. For the 
Region as a whole (20 countries together) a similar but summary picture of 
documented developments and status will be presented. 

·GENERAL COMMENTARY ON THE SHDS PROJECT 

II. Overall opinion on relevance, quality, contributions and cost efficiency 
of the SHDS project. 

12. These wi II include: 

- Needs and degree of readiness for ·next steps· within-the Region. 

- Priority indications for types, locations and amounts of
 
continued external· support" in the· Immediate future.
 



A-26 

·AJ:lPENDlX V 

AGREEMENT1~ 

FOR
 

PHASE II OF THE PROJECT FOR THE STRENGTHEfJ ING OF
 
PUBLIC HEALTH DELIVERY SYSTEMS IN CENTRAL AND
 

WEST AFRI CA
 

BETWEEN
 

THE UNITED STATES OF AMERIC~
 

AND
 

THE WORLD HEALTH ORGANIZATION
 

Date: September 27, 1977 

* There are six Implementation Letters to this Project Agreement. 
Copies may be obtained from AID or WHO/AFRO. 
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AGREEMENT FOR
 

PHASE I I OF THE PROJECT FOR THE STRENGTHENING OF
 

PUBLIC HEALTH DELIVERY SYSTEMS IN CENTRAL AND
 

WEST AFRICA
 

This AGREEMENT is made and entered into on the 27th day of September, 

1977, by the United States of America, acting through the Agency for 

International Development (hereinafter referred to as "A.I.D.", and the 

World Health Organization (hereinafter referred to as "WHO"). 

I. Purpose of Agreement 

The purpose of this Agreement is to provide an extension of cooperation 

with WHO and Participating African States for the carrying out of Phase I I 

of the Project for Strengthening Public Health Del ivery Systems in Central 

and West Africa. 

II. The Project 

A. The Project, which is further described in Annex I, wil I consist of 

the continuation of a collaborative effort between the Africa Regional Office 

of the World Health Organization ("WHO/AFRO") and the Agency for International 

Development ("A.I.D.") to develop and strengthen health del ivery systems in 

West and Central Africa. Twenty West and Central African states ("Participating 

African States") wi II participate in some or all aspects of the Project. 

The Project, described by objectives, wi II include the fol lowing: 

J. Improvement of national and regional health planning and 

managemen t. 

2. Increasing skills and improving utilization of health personnel 

providing generalized health services at supervisory and local levels. 

3. Improvement of regional and national disease survei Ilance and 

health/demographic data systems and Integration of these systems into 

national health planning del ivery systems. 
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4. Demonstration of low-cost (affordable) health delivery systems. 

B. Within the 1imits of the above definition of the Project, elements 

of the ampl ified description in Annex 1, including the Project Budget, may 

be changed by written agreement of the authorized representatives of 

the Parties named in Article VI I I, without formal amendment of this 

Agreemen t. 

C. A.I.D.'s contribution to the Project will be provided in 

increments, the initial one being made available in accordance with 

Article IV of this Agreement. Subsequent increments will be subject to 

availabil ity of funds to A.I .0. for this purpose, and to the mutual 

agreement of the Parties, at the time of a subsequent increment, to proceed. 

D. Funds provided pursuant to Agreement wi 11 be uti 1ized in three 

ways. A pvrtlon will be utilized by WHO/AFRO to cover costs for technical 

services, training, commodities and other budget items procured in 

Africa. Two other portions will be implemented directly by A.I .0., with 

the approval of WHO/AFRO, for technical services, training, commodities 

and other budget items procured primarily in the United States from a 

U.S. contractor and from the Center for Communicable Disease Control of 

the U.S. Government. 

III. Contribution of A.I.D. 

A. For the purpose of collaborating with Wl:lO and the Participating 

African States in the carrying out of the project, there is hereby 

granted by A. I .0. to an amount not to exceed One Mill ion Six Hundred 

Ninety-eight Thousand Seven Hundren Seventy-eight United States Dollars 

($l ,698,778). 

B. Except as A.J.D. may otherwise agree to, in writing, funds' 

provided under this grant will be used in acoordance with the detailed 

Project description in Annex 1 and the Project budget attached to Annex 1. 
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IV. Disbursement of Funds 

A. Disbursement of funds granted under Article I I I of this Aroreement 

may be made directly by A.I.D. Disbursement of the funds may also be made 

through such other means as the Parties may agree in writing. 

B. I f funds provided under this agreement are introduced into any 

Participating African State by A. 1.0. or any publ ic or private agency 

for purposes of carrying out obligations of A.I.D. hereunder, the Grantee 

will make such arrangements as may be necessary so that such funds may 

be converted into currency of the particular Participating African State 

at the highest rate of exchange which, at the time the conversion is made, 

is not unlawful in the particular Participating African State. 

V. Conditions Precedent 

A. Prior to the disbursement of funds under this Agreement for 

activities in a Participating State, WHO will obtain the agreement of 

the Participating State in which this project will be carried out in 

order to assure the following: 

1. If A.I.D. or any public or private organization furnishing 

commodities through A.I.D. financing for operations hereunder in any of 

the Participating African States, is, under the laws, regulations, or 

admtnlstrative procedures of such State, I iable for customs duties and 

import taxes on commodities imported into that country for the purpose 

of carrying out this Agreement, such State will pay such duties and 

taxes· unrless exemption· is otherwise provided by an appl icable international 

agreement. 

2. If any personnel Lother than citizens and permanent residents 

of the Participating African State) whether United States Government 

employees, or employees of publ ic or private organizations under contract 
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with A. 1.0., or a Participating African State or any other agency 

authorized by a Participating African State who are present in such 

Participating African State to provide services which A.I .0. has agreed 

to furnish or finance under this Agreement, are, under the laws, 

regulations, or administrative procedures of such State (i) liable for 

income or social security taxes with respect to income upon which they 

are obI igated to pay income or social security taxes to the Government 

of the United States, (ii) liable for property taxes on personal 

property intended for thei r own use, or (j ii)I iable for the payment 

of any tariff or duty upon personal or household goods brought into the 

Participating African State& for their own personal use, such State 

will pay such taxes, tariff, or duty unless exemption is otherwise 

provided by any appl icable international agreement. 

VI. Undertakings of WHO 

The WHO Regional Office in Brazzavi lIe hereby agrees to contribute 

to the carrying out of Phase II of the Project, inter alia, as follows: 

1. The WHO Regional Office and their representatives, will serve 

as the base for project ope rat ion s under the gran t and provide support 

and services to proj ect operat ions as provided for in Annex 1. 

2. The WHO Regional Office will organ i ze and provide t. i I''': .) ec re tar ia t 

for the Project Coordination Comm i ttee and the Project Review Comm it tee. 

3. The WHO Regional Office agree that they will use their best 

efforts to ensure that the development of low cost effective health 

delivery systems is accorded top health priority by the Participating 

African States, that those States contribute to project costs as 

appropriate, that those States employ participdllts trained under the 

project in appropriate health activities, and that the Governments of 

countries in which the regional training centers are located maintain 

their financial support for the physical facilities. 
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4. WHO w·ill designate a liaison officer who will, in consultation 

and coordination with the A.I.D. project health officer, assist as 

necessary in the carrying out of the Project. 

VII. Program Coordination, Management and Review 

A. For purposes of program coordination, management and review, 

the Project Coordination Committee and the Project Review Body, 

originally established under Phase I of the Project, will continue to 

function. These groups will be comprised of such representatives of 

the Parties, Participating African States, or others, as the Parties 

may agree. 

B. The Project Coordination Committee will oversee and direct 

technical and administrative coordination, evaluation and program 

revi s ion, and report on progress. 

C. The Project Review Body wil I review and confirm the Project 

Coordination Committee's recommendations and apprise interested parties 

of the Project~s progress. 

VII I. Miscellaneous Provisions 

A. A. I. D. wi II, from time to time, issue impl ementat ion letters 

that will prescribe the procedures appl icable under this Agreement in 

connection with implementation of this Agreement. 

B. A. I .0. and WHO shal I consult as frequently as necessary 

concerning the execution of this Agreement and' the implementation of 

the activities of this Agreement. 

C. This Agreement may be revised in writing by mutual consent of 

the Parties. 

D. Unless otherwise specified in writing by A.I.D., the procurement 

of commodities financed with the A.I .0. contribution provided in Article 
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II I of this Agreement shal I be subject to the A. 1.0. procurement 

regulations contained in A.I.D. Regulation No. I. 

E. Unless otherwise specified by A.I.D. in writing, title to all 

property financed by A.I .0. pursuant to this Agreement shall be in the 

Participating African State in which the property is located. 

F. Any propeny furnished pursuant to this Agreement shall be 

devoted to the project until completion of the project and thereafter 

shall be used so as to further the objectives of the project. As 

betw~en A. I .D. and WHO either party shall offer to return to the other, 

or to reimburse the other for any property which it obtains through 

financing by the other party pursuant to this agreement which is not 

used in accordance with the preceding sentence. 

G. No portion of the funds granted by A.I .0. under this Agreement 

shall be disbursed after five (5) years from the effective date of this 

Agreement, unless such date is extended by A.I .0. in writing, and any 

funds granted hereunder by A. 1.0. which remain undisbursed on that date 

shall revert to A.I.D. 

H. A.I. D. shall expend funds and carryon operat ions pursuant to 

this Agreement only in accordance with the applicable laws and regulations 

of the United States Government. 

I. The parties shall have the right at any time to observe 

operations carried out under this Agreement. Any party, during the term 

of the grant and three years after the completion of the project, shall 

further have the right to examine any property procured through financing 

by that party under this Agreement, wherever such property is located. 

J. (1) Financial records, including documentation to support 

entries on accounting records and to substantiate charges to this Grant 

shal I be kept in accordance with Grantee's usual accounting procedures, 
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which shall follow generally accepted accounting principles. All such 

financial records shal I be maintained, and be required to be maintained, 

for at least three years after final disbursement of funds under this 

Grant. The Grantee sem1-annual1y shall submit a report on the 

expenditures incurred under the Grant to the authorized representative 

of A.I.D. or to the Controller General of· the Un i ted States. It is 

understood that" the Voluntary Fund for Health Promotion will be audited 

in accordance to A.I.D. (2) If A.I.D. determines that any disbursement 

or expenditure by WHO and charged to this grant was not made, used, or 

applied in accordance with the terms of this Agreement, WHO agrees to 

refund to A.J.D. within 30 days after receipt of a request therefore, 

the amount thereof, provided that A.I.D. 's request is made not later 

than five" (5) years after final disbursement under this grant. 

K. A.I.D. and the WHO shall keep each other currently informed 

a5 to the status, including the planning and implementation of the 

project, and will submit such reports relating thereto as any party 

may request or as otherwise may be appropriate. 

L. Either party may 'terminate this Agreement by giving the other 

Party thirty (30) days written notice of intention to terminate it. 

Termination of this Agreement by A. 1.0. or WHO shal I terminate any 

obligations of any of the parties to make contributions pursuant to 

this Agreementi except for payments which they are convnitted to make 

pursuant to non-cancellable commitments entered into with third parties 

prior to the termination of the Agreement. It is expressly understood 

that all other obI igations under this Agreement shal I remain in force 

after such termination. 

