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PRCTECT AUTHORIZATION

NAME OF COUNTRY: Dominican Republic
NAME OF PROJECT: _ Child Survival
NUMBER OF PROJECT: 517-0239

1. Pursuant to Secticn 104 of the Foreign Assistance Act of 1961, as
amended, I hereby authorize the Child Survival Project for the Dominican
Republic involving planned obligations of not to exceed Four Million 5ix
Hundred Fifty Two Thousand United States Dollars ($4,652,000) in gran: funds
over three years from the date of authorization, subject to the availability
of fui.s in accordance with the A.I.D. 0YB/allotment process, to help in
financing foreign exchange and local currency costs for the Project. The
planned 1life of Project is four years from the date of initial obligacion,

2, The Project will provide support for a limited number of health and
nutricion interventions intended to reduce the rates of infant and chlld
mortality in rural and urban arcas of the Dominican Republic. To thls end the
Project will provide financing for training, educational materials, budget
support and commodity assistance, through a coordinating U.S, Private
Voluntary Organization, to the Secretariat of State for Public Health and
Social Assistance and Dowinican and U.S. Private Voluntary Agencies.

3. The Project Agreement which may be negotiated and executed by the
Officers to whom such authority is delegated in accordance with A I,D,
regulacions and Delegations of Authority shall be subject to the folluwing
essential terwms, covenants and major conditions, topether with such olher
terms and conditions as A.I.D. may deem appropriate,

a. Source and Origin of Commodities, Nationallty of Services

Commodities financed by A.I.D. under the project shall have :heir
source and origin in the United States or the Dominican Republic, except as
A.I.D, may otherwise agree in writing. Except for ocean shipping, the
suppliers of sommodities or services shall have the United States or the
Dominican Republic as their place of nationality, except as A,I.D, may
otherwige agree in writing,

Ocean shipping, flnanced by A.I.D. under the Project, shall, e¢xcept
as A.I.D. may otherwise agree in writing, be financed only on flag vesusels of
the United States.
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b. Conditions Precedent to First Disbursement

Prior to first disbursement under the Grant, or to the issuance by
A.L.D, of documentation pursuant to which disbursement will be made, the
Grantee will, except as A,IL.D, may otherwise agree in writing, furnish to
A.I.D. in form and substance satisfactory to A,I.D,: (a) an opinion of the
Legal Advisor to the Grantee that this Agrecment has been duly authorized and
executed on behalf of the Grantee, and that it constitutes a valid and legally
binding obligation of the Grantee in accordance with all of its terms; and (b)
a4 statement of the name of the persca who will represent the Crantece, and of
any additional representatives, together with a specimen signature of each
person specified in such statcment.

C. Special Covenants

(1) Project Evaluation A, LD, and the Crantee will establish an
evaluation program as part of the Project. Except as they may otherwise agree
in writing, the program will include at least one evaluation at the mid-point
in the implementation of the Project and one more at the Project conclusion.
The evaluations will include, but not be limited to: (a) evaluation of
progress toward attainment of the purpose of the Project; (b) identification
and evaluation of problem areas Or constraints which may inhibit such
attainment; (c) assessment of how such problews may be overcome; and (d)
evaluation, to the degree feasible, of the overall development impact of the
Project.

(2) Support for Child Development. The Government of the Dowinican
Republic will assure an efficient flow of resources to the project by (a)
taking steps to assure prompt approval, provide udequate budgets and
allocation of counterpart funds to all participating Dominican public and
private organizations; (b) establishing within SESPAS, no later rhan 120 days
after signing this agreement, a decentralized revolving fund for operating
¢éxpenses in the selected SESPAS Health Regional offices; and (c) allocating by
year three of the Project, sufficient operating funds from the SISPAS budget
to sustain recurring costs of materials and waintenance of equipunent in the

target regions,
LJ X
o ‘ LLAvQ

Thowas W, Stukel
Director
USAID/Dominican Republic
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_PROJECT PAPER

I. SUMMARY PROJECT DESCRIPT ION

A, Summary of the Problem

Dominican children are dying or being severely weakened by the
cycle of malnutrition and infectious diseases at an unacceptable high rate,
especially In the southwestern border areas and the poorest barrios of the
capital. The infant mortality rate (IMR) for the Dominican Republic is
currently estimated between 80 and 84 per 1,000 live births. Further, the
southwestern and border arcas have much higher mortality - Health Region IV
headquartered in Barahona has an IMR between 88 and 101, and Region VI
headquartered in San Juan de la Maguana, between 90 and 103. These are
much higher than the goal of 75/1000 stated in rhe AID Child Survival
Strategy. Similar problems are found in the lowest-income neighborhoods of

Santo Domingo.

Infant deaths are substantially underrcported in the D.R., and are
often not listed by cause. For cases where the cause of death is known
(usually reports from hospitals), the most common causes are intestiral
infections (36%7), respiratory ailments (14Z) and other bacterial infeetions
(13%). Malnutrition is listed as a cause of infant death in the
Demographic llealth Survey (DUS) (6%Z), although other studies attribute many
more deaths to malnutrition (13%). Historically in the Dominican Rejublic,
high rates of infant mortality have been attributed to malnutrition. In the
mid 1970s, it was reported that some 76% of infant deaths here occur among
malnourished children, demonstrating the interaction betwcen poor nutrition
and intestinal or respiratory infection.

The child mortality rate (QIR - 12 to 59 months old) Is estimated
at 18 per 1,000 children nationally, with 24/1000 in Region VI and 22/1000
in Region IV. This is also much higher than AID's poal of 10/1000. The
reported leading causes of child death are intestinal infections (287),
respiratory infections (15%), and malnutrition (11Z), all of which can be
substantially reduced by simple, home-based interventions and education.

The problems summarized above are not being adequately treated by
the existing public health care system, the privite medical system, or the
few PVOs that have health programs in rural and slum areas. The physical
and organizational framework is in place, but improvements are needed in
skills and knowledge of the personnel, and supporting supply systems,
Information systems, and logisties.
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B. Summary of the Project

Contributing to USAID's goa1 of improving the health of children in
the Dominican Republic, the Child Survival Project will deliver selected
services in three targeted geographic regions through the Ministry o: Health
(Sccretariat of State for Public Health and Social Welfare - SESPAS) and
private voluntary organizations (PVOs). The purpose uf the four year Project
is to reduce average infant mortality rates from as high as 103 per 1000 live
births to 80 per 1000 and reduce the average child mortality rate from 18 per
1000 to 10 per 1000 by 1YYl in the most severly altected health regions
selected by the Project. The target population of approximately 750,000
low-income children under the age of 5 and their families will be given access
to education and servires in maternal-child nutrition, diarrheal discase
treatment, and acute respiratory infections, shown to be the principal threats
to young children.

USAID and Dominican counterpart institutions will carry out a service
delivery strategy that provides a rapid response to the nation's malnucrition
and childhood infectious disease probiem by implementing a limited number of
proven interventions in targeted communities. The Project will rapidly
increase the service delivery capacity of public and private sector health
service providers who can address child survival problems in the arezs where
they operate. SESPAS and Dominican PVOsg will offer the services to families,
following intensive staff training and improvement or establishment of
supporting systems of educational materials, logistics, and information flow
to monitor activities and outcomes.