M. Upon completion of the project a completion report shall be 

drawn up, signed by appropriate representatives of A. 1.0. and WHO, and 
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submitted to A. I .0. and WHO. The completion report shall include a 

summary of the actual contributions to the project by each party to 

this Agreement, and shal I provide a record of the activities carried 

out, the objective achieved and related basic data. A. 1.0. and WHO 

shal I furnish the other with such information as may be needed to 

determine the nature and scope of operations under this Agreement 

to evaluate the effectiveness of such operations. 

N. WHO agrees to take such steps as may be necessary to 

facilitate entry and travel in Participating African States for purposes 

of al lowing persons to perform duties, functions, and services as 

contemplated under this Agreement. 

O. Except as A.I.D. may otherwise provide in writing, the 

services, equipment, and materials financed hereunder shal I be of United 

States or African developing country source and origin. Prefflrence 

will be provided to recruiting personnel from Africa. Details and any 

exceptions wil I be described in implementation letters. 

P. WHO agrees to e~ecute an assignment to A. I .0., upon request, 

of any cause or action which may accrue to WHO in connection with or 

arising out of a contractor1s performance or breach of performance of 

any contract financed in whole or in part out of funds provided by A.I.D. 

under th i s Agreemen t. 

Q. Transportation by air, financed under this Agreement, of 

persons or property, wi I I be on carriers holding United States 

certification to the extent service by such carriers is avai lable. 

Detai Is on this requirement wil I be described in an Implementation Letter. 

R. Any notice, request, document or other communication 

submitted by either Party to the other under this Agreement wil I be in 

writing or by telegram or cable, and will be deemed duly given or sent 
,') 

\ ~r) 
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when delivered to such party at the following addresses: 

To WHO: Regional Director 
Regional Office for Africa, 
World Health Organization 
P.O. Box 6, Brazzaville 
Republ ic of the Congo 

Alternate address for cables: 

UNISANTE, BRAZZAVILLE 

To A. I. D. : 

Director, Office of Regional Affairs 
Bureau for Africa 
Agency for International Development 
Washington, D.C. 20523 

All such communications will be in English, unless the Parties 

otherwise agree in writing, Other addresses may be substituted for the 

above upon the giving of notice. 

S. For all purposes relevdnt to this Agreement, WHO wil I be 

represented by the individual holding or acting in the office of 

Regional Director, Regional Office for Africa, World Health Organization, 

and A. 1.0. wil I be represented by the individual holding or acting in 

the office of Director, Office of Regional Affairs, Bureau for Africa, 

A. 1.0., each of whom, by written notice, may designate additional 

representatives for all purposes other than exercising the power under 

Article II, B to revise elements of the amplified description in Annex J. 

T. This Agreement is prepared in both English and French. In the 

event of ambiguity or confl ict between the two versions, the English 

language version wil I control. 
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IN WITNESS WHEREOF, WHO and the United States of America, each 

acting through its duly authorized representative, have caused this 

Agreement to be signed in their names and delivered as of the day and 

year first above written. 

THE WORLD HEALTH ORGANIZATION UNITED STATES OF AMERICA
 

BY: 
Comlan A.A. Quenum, M.D. Goler T. Butcher 

TITLE: Regional Director TITLE: Assistant Administrator 
Regional Office for Africa Agency for International Development 

DATE: September 27, 1977 DATE: September 27, 1977 
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COST	 REIMBURSEMENT CONTRACT" 
.~ 

WITH AN EDUCATIONAL INSTITUTION 

AGENCY FOR INTERNATIONAL DEVELOPMENT NEGOTIATED CO~rRACT NO. AID/afr-C-1414 

NEGOTIATED PURSUANT TO THE FOREIGN ASSIST-
ANCE ACT OF 1961, AS AMENDED, AND EXECUTIVE 
ORDER 11223 

CONTRACT FOR: Strengthening Hea 1th 
Delivery Systems I I 

PROJECT NO: 698-0398 

ISSUING OFFICE (Name and Address) 
Agency for International Development 
Office of Contract Management 
Regional Operations Division-Afric~ 

Washington, D.C. 20523 

ADMINISTRATION BY: 
AID Washington~ D.C. 

TOTAL ESTIMATED CONTRACT COST 
$3,599,341 

CONTRACTOR (Name and Address) 
Boston University 
Boston University Medical Cen te r 

NAME: 80 East Concord St reet 

STREET ADDRESS: Boston, MA. 02118 

CITY, STATE, AND ZIP CODE 

COGNIZANT SCIENTIFIC/TECHNICAL OFFICE 
Office of Africa Regional Affai.rs (AFR/RA) 

MAIL	 VOUCHERS (Original and 3 copies! ACCOUNTING AND' APPROPRIATION DATA 
TO:	 Agency for Internationa'l Development PIO/T'NO, 698-0398-3-6177458 

FM/PAD APPROPRIATION NO. 72-11X10z4 
Washington, D.C. 20523 ALLOTMENT NO. ~24-61-698-00-69-71 

EFFECTIVE DATE: I Apri 1 1978 ESTI MATED COMPLETION DATE: 30' Apri 1 1980 

-
PROJECT MANAGER: E. Yates AFR/RA 

The United States of America, hereinafter cal led the Government, represented by the 
Contracting Officer executing this Contract, and the Contractor, an educational 'institution 
chartered by the State of Massachusetts with its principal office in Boston, Massachusetts, 
agree that the Contractor shall perform all the services set forth in the attached 
Schedule, for the consideration stated therein. The rights and obligations of the parties 
to this contract shall be subject to and governed by the Schedule and the General 
Provisions, To the extent of any inconsistency between the Schedule and the General 
Provisions and any specifications or other provisions which are made a part of this 
contract, by reference or otherwise, the Schedule or the General Provisions shall control. 
To the extent of any inconsistency between the Schedule and the General Provisions, the 
Schedule shall control. 

* There are IS Amendments to this contract. Copies may be obtained from AID or 
Boston University. 
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This Contract consists of this Cover Page, the Table of Contents, and the Schedule 
consisting of 13 pages, the General Provisions (Form AID 1420-23C), dated 1 July 1976, 
and the Additional General Provisions (Form AID 1420-230), dated 1 July 1976. 

NAME OF CONTRACTOR UNITED STATES OF AMERICA 
Boston University AGENCY FOR INTERNATIONAL 

DEVELOPMENT 

BY (Signature of authorized individuall BY (Signature of Contracting Officer} 

TYPED OR PRINTED NAME TYPED OR PRINTED NAME 
Robert N. Jordan James A. Anderson 

TITLE:·' Assistant Treasurer CONTRACTING OFFICER 

DATE: 4/24/78 DATE: 4/27/78
 

AID 1420-23A t4-73l 
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Contract No. AID/afr-C-1414 

SCHEDULE
 
COST REIMBURSEMENT CONTRACT WITH
 

AN EDUCATIONAL INSTITUTION
 

TABLE OF CONTENTS 

SCHEDULE 

The Schedule, on pages I through 13, consists of this Table of Contents 
and the following Articles: 

ARTI CLE - STATEMENT OF WORK 

ARTI CLE II - KEY PERSONNEL 

ARTICLE III - PERIOD OF CONTRACT SERVICES 

ARTICLE IV - ESTIMATED' LEVEL OF EFFORT 

ARTICLE V - ESTIMATED;COS~ AND OBLIGATED AMOUNT 

ART! LCE VI - BUDGET 

ARTICLE VII - LOGIST'IC SUPPORT 

ARTICLE VIII - NEGOTIATED'OVERHEAD RATES 

ARTICLE IX - .AL ~ERA:r'1 ONS' IN CONTRACT 

GENERAL' PROVISIONS 

I. The General Provisions' appl icable to this contract consist of form 
AID 1420-23C entitled "General Provisions - Cost Reimbursement Contract with an 
Educational Institution,'1 dated I July 1976, which includes provisions I through 
38; and form AID 1420-23D entitled "Additional General Provisions - Cost 
Reimbursement Contract with an Educational Institution," dated I July 1976, which 
includes provisions I through 17. 
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ARrlCLE I - STATEMENT OF WORK 
I 

A. Object i ve 

The objective of this project is to continue a collaborative effort to 
help develop the capabi-l ity to plan, implement and manage effective and 
economically feasible health del ivery systems in West and Central Africa. 
This goal wil I be achieved by pursuing the following objectives: (1) 
improve national and regional health planning and management capabil ities; 
(2) increase the skills and improve the utilization of health personnel 
at supervisory and local levels in order to provide effective general ized 
health services; 0) improve the effectiveness of national and regional 
disease surveillance, health- and demographic data collection systems; and 
(4) develop training, service and research demonstration models for 
low-cost health del ivery. 

B. Description of Services 

1. Strengthening Health Del ivery Systems (SIIDS) Project Office 

The contractor will be responsible for coordination and implementation 
of the Strengthening of Health Del ivery Systems (SHDS) project by 
establ ishing and staffing an SHDS project office in Abidjan. The SHDS 
Project Office will be staffed by a Project Director and two Assistant 
Directors and will be operated under the general pol icy direction of the 
Regional Office for Africa of the World Health Organization (WHO/AFRO) 
and the Project Coordinating Committee. The activity will operate within 
the general guidel ines of the Project Paper as revised by the Project 
Review Committee in Brazzaville in July 1977 (and which will be further 
revised from time to time). 

The SHDS Project Director wil I be responsible for the daily manage­
ment of the SHDS project and will coordinate plans and activities directly 
with WHO/AFR headquarters and through WHO Country Representatives, with 
host government officials and training center directors to assure proper 
util ization of the SHDS project in the development of bilateral health 
programs. The contractor will assign a senior American public health 
physician as SHDS Project Director who has experience in Francophone and 
Anglophone Africa. 

The SIiDS Project Office will have two major divisions, one for 
teaching, training and national program development and the other for 
disease surveil lance and del ivery system development and support. Two 
American Assistant Directors wi 11 be recruited and assigned to the SHDS 
Project Office, one for each division. Two functional subdivisions of 
the Division of Teaching,_Training and National Program Development are 
planned. The first subdivision covers the regional training sites that 
the project wil I assist (Lagos, Lome, CESSI Dakar, CESSI Yaounde, and 
the Dakar National Hea1th.Planning and Management Center.) The second 
subdivision covers the-ongoing--responsibility of continued national 
program development. The Assistant Director for Teaching, Training and 
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National Program Development wil I have the responsibi lity of monitoring 
SHDS' activities at the regional training sites, will participate in 
and help develop in-country training and health planning activities and 
wil I cooperate with UNICEF in improvement of regional transportation 
and regional purchasing capabil ity. The I ines of authority and 
responsibil ity wi I I be directly with the Project Director on the one 
hand and with the individual Director of each of the previous mentioned 
five regional centers. The Assistant Director will have experience 
and background in health training Inethodology. 

The Division of Disease Survei I lance and u~l ivery Systems Development 
Support wi 11 have two subdivisions: (I) disease surveil lance and (2) low­
cost health del ivery system deve~opment. The disease surveil lance 
activity will be carried out by the U.S. Communicable Disease Center (CDC) 
in coordination with the SHDS Project Office. The activity wil I emanate 
from three sites (Cameroon associated with OCEAC, northern Ivory Coast 
associated with OCCGE, and Accra) and will involve coordination with the 
six CDC epidemiologists and operations officers. Low-cost health 
delivery systems development will relate to the Centre Universitaire des 
Science de la Sante (CUSS) in Yaounde and/or other low-cost health del ivery 
system prototypes. Because of the existing and future possible US AID 
inputs, close liaison will be maintained with country and regional US AID 
Representatives. The lines of authority and responsibility of this Assistant 
Director will be directly to the Project Director. This Assistant ,)irector 
wil I be an experienced epidemiologist. 