The Project's total budget is US$8.0 million, of which US$4.65 million
will be provided as an A.I.D. grant, and the equivalent of US$3.35 million
will be contributed by the GODR in funding and in-kKind counterpart. The AID
funds will be granted to the Technical Secretariat of the Presidency, due to
the intersectoral nature of the effort and the amount of GODR support:
required. A U.S. PVO (to be called the coordinating PVO, or C/PVO) will be
assigned major responsibility for assuring that the program content is
consistent, that needed systems are strengthenced or established, and that AID
funds are properly applied. The C/PVO will be competitively selected to
receive a Cooperative Agreement grant. The Project will also provide funds
for limited operational budget support, vehicles, and simple field equipment
for the promoters, their supervisors, and their parent organizations., TFunding
will be available for an improved information system, and for audits and
evaluations.
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II. PROJECT BACKGROUND AND RATIONALE

A, Scope of the Problem

1. Infant and Child Mortality

According to the A.I.D. Blueprint for Development, the Agancy aims
to reduce infant mortality rates (IMR) to 75/1,000 or below. The estimated
IMR in the Dowinican Republic is between 80 and 84 per 1,000 live births and
1s even higher in the southwestern and border regions. Tor ilnstance, in
Health Region IV, whose headquarters are in Barahona, the IMR is between 88
and 101; in Region VI, whose headquarters arce in Sun Juan de la Maguana, it
is becween 90 and 103.

The incidence and causes of infant deaths in the D.R. are
underreported. The most commonly reported causcs are intestinal infections
(36Z), respiratory ailments (147%) and other bacterial infections (13.37).
According to the Demographic Health Survey, malnutrition is the cause of 6% of
infant deaths, However, since there is no consensus in the D.R. on how to
report casvs in which badly malnourished children die from other disaases,
other studies attribute cven more deaths to maloutrition (13.17).
Malnutrition has historically been blamed for high rates of infant mortality
in the Dominican Republic. In the mid 1970s, the Secretariat of State for
Public Health and Social Assistance (SESPAS) noted that some 76% of infant
deaths occurred among malnourished children, dewmonstrating the interaction
between poor nutrition, intestinal or respiratory infection and eventually,
death.

The nation's child mortality rate (CMR - 12 to 59 months n0ld) is
estimated to be 18 per 1,000 children. In llealth Regions VI and IV, the QMR
is estimated to be 24/1,000 and 22/1, 000, respectively. According to the
A.I.D. Blueprint for Development, the Agency's child mortality goal is 10/1000
or below. The leading reported causes of child death are intestinal
infections (27.0%), resniratory infections (l4.8.), and malnutrition (10.9%),
all of which can be prevented by simple, home-bascd interventions and
education.

In the capital city of Santo Domingo, where most of the nition's
wealth is concentrated, the IMR ig 72/1,000. ‘lhe IMR in the city's marginal
barrios far exceeds 75/1,000, The National Council for Children (CONANI)
reports that over 67Z of infant and children deaths in the marginal areas of
the city are caused by gastoenteritis, malnutricion, acute respiratory
Infections or discases that could be prevented by vaccines,

The natlonal maternal mortality rate (MMR) {n mid-1980 was 13 per
10,000 live births. Both Mealth Reglonyg IV and VI have MMRs of 18, nuch
higher than the natlonal average.  The prineipal reported causes of naternal
deaths include toxemia, hemmorrhage, sepsis and abortion.



2. Malnutrition

In 1986-1987, Tufts University conducted a nationwide nutrition
survey financed by the Mission. Preliminary data indicate that 33-38% of
Dominican youngsters are malnourished (Grade I - 27-33%; Grade II - 5%;
Grade III - 0,5-1%). (Weight for Age, Gomez classifications.) Infaats and
childrer in Region IV suffer from the highest incidence of malnutrition,
51-58%, :

Estimates of low birth weight (LBW - under 2,500 grams) range from
10 to 25% and very low birth weight (VLBW - under 1,500 grams) from none to
2.5%. According to the Tufts Nutrition study, under which LBW data for the
past 5 years was gathered from the files of eight public hospitals and two
private clinics in selected areas of the country, 10.2% of all births
nationwide are LBW and the nation's average birth weight is 3,200 grams (7.04
I1bs.). Although this data indicates that LBW does not appear to be a
significant problem on a national level, figures vary dramatically from region
to region. Health Regions IV and VI report LBWs of 12% and 20%, respectively,
and VLBWs of 0.8%. With regard to the marginal ncighborhoods of Saato
Domingo, the incidence of LBY is estimated at 20 to 25% and VLBW at L.8Y%. The
study found a significant rise in LBW infants between 1983, when the rate was
6.8%, and 1985, when it wag 13.6%.

The Tufts Nutrition Survey data shows that the growth curves of
Dominican infants begin to decline quite rapidly during the first year of
life. A major contributing factor is the custom of feeding infants and
children only one or two meals a day. Inadequate duration of breastfceding,
poor quality of weaning foods, lack of supervision of ehildren while cating
(allowing them to spill food and permiting older children to take food from
younger ones) and the use of bottle feedlng were also found to fosto- poor
nutrition.

The highest prevalence of malnutrition occurs in the 5-8 month old
age group. This is attributed to: (a) abrupt cessation of breastfeeding by
mothers returning to work when infants are 4-5 months old; (b) inadequate
bottle feeding, especlally due to dilution of formulas; (c) the practice of
joint breastfeeding and bottlefeeding; and (d) inappropriate hygiene.

SESPAS maintains a nutrition surveillance system for children under
5 years of age in the rural areas. 1In 1986, a total of 135,581 children (29%
of all children in thisg age group) were weighed. 40% of the children were
found to be malnourished. Of these, 29% had Grade I malnutrition, 1C% had
Grade 1I malnutrition, and 2% had Crade III malnutrition, Tn Health Regions
IV and VI, respectively, 57% and 48% of children were malnourished and 2% in
each Region had Crade III malnutrition. SESPAS reports an increase in
malnutrition between 1984 and 1986 in Health Regions IV and VI,



3. Diarrheal Diseasa

Diarrhea is the principal killer of Dominican children under 4
years of age, who experience an average of 5.2 diarrheal episodes per year.
Children under the age of one experience even more bouts of diarrhea - an
average of 6.7 episodes per year. Diarrhea is more prevalent among lower
income people, although some estimates claim that 90% of all Dominicans
regardless of socioeconomic status are affected by parasites. According to a
1986 study conducted by the Centro Nacional de Investigacidon en Saluc
Materno-Infantil (CENISMI), children under 5 years old living in low income
neighborhoods of Santo Domingo have a 1.2 to 2.8 times greater chance of
suffering severe dehydrating diarrhea than children of the same age proup
living in higher income neighborhoods. A factor that contributes to t he
frequent occurence of diarrheal disease is the lack of potable water and
adequate sanitary and waste disposal facilicies. In urban areas, only 607 of
households have running water in the home and an additional 157 have
“reasonably"” close access to a public water system.  Only 227 of urban
households arc connected to the public sewage system, with an additional 50%
claiming to have household sanitary facilities. Only 307 of the rural
population has access to potable water and 60% has access to sanitary
facilities.

4. Acute Respiratory Infections

Dominican children under 5 years of age suffer 5 to 6 million
eplsodes of acute respiratory infection (ARI) cach year. ARI occurs more
frequently among malnourished children of low socio-economic status iiving in

crowded conditions.

A 1986 study conducted by the Robert Reid Cabral National
Children's Hospital found that 60% of deaths in the hospital were caused by
pneumonia. Nationwide, respiratory infection is the fifth leading cause of
infant mortality and the third most frequent cause of illness in preschool
children. Pneumonia duc to measles and pulmonary tuberculosis are orher
frequent causes of infant and child mortality,

As part of the Tufts Nutrition Survey, mothers were asked if their
children had been sick during the previous two weeks. Of those who said yes,
48%4 cited respiratory prcilems, 20% fever, 147 diarrhea, 11% skin and eye
problems, and 47 other undefined causes.