The contractor will recruit an African SHDS project office staff which 
wil I directed by an-administrator and will consist of an administrative 
assistant, accountant-bookkeeper and one steno-typist,three secretaries, 
two chauffeurs and a guard. 

The contractor.wil 1 locate and rent functional but simple office space 
adequate for the SHDS Project Office. Furniture and equipment for the 
addi tional staff wi 11 be procured. 

Primary direction and support for the SHDS project will be in Africa. 
The contractor will provide 1imited technical and logistic backup for the 
SHDS Project Office, as requested within budgetary 1imitations. 

2. Publ ic Health Planning and Management (Objective I) 

The overall goal of Objective I is to strengthen and improve the 
capabil ity to plan, implement and manage effective and economical health 
del ivery systems in twenty Central and West African countries. The more 
specific objective is to improve and expand the training capabil ities of 
the WHO-sponsored project at the Dakar Planning and Management Center in 
Dakar, Senegal, and,primarily using the staff of that Center, to assist 
national governments with health planning and management problems. 

In order to achieve this objective the contractor working through 
the SHDS Project Director and in coordination with WHO/AFRO, Ministries 
of Health and other donors' will assist the Center staff to: (1) develop 
and conduct workshop/seminars at the Center in planning and management for I 

( '­
\ \.., J 
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senior and middle level African Health Officials, i.e., doctors, planners, 
economists, etc.; (2) develop and conduct refresher courses at the Center 
for middle level management and middle level management and administrative 
personnel; (3) supervise resident internships at the Center for health 
sector planners and senior managers; (4) conduct intercountry workshops 
in various African countries to serve senior health officials; (5) provide 
services by the Center staff and I imited consultant services from the U.S., 
as requested by participating countries, as a follow up on trainees and to 
assist in developing planning units. 

The specific activities by the contractor to be undertaken in 1977 
and 1978 at the Dakar Planning and Management Center in coordination with 
WHO will include:Cn annual 6-week workshop in health planning for 
approximately 20 central health administrators; (2) 2- to 3-week course 
in administration of regional and district health services for 20 
intermediate level health' workers in 1978; (3) 3-week course in district 
and regional health services management for regional health services 
administrators in 1978. 

Outreach.activities.of the Dakar Center, assisted by consultants 
provided by the contractor as necessary, will include (I) conducting four 
intercountry workshops to serve ministerial level health officials who are 
unable to attend courses at the Dakar Center; (2) developing curriculum 
in planning and management for other regional training centers; (3) 
providing consultant services, if requested by participating countries, 
both to follow up on trainees and to assist in developing national planning 
un its. 

The contractor wi II procure 1imited teaching equipment, films, office 
machines, books, air conditioner and refrigerator from the U.S. and arrange 
for travel of any American staff and special planning and management 
meetings for the purpose of developing curriculum and conducting workshops. 

It is anticipated that the additional technical services of an 
epidemiologist, demographer/statistician and sociologist wi II be provided 
from African staff recruited by WHO/AFRO in consultation with the SHDS 
Project Director. It is possible that the epidemiologist will not be 
found in Africa, and, therefore, the con tractor may be asked (and therefore 
plan) to recruit that staff member as well as to provide approximately six 
consultant/months of services during the fi rst two years. All travel and 
stipend support for Africans, payment of African staff and interns, 
remodel ing and purchase of African acquired equipment will be provided by 
WHO/AFRO. 

3. Regional Health Personnel Training Centers (Objective Il) 

The overall goal of Objective II is to increase the ski lis and improve 
the utilization of health personnel providing generalized health services 
at the supervisory and local levels. 

The specific objective is to broaden and upgrade the curricula in 
four regional health training Centers for physicians, nurses, nurse/midwives 
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and auxiliary health workers in the del ivery of primary health care 
and to provide follow-up support to graduates in planning national 
prog rams. 

The contractor will (I) identify, plan and develop appropriate 
curricula (including nutrition and family planning) in primary health 
care (public health) for physicians; nurses (A level health workers) 
and nurse/midwives and auxiliary health workers (b level health workers) 
at the Lome, Togo Regional Hea~th Training Center in 1978 and the Lome 
and Lagos, Nigeria Centers in 1979 in collaboration with the staff of 
those Centers; (2) existing curricula at the CESSI post-basic nursing 
training centers at Dakar and Yaounde and col labqrate with CESSI 
officials in improving curricula and training methodologies for nurses 
in national health planning, planning and administrative of public 
health nursing care and planning and implementation of training programs. 
The work wil I be performed under the general dl rection of SHDS Project 
Office who wi 11 act on beha 1 f of the WHO/AFRO. It is expected that the 
national governments wi' 1 cooperate by sending appropriate personnel to 
the above Centers for training who on return to their respective countries 
wi 11 be able to assist in developing national health training progams. 

a.	 Regional Training Centers in Lome and Lagos 

One aspect of carrying out the above work wil 1 be to develop 
prepackaged instructional materials in primary health care at the Lome 
Regional Training Center. The mater ials wi 1I he nevcloped in terms of 
African health training needs and pretested in lh~ field. The short­
term (six-months) services of a five person design team wi 11 be provided 
to assist the instructional staffs of the Center in the development and 
testing of the prepackaged instructional material, The contractor will, 
to the extent required, provide up to six months in short term consultant 
services to assist in a short-term refresher training course in publ ic 
health and to assist the instfuctional staff at the Lome Center to 
provide follow-up support In esrabl ishing national programs in primary 
health care for C level heal th workers. 

The contractor will provide I imited teaching equipment, films and 
books from the U.S. It is antic.ipared that the tec.hnical services of 
instructors wi 1I be recruited by WHO/AFRO from Africa. 

b.	 Centre dlEnseignement Super-leur en Soin~ Infirmiers 
-(Center of Higher Instruction in Nursing Care) 

The contractor will assist the Direc.tors of the CESSI programs in 
Dakar, Senegal and Yaounde, Cameroon in developing and/or revising 
curricula in national health planning, planning and administra~ion of 
publ ic health nursing care and obstetrit5, nutrition and fami ly' 
planning, and planning and implementation of training programs. In 
addition, the contractor will assist in Institutionalizing a program 
at the CESSlls in continuing education in public health (refresher 
courses) for graduates of the CESSI's; assist In evaluating the CESSI 
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programs in relation to curricula and the needs of the graduates; 
assist in developing and providing consulting services by the CESSI 
staff for national nursing personnel; and assist in strengthening the 
research in public health in the CESSI curricula. The contractor 
will provide up to six months of short-term consulting se"vices to 
assist in achieving the above. 

The contractor will procure equipment and suppl ies and books for 
both CESSls in the United States. 

During each of 1978 and 1979 the contractor wi 11 arrange two 2 year 
fellowships in public health nursing education graduate study in the U.S. 
in order to expand the African staff at these institutions upon the 
completion of training. 

c. Developing an Anglophone Training Institution 

The contractor, through short-term consultants, will explore the 
feasibility of developing an Anglophone regional health training 
institution to provide the types of training and activities provided by 
the CESSls and serve as a sub-regional training center for liberia, 
Sierra Leone and Gambia. Such a Center might be estabJishe0 through the 
faci 1ities of Cuttington College and the Tubman National Institute of 
Medical Arts in Liberia. The contractor, in cooperation with the SHDS 
Project Office will consult with the Government of Liberia, WHO and A.I.D. 
when completed. 

As an interim measure the contractor wi II provide two graduate 
fellowships in each 'of 1977 and 1978 for senior level nursing personnel 
from Liberia, Sierra Leone and Gambia for training in the Un~ted States 
for faculty development; and wi II assist in developing annual sub-regional 
workshops in pcrst-bas i c nurs ing. . 

4. Disease Surveillance and Health/Demographic Data Systems 
(Obj ec t i ve I I I) 

The contractor1s responsibility for training and demonstration under 
this objective will be limited to coordination of the activities of the U.S. 
Communicable Disea:.e Center (CDC) PASA team funded under this project 
with the other activities of the project. Coordination wi 11 be carried 
out primari ly through the SHDS Project Office in Abidjan. No technical 
or logistic support is envisaged. 

The contractor, through the SHDS Project Office, wi 11 be responsible 
for coordinating the country and regional demonstration and training 
requirements for measles vaccine based upon planned annual requests. 
The SHDS Project Office will assist WHO/AFRO in acquiring measles vaccine 
from other donors for programming through this project and to work with 
participating countries to develop the capabi I ity to procure vaccine 
directly by the end o·f the project. 
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5. Low Cost Health Del ivery System Models (Objective IV) 

The overll I goal of Objective IV is to assist developing a prototype 
low-cost (affordable) integrated health del ivery system in one or more 
of the participating countries. The contractor should study various 
prototypes of health delivery systems which may serve as both a model 
for repl ication and as a subregional operational research and training 
center. One possibil ity is the University Center for Health Services 
(CUSS) in the Cameroon which is establ ishing an Institute of Postgraduate 
Studies. The contractor wi 11 undertake additional consultation with the 
Government of Cameroon, CUSS, WHO/AFRO and A.I.D. as '.~ell as other 
countries and present detai led plans for implementation of.Objective IV 
to the Project Coordination Comnittee ·for action. Research grants to 
Africans on alternative and comparative methodologies of low-cost del ivery 
systems may be awarded. An annual workshop on preferred approaches to 
primary health care in tropical African countries will be organized to 
assist in exchange of information and developing the prototype program. 
Limited consultant services wi I 1 be provided to assist in developing the 
detai led plan. 

6. Administrative Management 

The primary responsibil ity for the SHDS project is assumed jointly 
by WHO/AFRO and the SHDS Project Director (contractor chief of party) 
through a Coordinating Committee composed of four representatives of the 
participating countries (two from countries of French expression and two 
from countries of English expression) and other donor organizations. 
Additionally, WHO/AFRO wi 1I assign a Liaison Officer to the SHDS Project 
Office and has delegated responsibi I ity for day-to-day coordination to 
the country representatives in the participating countries. 

The Regional Office for Africa of the World Health Organization 
(WHO/AFRO) has primary 1iaison responsibi I tty between the 20 countries 
and the project staff. Therefore, the geographical proximity of SHDS 
and WHO/AFRO to the countries, and the progrurrmatic responsiveness which 
can result, is basic to the leadership and direction of SHDS in and 
from Africa. 

Other cooperating organizations for this project are the Organization 
for Coordination of the Control of Endemic Disease in Central Africa 
(OCEAC) located in the Cameroon, and its sister organization OCCGE located 
in Upper Volta. Consultant services and technical backup in relation 
to disease surveil lance and communicable disease control wi 11 be 
provided by the US Center for Disease Control (CDC) in Atlanta. 
Ministries of Health and other government agencies in those countries 
in which rural health delivery system field training centers and 
disease survei I lance centers are located wi 11 participate directly in 
the implementation of these aspects of the project. WHO/AFRO wi 1I 
recruit and contract for all African staff, purchase al 1 African­
acquired equipment and services, and wi 11 arrange travel and stipends 
for Africans in training within Africa. 
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All procurement of personnel and equipment and suppl ies will be 
from the U.S. unless otherwise agreed in writing by A. 1.0. 