5. Other Targeted Infectious Diseases

The Dominican Republic has participated in the Expanded Program of
Immunization (EPI) since 1978, under which all children under 5 years of age
are immunized against diptheria, tetanus, pertussis, polio and measles, and
all women of chlldbearing age are immunized agalnst tetanus toxoid. Reported
mortality and morbidity rates for all five diseases have decreased since the
EPI began, especlally since mass campaigns began in 1983. The polio wmortality



rate decreased from 0.17 deaths per 100,000 population in 1978 to 0.04 deaths
per 100,000 in 1983. ©Polio morbidity declined from .59 per 100,000 in 1976 to
.03 in 1985. Measles mortality declined from 5.30 per 100,000 population in
1976 to 1.39 in 1982. Measles morbidity was cut in half (from 149.42 to
70.3). Diptheria mortality was reduced from 1.58 deaths per 100,000 in 1974
to 0,27 in 1982. Mortality due to pertusis decreased from 0.08 in 1%78 to
0.05 in 1982, Morbidity rates for diptheria and pertusis decreased from 8.95
and 49,01 per 100,000, respectively in:.1976, to 1.60 and 2.78 in 19853,

Mortality due to tetanus at all ages also dropped, from 3.80 per
100,000 in 1976 to 0.93 in 1982. Morbidity declined from 5.35 per 100,000 in
1976 to 0.94 1in 1985. Mortality and morbidity due to neonatal tetanus dropped
slightly, from 0.6 and .35, respectively, in 1976 to 0.5 and .30,
respectively, in 1982,

All of these diseases are now reported at 9-217 of their pre-EPI
frequency. Nevertheless, since serological data on the reportedly immunized
populations are not available, it is not possible to ascertain the percentage
of women, infants and children protected against these diseases. Therefore,
the effectiveness of the mass campaigns has not been fully demonstrared.

6. Birth Spacing

Closely spaced births are associated with increased maternal and
infant mortality and morbidity. A 1975 study in the Domlnican Republic
determined that the IMR was 105 for children born within less than two years
of another sibling, whereas when birth spacing was 2 to 3 years, the IMR
dropped to 75 and when the interval was 4 years or more, the IMR dropped to 60,

In 1975 and 1980, studies were conducted to determine trends in the
median interval between births among women in different age groups. During
that period, the average national birth interval increased from 16.7 months to
18.8 months. The use of family planning methods by Dominican women is thought
to be the main factor contributing to the inecrease in birth interval,

B, Beneficiary Population

This Project intends to address the health/nutrition problem: of women
of reproductive age (15-49 years) and O- to 5-year-old children from the lower
soclo-economic class, who primarily depend on public or subsidlized health
programs to meet their health care needs. The Project will initially focus on
Health Regions IV and VI (the Southwest) and 0 (the National Districr,
especially the marginal barrios of Santo Domingo). The size of the target
population is presented in the following table:



Project Target Population

(in 000)
Region

IRY Vi 0 Total

Infants and Children
(0-59 mon.). 46 54 299 359
Women (15-49 yrs.). 67 109 580 756
Total 113 163 879 1,155

Covered by Project:

80% rural. 90 130 - 20
60% urban. - - 527 327
747

Source of data: Instituto de Estudios de Poblacién y Desarrollo
based on census projections for December 31, 1986.

As indicated above, the Project will attempt to cover 80% of the total
eligible population of women, infants and children in Regions IV and VI. The
remaining 20%Z live in remote areas that the Project is unlikely to reach, or

live in towns and have sufficlent income to afford private services. In
reglon 0, the Project aims to cover 60%Z of women of reproductive age and

children under the age of five. The remaining 40 are from upper and middle
class families living in residential and working class nelghborhoods of Santo
Domingo, who are serviced by the city's large network of private physicians,
pharmacies, private health insurance companies, the Dominican Institute of
Soclal Security, and other state health programs (eg. the Armed Forces).

C. Present Health Care Services

When illness strikes, low income Dominican families use several types
of health services simultaneously. For instance, they might begin at a free
public health clinic or go to a traditional healer. 1If still not cured, they
might pay a private physician to treat them.

1. Public Sector Services

The GODR offers health services through the Secretariat of State for
Public Health and Social Assistance (SESPAS), the Dominican Institute for
Social Security (IDSS), and the Armed Forces and National Police, Public
health services are also offered through several smaller CODR institutions,
such as the National Council for Children (CONANI).
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SESPAS is the largest provider of health care in the D,R. and one of
the few health care providers in the rural areas. Although the actual size of
the population attended by SESPAS is unknown, the percentage of the population
it covers is estimated to be 40% to 65% of the nation's population. Based on
the distribution of its facilities, SESPAS provides health services o
approximately 70% of the urban and 57% of the rural population. Since SESPAS
does not charge more than nominal fees for its services, its main
beneficiaries are the poorest members of society.

IDSS covers about 4% of the population, consisting of employees of
the private sector and some autonomous parastatal organizations. Coverage is
limited to workers. The male worker's spouse 1is only covered during
pregnancy, and children are only covered up to one year old. The Armed Forces
and National Police cover 4% of the population, with programs that are not
open to the general public. Thus, SESPAS is by far the largest public sector
health care provider in the country.

SESPAS has an infrastructure of over 650 health facilities
containing approximately 6,500 beds. Of the 650 facilities, about 400 are
rural clinics staffed by auxillary nurses and one or two physicians, 1In all,
SESPAS employs =bout 2,600 doctors, 110 dentists, 420 graduate~level nurses,
4,000 auxiliary nurses and 6,000 community health promoters and supervisors,

The nation is divided into eight health regions and SESPAS maintains
a Regional Office in each one. Each Regional Office manages a network of
rural hospitals, sub-centers and rural clinics. Each rural clinic ic the home
base for teams of sunervisors and community health promoters. Each supervisor
oversees the work of 8-10 promoters and each promoter works with approximately
60-80 families. Promoters are rural families' main resource for health
education, preventive services and referral to more sophisticated levels of
health care.

Much of SESPAS' rural health system was established with assistance
from A.I.D. under Health Sector Loans I and IT (517-U-028 and 517-U-030).
Prior to the signing of Health Seetor Loan I in 1975, SESPAS had few trained
personnel delivering health care in rural parts of the country. Under the two
loan programs, 5,400 promoters and supervisors were trained to deliver
immunizations, family planning advice and contraceptives, and refer persons
with morz complicated health problems to a network of newly built rural
clinics and hospitals. The promoters also taught rural residents proper
nutrition, encouraged better sanitation practices and collected vital
statistics from the communities in which they worked. By August 1981, this
program was fully integrated into the SESPAS physical and human
Infrastructure, and became known as the "Servicios Bdsicos de Salud" (SBS).

The SBS only operated in rural areas of the country. Attempts to
initiate an urban SBS in Santo Domingo failed as a result of high promoter
attricion and perceived duplication of health services already available in
the city.
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In May 1983, Management Sciences for Health (MSH) evaluated the
effectiveness of the SBS. The evaluation pointed out many of the strengths
and weaknesses of the SBS that still exist today. MSH credited the SBS for
having: (1) increased health care coverage of the rural population and
created a health infrastructure in the rural areas, mostly devoted to
preventive medicine; (2) possibly leading to a decrease in the infant
mortality rate, the mortality rate for children aged 1 to 4 years, and the
fertility and birth rates during the period 1976-83; (3) receiving :trong
community support; (4) leading to a high rate of immunization coverage in
the rural areas; and (5) receiving strong government support and showing
the GODR's commitment to rural health and preventlive medicine as opposed to
urban hospital-based medicine.