C. Report Requirement 

I. Project Work Plan: The contractor shal I submit a detailed 
draft project work plan for the term of this contract within the initial 
six months of the contract. This project plan wi II encompass the 
individual work plans, manpower development (on-the-job and participant 
training) physical facil ities, feasibil ity study activities. 

The views of WHO/AFRO and A.I .0. shall be obtained and incorporated 
into a final ized version of the project work plan within 30 days after 
comments are received. 

2. Mid-year Progress Report: The contractor shall submit by 
30 October of each year "a mid-year progress report showing achievements 
against the project work plan and identifying major problems and constraints 
encountered. 

3. Annual Progress Report: The contractor shal I submit by 
30 April of each year an annual progress report which will be related to 
the project work plan and include a summary narrative description of 
activities, the main achievements, major problems encountered, recommenda­
tions for improvement and recommendations for activities in the next years. 

4. Final Report: Sixty days prior to the completion of the 
contractor's project services, the contractor sha. I submit a draft final 
report incorporating a review of project accompl ishments, problems 
encountered and recommendations for future activities in relation to 
specifically stated objectives or targets. If within 60 days of receipt 
of the draft final report no comments have been received from the WHO/AFRO 
and the A.I.D. the draft final report shal I be considered as the final 
report. If comments are received from the WHO/AFRO and A.I.D., the 
comments shall be incorporated into a final ized version of the final 
report such finalized version to be submitted within 30 days of the 
completion date of the contractor1s project services. 

5. " Report Distribution: 

a. All draft and final reports covered by Items I through 4 
above shall be distributed as fol lows: 

WHO/AFRO - 3 cop ies 
A. 1.0. Project Officer, Abidjan - I copy 
A.I.D. Project Officer, AID/W - I copy 
A. 1.0. Health Development Officer - 2 copies 
Contracting Officer - I copy 
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b. Copies of all final reports shall be sent to: 

A. I.D. Reference Center 
Agency for International Development 
Washington, D.C. 20523 (2 copies) 

As an Appendix to its final report, the contractor or grantee 
shall submit a brief summary outl ining the extent to which minorities 
and women were used in carrying out the activity and the extent to 
which they were used as members of teams which were sent to the field. 

ARTICLE I I - KEY PERSONNEL 

A. The kef personnel which the Contractor shal I furnish for the 
performance of this contract are as fol lows: 

Dr. David M. French, Project Director 

B. The personnel specified above are considered to be essential to 
the work being performed hereunder. Prior to making any change in the 
key personnel, the contractor shall notify the Contracting Officer 
reasonably in advance and shall submit justification (including 
proposed substitutions) in sufficient detail to permit evaluation of 
the impact on the program. The I isting of key personnel may, with 
the consent of the contracting parties, be amended from time to time 
during the course of the contract to either add or delete personnel, 
as appropriate. 

ARTICLE III - PERIOD CF CONTRACT SERVICES 

The effective date is I Apri I 1978. The estimated completion date 
is 30 Apri 1 1980. 

ARTICLE IV - ESTIMATED LEVEL OF EFFORT 

No. Position Description Estimated Man-Months 

I Project Director 24 
2 Assistant Director 48 
1 Office Manager-Field 24 
1 Administrative Assistant-Field 24 
9 Field Staff Nonprofessional 216 
I Campus Coordinator 22 
1 Planning and Evaluation Coordinator II 
I Publ ic Health Advisor 5.5 
3 Home Office Nonprofessional 66 
I Epidemiologist 22 
I Coordinator, Educational Development 4.8 

Various Consultants 148 
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A six-day work week with no premium pay is auth0rized while in 
Africa. The duty posts are Abidjan, Ivory Coast, Dakar, Senegal and 
Boston, Massachusetts, but technicians wi I I be required to travel, 
per Article I. 

ARTICLE V- ESTIMATED COST AND OBLIGATED AMOUNT 

The total estimated cost is $3,599,341. The obI igated amount is 
$1,400,000. The contractor shal I not exceed the obligated amount without 
prior written approval from the Contracting Officer. Further constraints 
are detai led in General Provision #9 entitled "Limitation of Funds." 

ARTICLE VI - BUDGET 

The following budget is illustrative in nature. However, the 
contractor shall not deviate from the amount established in any individual 
cost 1ine item by more than 15% without the prior written approval of the 
Contr,'3cting Officer. 

A. Budget 

Cost Line Year #1 Year #2 Total 

Salary $ 322,287 $ 411 ,371 $ 733,658 

Consultants 275,647 166,468 442,115 

Fringe benefi ts 93,942 95,799 189,741 

Overhead 197,573 206,996 404,569 

Travel and transportat ion 162,796 128,662 291,458• 
Allowances 458,717 341,912 800,629 

Other direct costs 185, 131 165,935 351,066 

Equipment and suppl ies 171,720 151 ,385 323,105 

Participant Training 21 ,000 42,000 63,000 

Total Estimated Cost $1,888,813 $1 ,710,528 $3,599,341 

B. The contractor shall submit me proposed salary of any individual 
long-term employee not appointed as of the effective date of this contract 
to the Contracting Officer for prior approval. 

C. Short-term assignments, considered constultants under this contract, 
that are performed by Boston University empJoyees, shal I not include 
consultant reimbursement at higher than these employees current salary rate. 
Consultants that are not Boston University employees are not entitled to 
fringe benefits. 
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D. The contractor may not collect housing and/or util ities allowance 
in excess of the official Department of State Living Quarters Allowance 
for long-term employees prior to issuance of a waiver of same. 

ARTICLE VI I - LOGISTIC SUPPORT 

Contractor will negotiate with host country, with WHO/AFRO assistance, 
and with WHO/AFRO for all privileges desired and services rendered under. 
this contract. No A. I.D. support or assistance wil I be provided. Contract 
personnel will not be I iable for income or social security taxes with 
respect to income upon which they are obI igated to pay t~xes to the U.S. 
Government. Project equipment wi I I be imported free of customs duties 
and taxes. 

ARTICLE VI I I - NEGOTIATED OVERHEAD RATES 

Pursuant to the clause ofe the General Provisions of this Contract 
entitled "Negotiated Overhead Rates Postdetermined" a rate or rates shall 
be establ isned for each of the contractor's accounting periods during the 
term of the contract. Pending establishment of final indirect cost rates 
for the initial period, provisional payments on account of allowable 
indirect costs shall be made on the basis of the fol lowing provisional 
rates appl ied to the base(s) which are set forth below: 

Rate Base Period 

On Campus 62.74% Salaries	 From: Apr i I I , 1978 
To Apr i I I , 1980 

Off Campus 33.5% Salaries	 From: Apr i I I, 1978 
To Apr i I. I, 1980 

Postdetermined indirect cost rates for subsequent periods shal I be 
establ ished in accordance with the terms of the "Negotiated Overhead 
Rates - Postdetermined" clause of this contract. 

ARTICLE IX - MISCELLANEOUS 

A. Language Requirement 

All long-term technicians shall have a French language 
proficiency of at least S-2, R-2 as establ ished by the Department of 
State Foreign Service Institute. 

B. Equipment 

Lists of all equipment purchased under this contract will be 
submitted to WHO/AFRO and A. 1.0. Project Manager. 
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PASA ~'. 

PARTICIPATING AGENCY SERVICE AGREEMENT 

BETWEEN 

THE AGENCY FOR INTERNATIONAL DEVELOPMENT 

AND 

DEPARTMENT OF HEALTH EDUCATION & WELFARE 

CENTER FOR DISEASE CONTROL 

1. INITIAL STARTING DATE 2. PROJECTED COMPLETION DATE 
(/1:>., Da y, Yr ,) (Mo., Da y, Yr.)
t1areh 1, 19]8 February 29, 1980 

3. CATEGORY 4. DURATION OF RUNDING 

X TDY T ASSIGNED X CURRENT YEAR 

5. PROJECT NO. AND TITLE 
X FORWARD FUNDING 

7. 

698-03~)8 
Strengthening of Health Delive(y 
Systems (SHDS) Phase II, Obj. II I 

PASA NUMBER 
HZ/AR-0398-6-78 

6. 

8 

X PASA ORIGINAL 

PASA AMENDMENT 

COUNTRY/AID/W OFFICE: Afri ea Reg iona 1 

9. TYPE 

REIM. X GRANT LOAN 

10. YEAR 

FY 1978/79 

11. FUND ING 

A. CITATIONS ll) APPROPRIATION NO. 
72-1181021.8 

(2) ALLOTMENT NO. 
848-61-698-00-69-81 

(3) PIO/T/OBL. NO. 
698-0398-2-6187655 

B. AMOUNT ( 1) INITIAL OR CURRENT 
$925,000 

(2) CHANGE (+ or -) (3) NEW TOTAL 
$9L.;,000 

*	 There are three Amendments to thls PASA. Copies may be o~tDined from 
AIDar CDC . 

\'.... 
"I \

\ 



(1)	 PRIOR YEARS (FOR 
CONTINUOUS 
PROJECTS 

C. 

(1)	 SALARIES, 011 FFER-
ENTIAL AND 
BENEFITS 

D. 

III	 INITIAL OR CURRENTE. 

TOTAL PRO-
JECT COSTS 

PR INC IPAL 
COST COM-
PONENTS 
(BLOCK B) 

SUPPLEMENTAL 
A10 SUPPORT 

12. STATEMENT OF PURPOSE 

I.	 Summary 

(2)	 FUTURE YEARS 
( INCLUDE CURRENT 
FUN 0 lNG-BLOCKS 
B(I) ORB (3)) 

(2)	 TRANSPORTAT ION 
INCLUDING PER 
DIEM 

l2)	 CHANGE l+ OR -) 

The overall objective of this PASA between A. 1.0. and DHEW, 
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(3) ESTIMATED TOTAL 

(3)	 MISC. (4) OVERHEAD 

(3)	 NEW TOTAL 

Center for 
Control (CDC), is to secure the CDC·s professional services needed to impliove 
regional and national disease"surveillance and health/demographic data 
systems in 20 Central and West African countries and to integrate th~se 

systems into the national health planning and delivery systems of these 
countries. 

*Partial funding~" Addrtional funding to be provided subject to availabil ity 
of funds. 

Budget Estimates 

1978 Budget $ 852,000
 
1979 Budget 1,425,050
 

2,277,050
 
Amount this PASA 925,000
 

Amount Subsequen t Amendment lsl $1 ,352,050 

13.	 GOVERNING" PROVISIONS: PURSUANT TO THE GENERAL AGREEMENT DATED MARCH 3, 1966 
BETWEEN AID AND THE DHEW. THE AGENCY NAMED ABOVE AGREES TO PROVIDE THE 
SERVICES OUTLINED IN BLOCK 12 AMPLIFIED AS NEEDED BY APPENDIX A UNLESS 
OTHERWISE AUTHORIZED BY AID. ALL SERVICES SHALL BE OF U.S. ORIGIN. ANY 
APPENDICES ATTACHED HERETO ARE CONSIDERED PART OF THIS PASA~ 
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14. SIGNATURES 

NAME: Robert D. Fischer, M.D. NAME: J. Will iam Auer 

TITLE: Acting Director TITLE: Chief Participating Agency Branch 

OFFICE: Office of 
Hea 1th 

International OFFICE: Contract Management, AID 

DATE: 8/2/78 DA TE : J u1Y 7, 1978 

15.	 APPENDICES 

l( APPENDIX A - SCOPE OF WORK 

l( APPENDIX B - BUDGET PLAN 

OTHER/REFERENCE:
 
WHO/USG Grant, Dated 9/27/77
 

16.	 NEGOTIATING OFFICERS 

AID: CM/SOD/IIA: ERWills 

AGENCY: DHEW/CDC: JWeisfeld 
JCooley 

I ',(
\ ') 
\ 
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The more specific objective is to regularize surveillance and data 
gathering by the countries through training and demonstration on a sub­
regional basis. This activity is Objective II I of Phase II of the 
Strengthening of Health Del ivery Systems Project 698-0398 (ICP/SHS/013) 
and will be implemented as a coordinated phase of that activity. 

I I. Scope of Work 

A. In order to achieve the above goals, CDC will define disease surveillance 
needs and develop a practical workable system for the 20 participating 
Central and West African countries to meet these needs. This will include 
steps for planning, implementing, monitoring and evaluating immunization 
programs, including identification of critical areas requiring administrative, 
logistical and technological change from current practices. Work will be 
performed in coordination with SHDS Project Office in Abidjan, the WHO regional 
office in Brazzavil Ie and WHO Country Representatives, and the national 
Ministries of Health and other national entities. The end of project status 
expected after five years is that the national governments will formulate 
national disease surveillance plans, carry them out, and report in accordance 
with an agreed regional system. 

The fol lowing four specific activities will be undertaken: 

1. Trai~ing and demonstration for disease surveil lance, data gathering 
and disease control will be started in three subregional areas. Two areas 
will be set up lone in the Cameroon and one in Ivory Coast) with the 
cooperation of existing sub-regional epidemiological centers (OCEAC in 
Yaounde, Cameroon and OCCGE in Bobo-Dioulasso, Upper Volta). A third sub­
regional area for anglophone West Africa wil I be established in Ghana with 
the cooperation of the Ghanian Ministry of Health. All three areas wi 11 be 
used to develop an expanded immunization (multiple antigen) training and 
demonstration program for health personnel from West African countries. 
Area-specific feasible methods of multiple antigen administration including 
identification of target age groups wi II be developed through operational 
research and evaluation. 

During the first year, CDC will plan and conduct d[ least two training 
courses on disease surveillance, including data collection, interpretation 
and response. Emphasis wil I be placed on util ization of proven epidemiologic 
and operational methods to achieve disease control. 

2. CDC shall provide technical training information upon request to 
Regional Trainirlg Centers in Lome, Togo and Lagos, Nigeria, as weI I as the 
CESSI's in Dakar, Senegal and Yaounde, Cameroon. Information on disease 
survei llance, demographic data collection, nutrition surveys, and disease 
control wil I then be used by these centers to develop training programs 
offered to polyvalent health workers to enable them to improve the ql~l ity 
of primary health care at the vi llage level. 

3. CDC Medical Epidemiologists shall assist individual countries in 
evaluating the usefulness of their health surveillance systems. The type 
of information collected will be critically examined in terms of its 
potential uti lity. The transfer of survei Ilance data from reporting 
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centers to district, national, regional and WHO centers responsible for 
analysis and action wi 11 be evaluated. Based on such evaluations, recommenda­
tions will be made for improving data collection and analysis and increasing 
the quality of health delivery programs. Periodic surveillance reports 
will be prepared comparing inputs (e.g., immunizations) and outputs 
(e.g., changes in morbidity and mortal ity). 

4. Improved laboratory facil ities in selected areas shall be developed 
to provide back-up services to the regional disease surveillance activities. 
Services will be provided from existing laboratories in the OCCGE, OCEAC, 
as well as certain individual countries. 

B. CDC, through use of short-time U.S. technicians, shall assist 
national governments to develop a coordinated laboratory system to provide 
back-up services to the disease surveillance and control systems. 

C. One Medical Epidemiologist and one Operations Officer shall be 
assigned for each demonstration and training area in Africa. Four of the 
above persons are to be provided under this PASA in FY 78; two are to be 
provided from CDCt s own resources. 

D. Upon request by participating countries, consultation shall be 
provided to participating countries by the CDC field personnel to establ ish 
national training capabil 1ties for expanded immunization programs and to 
develop country plans for surveillance and immunization. 

E. CDC shal I develop with each country an inventory of injectors and 
spare parts and wi 11 provide group training and designated individuals from 
each country in inventory, maintenance, and repairs of jet injectors. 

F. CDC shall provide vehicl~and equipment, such as refrigerators/ 
freezers, injectors and spare parts for the programs in the three 
demonstration areas. Measles vaccine for the countries and the demonstration 
areas will be provided from other sources, including A. 1.0. 

i I I. Background Data 

Project Paper on SHDS, dated September 21, 1977. 

IV, Reports 

1. Project Work Plan: CDC shall submit a detailed draft project work 
plan for the first two years of the activity within the initial six months 
of the contract. This project plan will encompass the individual work plans 
for each training area, manpower development (on-the-job and participant 
training) and assistance with other programs. 

The views of WHO/AFRO and A. 1.0. shall be obtained and incorporated into 
a final ized version of the project work plan within 30 days after comments 
are received. 

2. Mid-year Progress Report: CDC shall submit by June 30 of each year 
a mid-year progress report showing achievements against the project work 
plan and identifying major problems and constraints encountered. 

() 

\~' 
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3. Annual Progress Report: CDC shall submit by December 31 of each 
year an annual progress report which will be related to the project work 
plan and include a summary narrative description of activities, the main 
achievements, major problems encountered, recommendations for improvement 
and recommendations for activities in the next years. 

4. Final Report: Sixty days prior to the completion of CDC's project 
objectives or targets: If within 60 days of receipt of the draft final 
report no comments have been received from the WHO/AFRO and A. 1.0., the 
draft final report shall be considered as the final report. If comments 
are received from the WHO/AFRO and A. 1.0., the comments shall be 
incorporated into a finalized version of the final report. Final ized 
version to be submitted within 30 days of the completion date of the 
contractor's project services. 

5, Report Distribution: 

A. Al I draft and fina'l' reports covered oy Items 1 through 4 above 
shall be distributed as follows: 

WHO/AFRO - 3 copies 
A.I.D. Project Officer, Abidjan - 1 copy 
A.I.D. Project Officer, AID/W - 1 copy 
A. 1.0. Health Development Officer 2 copies 
Contracting Officer - 1 copy 
A.I.D. CM/SOD/IIA - 1 copy 

B. Copies of all final reports shall be sent to: 

A. I . D. Re fe ren ce Cen te r 
Agency for IHternational Development 
Washington, D.C. 20523 - 2 copies 

As an Appendix to its final report, the Participating Agency shal 1 submit 
a brief summary outl ining the1extent to which minorities and women were used 
in carrying out the activity and the extent to which they were used as members 
of teams which were sent to the field. 

V. Logistic Support 

A. Local support staff, office support, laboratory costs ~re authorized 
in Africa. Atlanta backstopping staff authorized. 

B. Project equipment will be imported free of customs duties and taxes. 

C. The following shall be arranged by CDC: office spdce, equipment, 
housing utll ities/equip~ent,'internationaland local transportation, travel 
?rrangements, secretarial/interpreter services, medical facil ities, and use 
of official vehicles. 
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VI . Equi pmen t 

A.	 Quant i ty
 

5
 Vehicle and spare parts $75,000 Non U.S. procurement 
wa i ve r sign ed 

Vehicle and spare parts 15,000 U. S. Procu remen t 

24 Freezers 12,000 U.S. procurement 

Injectors, needles, etc. 92,000 U.S. procurement 

Shipment 29,000 

Office equipment and furniture 44,000 Africa procurement 

B. Lists of all equipment purchased under this PASA shall be submitted 
to AID Project Officer, 

VII', Language-Requirements 

French S-2, R-2 

Language training may be arranged at FSI in Washington by CDC. 

VIII, Privileges 

A. Personnel serving under this PASAwill be afforded the same commissary 
and other privileges as other AID direct-hire and PASA employees. 

B, U,S. AID wi 11 assist with negotiations with host country for privileges 
normally pruvided to U.S. government personnel. CDC personnel will not be 
I [able for income or socral security taxes with respect to income upon which 
they are obi igated to pay taxes to the U.S. Government. Project equipment will 
be imported free of custom duties and taxes. 

IX.	 Guidance and Liaison 

A.	 Relationships and Responsibilities 

CDC and WHO/AFRO wi1 1 work out relationships in the various countries 
in which they operate in cooperation with the country WHO representatives and 
wil I keep A. 1.0. Project Officer informed of progress and problems. 

B.	 Cooperating Country Liaison Official 

Dr, Adeniy,-Jones, WHO/AFRO
 
WHO Representatives in bilateral countrie~
 

C. AID	 Liaison Officials 

I. Earl	 Yates, Project Officer, AFR/RA, AID/W 
2.	 A.I.D, Project Officer, Abidjan, Ivory Coast 
3.	 A.I,D. Officer in countries where contractor is working will be 

informed of activities. 
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X. Other Requirements 

A. Bio-data of technicians shall be submitted to WHO/AFRO who will 
secure African country clearances. 

B. The Africa Bureau, AID, strongly encourages the use in this activity 
of minorities and women both as contracting or sub-contracting firms and 
institutions and as individuals. Thus, the Participating Agency is expected 
to carry out a positive program to identify and use such organizations and 
persons to the fullest possible eKtent. 

C. CDC will keep local AID Project Officer and Country WHO Representative 
informed of travel plans. 

D. No international travel originating in the U.S. should be undertaken 
without prior approval of eM/SOD/I IA. 
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AID support of WHO action·to eradicate smallpox 
and to reduce measles morbidity and mortality 
through a smallpox eradication and measles control 
program in 20 West .and Central African nations. The 
Smallpox/Measles P~ogr~, finan~ed by AID, is 
implemented by the Center for Dlsease Control . . 
The American Public Health Association (APHA) is 
contracted by AID to evaluate the Smallpox/Measles 
Program. The APHA team recommends a gradual phase­
out of the successful project, and, as well, states 
in their evaluation report that additional interna­
tional assistance in the health sector would do well 
to improve the actual health delivery systems. The 
three priority areas designated by the APHA evalua­
tion team were: (1) improved organization of the 
health systems; (2) improved administration or 
operation of the health systems; and (3) rationalized 
requirements for manpower and training. 

AID initiates discussion with WHO, PAC and UNDP 
officials of the concept of a major regional multi ­
donor project in West and Central Africa focusing on 
the improvement of health delivery systems. 

A second AID-contracted APHA team recommencs that the 
general purpose and more specific objective of a 
regional multi-donor health project shouln be to 
support the strengthening of the work of regional 
health organizations and institutions. This second 
APHA report states that AID would be wost effective 
in strengthening health delivery capacity by supporting 
manpower development and training in the following areas: 
(1) healtn-prannrng ald management; (2) paramedical 
personnel; and (3) disease surveillance. 