The MSH evaluation also pointed out many constraints in the rural
health system of 1983, which still exist today. In 1983, promoters' and
supervisors' productivity was low and there was little tangible output in
areas other than immunizations and possibly family planning. The supervisocry
system was nearly non-functional., There was almost no continuing education
and re-training. Dta collection and the information system were weak and
unreliable, hindering the systematic, constructive evaluation of the SBS.
logistics problems abounded. There was a lack of flexibility, due to little
decentralization of authority to the regional level. (Sce Annex 4)

Unfortunately, the SBS has deteriorated even further since MSH's
1983 evaluation. During the 1983-86 period, most of SESPAS' resources were
utilized to mount massive, nationwide campaigns against EPI diseases (except
BCG for the prevention of tuberculosis), intestinal parasites and rats,
SESPAS even carried out a campaign to distribute ORS packets. Prior to the
mass campaigns, immunizations had been available at health facilities and the
estimated coverage of target populations ranged from 12% to 34%. The mass
campaigns, which relied largely on trained outreach volunteers, resulted in
much higher coverage rates. In 1986, coverage ranged from 93% to 98!.
However, the mass campaigns did not comply with World Health Organization and
certain EPI standards and therefore, these estimates may not be accurate,

Although the campalgns appear to have been successful 1in
substantially increasing immunization coverage, the rural health rcystem had
become a staging ground for campaigns and little else. Since the change of
GODR Administration in 1986, campaigns have continued. SESPAS' currcnt goal
is to immunize all children under 5 years of age against diptheria, tetanus,
pertussis, polio and mecasles, and to immunize all women of childbearing age
against tetanus toxold. As is described in more detail in this Sect:.on,
I1.D., several donor agencies, including A.I.D., are providing financial
support to the SESPAS immunization program.

Despite its interest in continuing the campaigns, SESPAS' main
priorlty 1s to revitalize the ruro! health system. As part of this offort,
the entire corps of health promoters was replaced during the summer of 1987,
However, SESPAS faces major constraints in making the revitalized system


http:Sect:.on
http:Organizat:.on

_lo..

Succeed: 1t does not have the physical, financial and technical resources it
needs to train and equip the new promoters, establish effective supervisory
and information systems and a continuing education program, develop
appropriate educational and mass media promotional materials, institute
adequate planning and evaluation systems, and solve its logistics problems.
Therefore, SESPAS is seeking support in these arecas from donor agencies,
including A.I.D,

On August 12, 1987, the Secretary of Health announced the creation
of the National Child Survival Plan (Plan Nacional de Supervivencia lafantil -
PLANSI) with the aim of revamping the rural health system to be able to
deliver child survival interventions throughout the country, and formed a
committee to develop an integrated child survival plan for SESPAS, PLANSI
calls upon international donors to essist SESPAS in implementing the following
seven interventions:

= The Expanded Program of Immunizations;

= Oral rehydration therapy (ORT) and diarrheal discases control;
= Growth monitoring and nutrition education;

= Promotion of breastfeeding;

= Prevention of low welight births;

= Prevention and treatment of acute respiratory infections; and
= Birth spacing.

SESPAS wishes to implement PLANSI at a national level as soon as
possible, beginning by defining each intervention and the functions of each
level of worker in the system (promoter, supervisor, rural clinic staff,
etc.). This will be followed by staff training, beginning at the central and
regional levels and concluding with field personnel.

As this project paper is being written, SESPAS is completing the
design of PLANSI, while maintaining considerable communication with A.I.D. and
other donors.