AID and WHO sponsor meetings in Brazzaville and Lagos
 
for representatix~s\of 20 national governments, sub­

r89io~~1 organizations, and bilateral and multilateral
 
assistance agencies.
 
Three major problem areas are identified as limiting the
 
effectiveness of African health delivery systems: (1)
 
inadequate health planning and management capabilities;
 
(2) health personnel at the local level lacking necessa­
ry sk~lls; and (3) weak disease surveillance and control 
data systems. A l~rge multi-donor regional health project 
is envisioned to tackle these health system weaknesses 
and a coordinating mechanism for a project is agreed 
upon in the form of two committees: 

\ 
, I 

\~ ­
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November 1975:
 

July 1977: 

March 1978: 

April 1978: 
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(1) Program Coordination Committee, responsible for 
technical and admrnrstrative coordination of program, 
composed of one representative each from WHO, AID, and 
FPC~ and two representatives each from the francophone 
and anglophone groups of countries. 
(2) Program Review Committee, charged with confirming 
the PCC recomme~da~ions, composed of one representative 
from each of the 20 nations, from WHO, AID and FAC. 

A contract is signed between AID and APHA to execute 
Phase I of the SHDS project. 

The APHA sub-contracts the technical implementation of 
Phase I of the SHDS project to Boston University (BU). 
BU carries out a number of activities during Phase I 
of the SHDS project, paramount among which is the 
preparation of a proposal for a Phase II of the SHDS 
project which would: (1) improve national and regional 
health planning anQ management~ (2) increase the skills 
and improve the utilization of health personnel operatin:r 
at the local level; (3) Improve the effectiveness of 
regional and national disease surveillance and health/ 
demographic data systems~ and (4) rlevelop two rural 
training, service and resea~ch aredS for low-cost health 
delivery. 
In addition to planning the proposal for a Phase II, 
Phase I of the SHDS project provided: (1) fellowship for 
African health professionals to regIonal health institu­
tions and North American universities~ (2) measles 
vaccines to 15 natlons~ (3) th~ee seminars (two on 
primary health c~re; one on communicable disease 
surveillance/immunization programs) ~ (4) a three-month 
consultancy to an immunization program of the Cameroon~ 

(5) consultancies for curriculum revision at the WHO 
Regional Training Center (RTC) in Lome~ and (6) review 
of some national health delivery systems. 

Project Review Commlttee (PRC) m~8ts in Brazzaville.
 
BU Phase II proposal is revlewed, modlfied and approved
 
by PRC.
 

Phase I ends. TJtal Expenditures: $ 1,455,000. 

Phose II begIns. Projer.t P21)()1~ signed. BU contracted as 
executing agency for PhRse 11. Total budgeted amount 
for five year project IS $20,000,000. But, by the end of 
the 5th year of Phase II of the Project, approximately 
$16.5-$17 millioIl wIll have been expended. 
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APPENDIX X 

SAMPLE PROJECT B~DGET*
 

GRAND TOTAL SHDS PROJECT BUDGET 1981
 

Boston University $2,135,692 C.49.%) 

WHO/AFRO 942,329 (22%} 

CDC 1,269,063 (29%1 

Total $4,347,084 11 00%) 

* 1981 is chosen as a sample Project Budget because it is the last year of 
the four year period under consideration of the Evaluation Team. 
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BOSTON UNIVERSITY 

.\. 

BUDGET" 

Salaries 

Consultants 

Fringe benefi ts 

Overhead 

Trave 1 

Allowances 

Other Di rect Costs 

Equipment, etc. 

Participant Tra in ing 

Total 

OBJ. 1 

13,440 

940 

14,875 

8,800 

9,000 

10,072 

1,500 

$ 58,627 

OBJECTIVE 

Lome/ 
Lagos CESSI 

27,820 43,644 

5,842 9,056 

31 ,800 63,496 

2,800 6,350 

12,240 34,688 

29,250 8,917 

16,550 6,000 

78 , 100 

$126,302 $250,251 

II 

Liberian 
Nurs ing 

45,746 

9,490 

60,329 

13,633 

41 ,485 

21 ,498 

30,685 

42,300 

$265,166 

OBJ. II I OBJ. IV 

10,368 

726 

55,370 

11 ,550 

11 ,854 

124.351 

4,000 

$218,225 

Abidjan 

256,374 

42,841 

244,666 

67,050 

206,010 

129,330 

29,300 

$975,571 

Boston 

102,301 

19,611 

83,674 

5,370 

8,471 

20,323 

1,800 

$241,550 

TOTAL 

475,885 

23,808 

88,506 

554,210 

115,553 

323,748 

343,747 

89,385 

120,400 

$2,135,692 

* Revised June 1981 



A-63 

BOSTON UNIVERSITY, 1981 

Subtota I Total Grand Tota I 

OBJECTIVE I 

Salaries $13,440 

5 Consultants ($192/day) $13,440 

Bene fits 

7% of Consultant fees 940 

Overhead 14,875 

34% of all costs 14,875 

Travel and Transportation 8,800 

4 trips for workshops 8,800 

Allowances 9,000 

Per diem ($100 average/day) 9,000 

Other Direct Costs 10,072 

Training materials, transportation, 
communication, honorariums, 
secretarial support for workshops 8,.900 

Insurance I , I 72 

Equipment, Vehicles, Materials, Suppl ies 1,500 

Books ~nd materials for course I ,500 
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BOSTON UNIVERSITY, 1981 

Subtotal Total Grand Tf')lal 

OBJECTIVE I I (CESSI Yaounde and Dakar) 

Salaries 

Nursing Coordinator (3 mos.)
 
Field Consultant (12 mos.)
 
Secretary (3 mos.)
 

Benefits 

17%-21% of salaries 

Ove rhead 

34% of a I I costs 

Travel and Transportation 

I trip for Nursing Coordinator 
(U.S. to Canada) 

Field Consultant/Yaounde:
 
3 trips (intra Africa)
 
Mileage and maintenance for
 
vehicle
 

R&R travel
 

Allowances 

Field Consultant/Yaounde: 
Post differential 
Qua rte rs 
Guard service 
Housing maintenance 
Post allowance 
Per diem to workshops($IOO/day) 
Per diem til assist CESSI/Dakar 

Nursing Coordinator:
 
Per diem ($60-$100/day)
 

Other Oirect Costs 

~roduction of materials
 
Commun ica t ion s
 
Insurance
 

$43,644 

$9,863 
3I ,050 
2,73 I 

9,056 

9,056 

63,496 

6,350 

150 

1,800 

2,400
 
2,000
 

4,658 
10,000 
3,000 
4,800 
3,710 
2,000 
3,500 

3,020 

8,917 

5,000
 
1,200
 
2,717
 

r 
\

\ . 
'(I 
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Subtotal 

Equipment, Vehicles, Materials,Supplies 

Books and teaching materials $ 3,000 
Materials and suppl ies 3,000 

Participant Training 

5 students at University of Montreal 62,000 
I student at Boston University 16,100 

Tota I
 

$ 6,000
 

78, I 00 

\,','I
, , 

\ , 
"
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BOSTON UNIVERSITY, 1981
 

OBJECTIVE I I (Nursin Education for 
Liberia, Sierra Leone, the Gambia 

Salaries 

Nursing Coordinator (3 mos.)
 
Secretary (3 mos.)
 
Fie Id Con suI tan t
 

Benef its 

17%-21% of salaries 

Ove rhe"ld 

34% of a II costs 

Travel and Transportation 

2 trips for Nursing Coordinator 
(I U.S, I U.S. to Africa) 

Field Consultant:
 
6 trips (intra Africa)
 
R&R travel
 

Sto~age of Field Consult~lt51 

househol~ ~oucls in U.S. 
3 trips for 3 participants to U.S. 

Allowances 

Field Consultant:
 
Post differential
 
Qua rte rs
 
Guard service
 
Housing maintenance
 
Post allowance
 
Per diem ($81-$109/day)
 

Nursing Coordinator per diem
 
($75-$90/day)
 

Other Direct Costs 

Production of materials for 
workshops 

Secretarial/administrative support 
for field consultant 

Grand Total 

$45,746 

$ 9,863 
2,763 

33,120 

9,490 

9,490 

60,329 

60,329 

13,633 

2,433 

2,200 
1,800 

1,200 
6,000 

41 ,485 

8,280 
15,000 
3,000 
4,800 
2,750 
4,055 

3,600 

21 ,498 

2,000 

7,800 
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Subtotal Total 

Production of in st ruct iona 1
 
mate ria Is $4,000
 

Postage and communications I ,200
 
Driver for field consultant 3,600
 
Insu ran ce 2,898
 

Equipment, Vehicles, Materials, Suppl ies $30,685 

Equipment 8,185
 
Automob i 1e 8,800
 
Gasol ine and maintenance 2,500
 
Books and periodicals 3,000
 
Fi lms 3,000
 
Ma te ria Is and suppl ies I ,500
 
Freight 3,700
 

Participant Training 42,300 

5 Fellowships 42,300 
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BOSTON UNIVERSITY, 1981 

Subtotal Total Grand Tota I 

OBJECTIVE II (RTCs at Lagos and Lome) $J,g:!~2~ 

Sa Ia r ie s $27,820 

Educational Coordinator $27,820 

Benefi ts 5,842 

21% of salary 5,842 

Ove rhead 31 ,800 

34% of all costs 31,800 

Trave I and Transportation 2,800 

Educational Coordinator: 
I trip (U.S. to Africa) 2,800 

AI Iowan ce 5 12 ,2110 

Educational 
(SI20/day) 

Coordinator per diem 
12,240 

Other Direct Costs 29,250 

In-country adaptation of VHW 
training materials 

Finil ization of VHW training 
materials 

Production and field testing 
of VHW supervisory training 
materials 

8,250 

13,000 

8,000 

Equipment, Vehicles, Materials, Suppl ies 16,550 

Lome: equipment, books, uffice 
supplies, freight 

Lagos suppl ies and fr~ight 

14,600 
I ,950 

\\'V
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BOSTON UNIVERSITY, 1981
 

Subtotal Total Grand Tota I 

OBJECTIVE IV $218,225 
======= 

Consultants $10,368 

Consultant to course($192/day) 
Consultant for proposal 
development assistance and 
monitoring of proposals($192/day) 

$ 6,528 

3,840 

Benefits 726 

7% of consultants' fees 726 

Overhead 55,370 

34% of all costs 55,370 

Trave 1 and Transportat ion .11,550 

I trip for 1 consultant to course 
(U. S. to Afr i ca) 

3 trips for 3 SHDS/BU staff members 
to course/workshop (U.S.to Africa) 

1 trip for 1 consul tant for 
proposal development assistance 
and mort,itoring of proposals 
(U.S. fo Africa) 

2 ,200 

6,600 

2,750 

Allowances 11,854 

1 Consultant to course per diem 
($77/day) 

3 SHDS/BU staff members to course/ 
workshop ($77-$119/day) 

I Consultant for proposal develop­
ment assistance and monitoring 
of proposals 

2,310 

7,486 

2,058 

Other Direct Costs 124,357 

Funds for research projects 
Production, translation, reproduc­

tion of materials for courses/ 
workshops 

Cecretarial assistance for courses/ 
workshops 

Postage for courses/workshops 
Disseminat ion of research materials 
InsurL:nce 

100,000 

6,000 

I ,950 
500 

15,000 
907 
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Subtotal 

Equipment, Vehicles, Materials, Supplies 

Suppl ies for courses/workshops 
Books, periodicals, a~d equipment 
for courses/workshops 

$ I ,000 

3,000 

Total 

$ 4,000 
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BOSTON UNIVERSITY, 1981 

BOSTON OFFICE 

Subtotal Total Grand Tota 1 

Grand Total 

Salaries $102,30 I 

Profess iona I: 
Campus Coordinator 
Pianning and Evaluation 
Coordinator 

$33,120 

27,820 

Adm in is t ra t i ve : 
Off ice Manage r 
Sec re ta ry 
Secretary (1/2 time) 
Bookkeeper (1/2 time) 
Temporary Help/Overtime 

14,231 
11 ,302 
5,600 
8,948 
1,280 

Benefi ts 

Professionals (21% of salaries) 
Administrative (17% of salclries) 

12,797 
6,814 

Overhear! 83,674 

83,674 

Travel and Transportation 5,370 

U. S. Trave I 
International Travel 
Other Travel Costs (taxis in Boston) 

I ,970 
2,200 
1,200 

Allowances 8,471 

Pe r diem: 
U. S. t rave I 
International travel 

974 
7,497 

ot he r Dire c t Co s t s 20,323 

Communications (Telex, Telephone, 
Postage, Express Del ivery) 

Copy ing 
Meetings, other miscelJ~neous 

Equipment Maintenance 
Equipment,Vehiclf's, MatE7rials,Suppl ies 

15,852 
3,960 

175 
336 

Offi ce Suppl ies 1,800 

I ,800 
, ) 



February and
 
October 1973:
 

~""'''1;'VYY<::.L U<::V<::.l.u1;'llu::au.. QHU I.:..LQ.1.11.1.1113 .1.11 l:.1l~ .L.U.L.1.UW.1.11~ Cl.~eCl.l:j: 

(l) heal tfi""PTaruung a.'ld management; (2) paramedical 
personnel; and (3) disease surveillance. 

AID and WHO sponsor meetings in Brazzaville and Lagos
 
for representatix.~s,of 20 national governments, sub­

reg~0~~1 organizations, and bilateral and multilateral
 
assistance agencies.
 
Three major problem areas are identified as limiting the
 
effectiveness of African health delivery systems: (1)
 
inadequate health planning and management capabilities;
 
(2) health personnel at the local level lacking necessa­
ry skills; and (3) weak disease surveillance and control 
data systems. A l~rge multi-donor regional health project 
is envisioned to tackle these health system weaknesses 
and a coordinating mechanism for a project is agreed 
upon in the form of two committees: 
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~ BOSTON UNIVERSITY, 

AB IDJAN OFFI CE 
I 

1981 

Grand Tota I 

Subtotal Total Grand Total 

$975,571 
======~ 

Salaries 

Pro fe ss ion a I : 
Project Di rector 
Assistant Project Director 
Assistant Project Director 

Adm i n i s t ra t i ve : 
Accountant/Bookkeeper 
2 Secretaries 
Secretary 
Dri ve r 
Dr ive r 
Messenger/Cleaner 
Temporary Assistant/Bookkeeper 

Ove rt ime 

Benefi ts 

14%-21% of salaries 

Ove rhead 

34% of a II costs 

Travel and Transportation 

Travel within U.S. 
International travel 
(including Rl~R) 

SHDS Region travel 
Taxi trips 
Visa fees and photos 
Transportation of household 
effects and vehicles 

$70,912 
27,235 
26,750 

30,700 
47,256 
21 , i 00 

7,371 
6,741 
5,493 
7,816 

5,000 

42,841 

244,666 

4,400 

29,500 
22,400 

I ,000 
350 

9,400 

$256,374 

42,841 

244,666 

67,050 
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Subtotal 

Allowances 

Pos t d i He ren t ia 1: 
Project Director 
Assistant Rroject 
Assistant Project 

Director 
Director 

$10,640 
5,625 
4,085 

Quarters lRent and Uti1itiesl: 
Project Di rect.or 
Assisfant Project Director 
Assistant Project Director 

42,000 
25,000 
32,200 

Re f urn ish in g 0 f Proj ect 
Di rector's house 

Replacement of home equipment, 
Project Director's house 

2,500 

2,500 

Gua rd Se rv i ce : 
3 quarters and office 10,000 

Education allowance: 
4 ch i 1dren 30,225 

Post all owanc(' : 
Project Director 
Assistant Project Director 
Assistant Project Director 

5,490 
2,910 
3,375 

Per diem: 
U. S. t rave 1 
SHDS Region travel 

6,300 
19,800 

Abidjan transportation allowance 
for 9 employees 3,360 

Other Direct Costs 

Office r.ent and utilities 
Repairs and maintenance 
Copier maintenance 
Vehicle maintenance 
Communications (telex, cables, 

telephone, postage, air, 
express del ivery) 

Translation, duplication, 
production of Project materials 

Moving costs to new office 
In su rance 

44,582 
4,800 
3,000 

10,000 

38,620 

7,400 
5,000 

10,928 
Vehicle registration and insurance 5,000 

Total 

$206,010 

129,330
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Subtotal Total 

Equipment, Vehicles, and Suppl ies $29,300 

Photocopier $11 ,300 
Gaso line t2,000 
Office 5uppi fes 6,000 



·WHO/AFRe BUDGET_. - 19-81 

OBJ. I _~JECTIVE II OBJ. I II :OBJ. IV Abidjan• Boston TOTAL 

Lome/ Liberian 
Lago~ CESSI Nurs ing 

Salaries 

Can su 1tan ts 62,800 21 ,000 36,300 120,100 

Fri nge benef i ts 

Overhead 

Trave 1 44,200 3,600 17, 100 8,800 19,800 23,700 117,200 

Allowances 119,190 51,000 29.,770 49-,59-2 64,286 75,600 389,437 

Other Direct Costs 9,000 19,400 20,660 5,000 54,060 

Equipment, etc. 3,000 4,500 1,500 2,000 16,000 

Participartt Tra in ing 205,532 45,000 257,275 

Total $172,390 $347,332 $ 91,530'- $ 144, 192 $ 85,585 $106,300 $ 942,329 

/.
,..).:
p 
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WHO/AFRO, 1981 

Subtotal 

OBJECTIVE I 

Travel and Transportation 

4 Temporary Advisors $ 4,200 
Admin i strator 200 
2 Secretaries 400 
51 Participants 39,400 

Allowances 

4 Temporary Advisors (150 days total) 18,750 
2 Administrators (40 days total)
4 Secretaries (80 days total)
4 Drivers (80 days total) 

3,000 
6,000 
3,800 

75 Participants (3,180 days total) 87,640 

Direct Cos ts 

Direct Costs including translation 9,000 

Other Direct Costs 

Topping off salary for local 
CESSI faculty 18,000 

Assistant CESSI/Yaounde 2,660 

Equipment, Vehi~les, Materials, Supplies 

Materi~ls, facil ities, secretarial 
services, petrol, driver, etc., for 

workshop 3,000 

. Total Grand Total 

$172,390 

$ 44,200 

119, 190 

9,000 

20,660 

3,000 
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WHO/AFRO! 1981 

Subtotal Total Grand Tota 1 

OBJECTIVE II (CESSI Yaounde and Dakar) $91 ,530 

Consultant $21 ,000 

Crc;ultant (6 mos.) $21 ,000 

Travel 17, 100 

7 Students field practice 
2 CESSI staff to supervise 

fie Id prac t ice 
2 Advisors for workshop 
20 Participants workshops 

2, 100 

600 
2,400 

12,000 

Allowances 29,770 

7 Students for field practice 
($45/day) 

2 CESSI staff to supervise field 
practice ($70/day) 

2 Advisors for workshop($95/day) 
20 Participants for workshop 

($ 70/ day) 

4,410 

1,960 
3,800 

19,600 

Other Direct Costs 20,660 

Topping off salary for local 
CESSI faculty 

Teaching Assistant, CESSI/Yaounde 
18,000 
2,660 

Equipment, Vehicles, Materials, Suppl ies 3,000 

Materials, faci I ities, secretarial 
services, petrol, driver, etc. 
for workshop 3,000 
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WHO!AFRO, 1981 

Subtotal 

OBJECTIVE I I (Nursing Education for 
Liberia, Sierra Leone, the Gambia) 

Total Grand Total 

Con suI t an t s 

2 Faculties Cuttington Col lege 
(II mos. each~ 

Travel and Tra~~portation 

I trip for consultant to workshop 
8 trips total for 2 advisors 

to workshop 
22 trips total for 22 participants 

to workshop 

Allowances 

$36,300 

600 

2,400 

5,800 

$36,300 

8,800 

49,592 

Per Diem 

2 Faculty consultants at 
Cuttington College 
(11 mos) $41/day 

2 Advisors to workshops 
($'95/day) 

27 Participants ($60-70/d~y) 

27, 100 

5,700 
16',792 

Equipment, Vehicles, Materials, Suppl ies 

Faci I ities, suppl ies, secretarial 
services for two workshops 4,500 

Participant Training 

10 Fellowships at Cuttington 
Co II ege 45,000 

4,500 

45,000 
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WHO/ AFRO, 1981 

Subtota I Tota 1 Grand Total 

OBJHT IVE I I (RTCs: Lome an d Lagos) 

Con suI tan t s $62,800 

2 Consultants, Lome 
2 Consultants, Lagos 

$38,500 
24,300 

Travel and Transportation 3,600 

In-country adaptation of VHW 
training materials 

2 Consultants (Lome) trips 
2,400 
I ,200 

Allowances ,,51,000 

2 Consultants Lome ($50/day) 
1 Consultant Lagos ($105/day) 
In-country adaptation of VHW 
training materials ($95/day) 

27,000 
12,600 

11 ,400 

Other Direct Costs ;19 ,400 

Local subject matter 
Lome 
Lagos 

committee (6,000) 
3,000 
3,000 

Operational costs for VHW 
of Trainers course 

Training 
(13,400) 

Lome 
Lago::; 
Translation costs for VHW 

and Supervisors training 
rna te ria I 

2,400 
2,400 

8,600 

Participant Training 205,532 

Lome 
Lagos 

123,877 
81,655 

\1 1J, 
• J 

\ J 
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WHO/ AFRO, 1981 

Subtotal Total Grand Tota I 

OBJECTIVE III 

Travel and Transportation $19,800 

18 (n3tional and international) 
trips for 15 (national and sub­
regional) counterparts to SHDS/ 
CDC epidemiologists and operations 
off i ce r s $11,800 

12 trips for 12 participant to 
courses 

6 trips for 2 facil itators to 
courses 

4,400 

3,600 

Allowances 64,285 

8 Counterparts during training 
($55/day-$73/day) 

Counterp~rts to OCCGE and OCEAC 
sub-regional epidemiologists: 

30,705 

2 Per diem in Africa and Atlanta 
1 Salary subsidy 
12 Participants to courses 

($60-$88/day) 
2 Facil itators to 3 courses 

($80/day) 

4,500 
5,000 

14,000 

10,080 

Equipment, Vehicles, Materials, Suppl ies 1,500 

Suppl ies, etc. for EPI course 1,500 
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WHO/ AFRO, 1981 

Subtotal Total Grand Total 

OBJECTIVE IV 

Travel and Transportation $23,700 

9 trips for 6 advisors to 
workshops 

2 trips for 2 advisors for 
development assistance and 
monitoring proposals 

28 trips for 23 participants 
to workshops 

5,400 

3,000 

15,300 

Allowances 75,600 

6 Advisors to workshops ($IOO/day) 
31 Participants to workshops 

($40-$50/day) 
2 Advisors for development 

assistance and monitoring 
proposals ($100/day) 

24,000 

45,600 

6,000 

Other Direct Costs 5,000 

Facil ities for course 
Development of documents, 
secretarial assistance,etc. 
for workshops 

2,000 

3,000 

Equipment, Vehi~les, Materials, Suppl ies 2,000 

Gas, secretarial 
workshops 

suppl ies for 
2,000 



TOTAL CDC BUDGET 

OBJECTI VE II I 

Salaries 

Benefits 

Overhead 

Travel 

Allowances 

Other Direct Costs 

Equipment 

Total 

1981 

$ 384,96~ 

38,49] 

153,714 

163,200 

93,883 

431 ,800 

3,000 

$1,269,063 
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CDC ATLANTA HEADQUARTERS 

Subtotal Total Grand Total 

OBJECTI VE III $235,358 

Salaries $137,211 

Professional: 

Director (4 mos.) $16,704 
Medical Officer (2 mos.) 10,019 
Medical Officer (2 mosJ 8,051 
Public Health Advisor (3 1/2mos.) 11,782 
Public Health Advisor (lImos.) 32,314 
Nurse Educator (1 mo.) 1,936 

Clerk-Typi st 
Administrative Officer (4 1/2mos.) 
Fiscal Accounting Asst. (6 mos.) 
Staff Assistant (4 mos.) 
Travel Assistant (6 mos.) 
Secretary (J mos.) 

13,902 
8,432 
9,873 
5,042 
7,769 
4,431 

1981 5% pay raise 6,596 

Benef its 13,721 

10'?e: of salaries 13,721 

Over-head 39,226 

20% of all costs 39,226 

Trave 1 30,20~ 

Other Direct Costs 12,000 

Rent, communications, uti 1ities 
Movement effects 
Printing, reproduction, supplies, 

ma te ria Is 
Security clearances and training 

4,000 
1,000 

5,000 
2,000 

Equ i pmen t 3,000 
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CDC AFRICA FIELD, 1981 

Subtotal Total Grand Tota 1 

OBJECTIVE I I I $1,033,705 

Salaries $247,758 

Med i ca I off i ce r 
Medical officer 
Med i ca I offi cer 
Operations officer 
Operations officer 
Operations officer 

$50,012 
47,260 
43,102 
39,444 
32,920 
31 ,961 

1981 5% pay raise 3,059 

Benef its 24,776 

10% of salaries 24,776 

Overhead 114,488 

5%-20% of al I costs 114,488 

Trave I 133,000 

Allowances 93,883 

Pos t Di ffe ren t i a I 
othe r a I Iowan ce s 

28,863 
65,020 

Other Direct Costs 419,800 

Rent, communications, utilities 
Printing and reproduction 
Transportat ion of suppl ies and 
equipment to post 

Subcont ract ing 

109,200 
9, 100 

68, 100 

~ 

r/\
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APPENDIX-XI 

WHO/SHDS: PROGRAM OF APPLI ED RESEARCH 

IN HEALTH SERVICES AND PRIMARY HEALTH CARE 

A. Procedure for Submission of Research Proposals for Funding 

1. Read carefully "WHO-SHDS Directives on Applied Research in Health 

Services and Primary Health Care" and the "Criteria for Selection of 

Projects for Funding." 

These documents are available from the following address: 

The Director 
SHDS Project 
04 B.P. 799 
Abidjan 04 
I vory Coast 

2. If your researeh topic falls in the domain of the above mentioned 

Directives, develop a research plan ot a maximum of 12 months duration. 

3. Prepare a written project proposal comprised of the following
 

elements:
 

3.1.	 A properly fi lied out copy of the WHO/SHDS Project document 

for requesting financial support for Health Services Research. 

This document must be signed by the appropriate governmental 

aut ho r i ties . 

3.2.	 A written proposal of 4 to 10 pages developing the 9 points 

on the fir5t page of the above mentioned document. 

4. Submit the document and the written proposal to the following address: 

The Di rector 
SHDS Project 
04 B.P. 799 
Abidjan 04 
Ivory Coast 
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5. The SHDS Project will exarlJine the proposal and, if necessary, 

reques t further in forma t ion from the pr inc i pa I resea rcher. 

6. The eventually revised proposal wil I be submitted concurrently to 

the regional Office of WHO and to the U.S. Agency for International 

Development. They wil I examine it and decide whether or not to grant the 

request for funding. 

7. The SHDS Project will inform the principal researcher through his 

government if the prof.}osal has been accepted by the WHO/SHDS Program. If 

rejected, suggestions for other possible sources of funding may be made. 

8. I f funding is approved, the SHDS Project wi II take the necessary 

steps to provide the funds and initiate the research. 

r\\.\ 
\ 
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.~ 

B.	 Criteria for selection of projects for funding" 

Purpose of the research program 

To encourage the development, application, and testing of strategies
 

and technflJues which will improve the capacity to plan, implement, and
 

~anage appr0priate health delivery systems in West and Central Africa.
 

The program's research priorities
 

Priority wi II be given to research proposals that: 

focus on development of solutions to health problems that have 

relatively high priority in the countries in which the research 

wi II be undertaken; 

focus on solving problems that are critical to the successful 

implementation of primary health care programs; 

focus on development, aprl ication, and evaluation of techniques 

and strategies that will significantly improve the health of 

local populations; and 

address health issues and prot lems of importance to the effective 

del ivery of health servi~35 throughout al I or a substantial portion 

of the reg ion . 

. Research proposals should focus on one or more of the following areas
 

which have been identified by the International Conference on Primary Health
 

Care at Alma-Ata in 1978** as essential to primary health care:
 

*	 The criteria 1isted here are a summary of the auidelines described in 
greater detai I in the document, WHO/SHDS Guidel ines for Appl ied Research 
on Health Del ivery and Primary Health Care, The Project for Strengthening 
Health Delivery Systems in Central and West Africa and WHO/AFRO, 1980. 

:'::';	 Page 4, Item 3, of the "Declaration of Alma-Ata" in Alma-Ata 1978
 
Primary Health Care, WHO Geneva, 1978.
 

\ 
\ 
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education concerning prevailing health problems and the methods of
 

prp.venting and controll ing them;
 

promotion of food supply and proper nutrition;
 

an adequate supply of safe water, and basic sanitation;
 

maternal and child health care, including family planning;
 

immunizations against the major ~fectious diseases;
 

prevention and control of locally endemic diseases;
 

approp'riate treatment of common diseasesand injuries; and
 

provision of essential drugs.
 

Additional areas for emphasis include aspects of health manpower 

trai'ning, health planning and management, the cost of health care, and 

appropriate health technology that relate to the development of effective 

programs of primary'health care in the region. 

When appropriate the prop~sal should reflect an integra ~d approach to 

the prob,lems of health and health care, considering health situations in 

~he context of wider issues of socio-economic developm~nt. 

Collaboration with experts from disciplines, resear~h organizations, 

and/or government ministries that should articulate with the health sector 

is encouraged. 

Acceptable research standards and methodolog~ 

The project should use research design(s) and methodologies of 

acceptable scientific fjuality and show evidence of general knowledge of 

former studies on the subject. 

Not al I research projects, however, would necessarily util ize the 

experimental scientific approach lisolating a problem, testing a hypothesis 

with rigorous controls, and obtaining clear cut resultsl. Health services 

research should be practical and appl ied and may use other methods such as 

observations made in health institutions and the field, critical analyses 
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of existing health practices, studies of interesting cases (e.g., special 

health care experiments or projects), etc. The results will not always be 

expected to yield definite answers but should make available important 

data that will facil itate decision-making by health authorities. 

The proposal should comply with acceptable ethical standards for 

research on such important issues as (I) the rights of human subjects; 

(2) the rights of persons studied to privacy, condidential ity, respect for 

cultural and religious beliefs, etc.; (3) consideration of social and 

environmental costs of the research; and (4) the right of the population 

studied to feedback concerning the results. 

Organization, administration, and staffing of the research project 

Approval for the proposed project should be obtained from whatever 

national, university, or other research review body is appropriate within 

the country(ies) in which the research wil I be undertaken. 

The principle investigator(s) on the project should be from the country 

or region in which the proposed research will take place. The project 

should utilize local or regional personnel in other project positions 

whenever possible. 

The group applying for the grant should be affil iated with a local 

or regional institution or organization. There are no specific restrictions 

on the types of institutions that may be involved. The institution, for 

example, may be an educational organization, a governmental, private, or 

community agency.or group whose work relates to the planning or delivery 

of health care or appl ied health-related research, etc. 

The types of personnel used within the p~oject are not restricted to 

health researchers, but can include research, service, and planning workers 

from a variety of discipl ines and levels, as weI I as students enrol led in 

·1 ,
\ 
:\.
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academic or training institutions. Health service personnel of various 

levels working within the health program studied and/or community members 

from the local area should be involved, as appropriate, by those responsible 

for the planning and implementation of the research project. 

In cases in which certain necessary technical expertise is not 

available within the country or the region, the project designers may 

util ize expertise from outside the region in the form of use of individual 

consultants or arrangements for institutional collaboration. If practical, 

mechanisms for training local personnel in the skills initially provided by 

outside consultants should be included in the project design. 

Whenever possible, proposals should include arrangements which serve 

to strengthen institutions and their research capabil ities within the 

country(ies) and/or region in which the project wi II be located. 

Length, scope, and budget of the project 

Projects proposed should be as short and practical as possible, 

considering research requirements, and not longer than one year at most. 

If the research is successfully completed and there are strong indications 

that further study wi 1I yield additional positive results, an appl ication 

may be made for funding of further "phases" of the project. 

The project budget should be reasonable considering: (I) the real istic 

funding needs for the research study proposed; (2) the capacity of the 

research group to use the funds effectively; and (3) the benefits the 

project is I ikely to bring in terms of improved health and/or health care, 

in comparison with the f,rujc;ct's cost. 

Monitoring and evaluation of the project 

The proposal should indicate what techniques wil I be utilized for 

monitoring and evaluating the project for qual ity of work, maintenance of 

the work schedule, adequacy of administrative and fiscal procedures, etc. 
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Plans for dissemination and util izafion of research results 

Tentative plans for dissemination of research results should be 

outlined within the proposal. The proposal $hould tnclude a statement 

concerning practical appl ication of the results anticipated. It should 

describe any arrangements which hav~ been or will be made within the 

country and/or region which I-,ill assure or make more likely the utilization 

of the research results for improvement of health or health care. 

Suggested format for the research proposal 

The proposal should include such sections as: (I) introduction/ 

summary; (2) statement of problem or assessment of need; (3) goal and 

objectives; (4) research design and methodology; (5) project ~taffing, 

administration, and evaluation; (6) significance of the research; (]) 

budget and other support; and (8) appendices. 