An important constraint to PLANSI'g success that SESPAS is
attempting to remove is that SESPAS has traditionally been divided into a
scries of lsolated, “vertical" delivery programs that extend from the central
level to the point of delivery, bypassing regional authorities. The vertical
programs, such as mother child health, nutrition and immunizations, are often
poorly planned and coordinated, resulting in confusion and competition for
staff and resources at the delivery level.
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Under PLANSI, SESPAS intends to completely revamp its organizational
structure by creating thc position of the Director Ceneral of Health, thereby
providing leadership, direction and a forum for coordinating the activities of
the "vertical” programs. Also, SESPAS will strengthen its regional offlices
and 1s prepared to delegate sufficient authority to allow them to better
manage the services they deliver. These new organizational directions will
benefit the Child Survival Project, for which coordination between programs
and fast decision—making at the regional level are essential,

However, SLESPAS faces other constraints that bring into question
PLANSI's sustainability. A major constraint is the lack (or poor allocation)
of funds. The portion of the CODR budget allocated to public health has
declined in real terms during the past 8 years. Duspite a noticeable increase
in funding in 1987, (duc to special presidential subsidices to cover
extraordinary costs associated with the purchasce and distribution of medicines
and vaccines), SESPAS has never allocated enough money to pay the recurrent
rosts of the rural health system. Although personnel costs are covered
(personnel 1s by far the most costly line item in the SESPAS budget,
accounting for 53% of SESPAS funds), approximately 90Z of the budget pays for
operating expenses (Including personnel), leaving little for medicine and
equipment purchases, training and supervision, and other support functions
that make health programs cffective. A.I.D. is working with SESPAS to address
this constraint under the Health Systems Management project and is also
conducting several health care financing studies that will provide SIESPAS with
basic information to assist in setting rational health care [inancing policies.

Another important constraint to PLANSL's sustainability is the lack
of a civil service system, which has traditionally resulted in the wholesale
firing of thousands of cmployees without regard to the quality of their
performance, and the wholesale hiring of thousands of employces without regard
to their qualifications, This is typified in the wholesale firing by SESPAS
of all of its promoters and supervisors in the summer of 1987, claiwming that
they were "too political” and were not serving the needs of the program. New
promoters were selected by the political party, without considering their
qualifications, Some persons claim that the new promoters are better than the
old ones, but others say that many lack such minimum qualifications as the
ability to read and write. The Child Survival project will address this issue
by assisting in training, supervising and evaluating staff, defining the
promoter's functions and carrying out policy dialcogue to promote stahility of
promoters who perform well and encourage the replacement of those who do not.
Nevertheless, just as the SBS collapsed upon the wholesale firing of promoters
and supervisors, the long term success of PLANSI is in jeopardy as lcng as the
possibility of wholesale firings exists. Despite this constraint, the Mission
feels that it should support the SESPAS program, because in spite of the
losses that have resulted from politically-motivated changes, the SBS as an
institution has always survived. TFor instance, although the SBS duteriorated
during the 1983-86 period and eventually collapsed with the firing of
personnel in 1987, it still forms the basis without which the present
immunization program would never have been possible. The SBS is the only
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proven national network for bringing health uactivities to rural communicies,
This network has been utilized time and again (albeit in an uncoordinated
fashion) by SLSPAS officials, regardless of political affiliation, and is
generally accepted as a permanent system, despite its constantly changing
personnel. Moreover, the skills and knowledge provided to former $BS
personnel have provided rural communities throughout the country with
thousands of people trained in health promotion. These people may no longer
work for SESPAS, but they are a resource for PVOs scarching for skilled
employces and communities seeking busic health advice.

2, Private Sector Services

Several studies show that Dominicans of all socio~ecconomic classcs
lncreasingly began using (and paying for) private scctor health services
during the 1976-84 period, largely because of perceived deficiencies in the
public sector delivery system, and that a large portion of Dominican family
income is allocated to health carec. Increased demand for private services has
resulted in increased supply. FYor instance, in 1967, there were two Ipualas
Médicas (health maintenance organization=typce prepaid private health insurance
programs) in the D.R.; in 1985, there were seventeen.  Nevertheless, most
clients of private health care programs are from the working clase or above.
There are few fee-for-scervice physicians that scrve the lower class
population, In Health Regions IV and VI, where 127 of the total Lominican
population resides, there are only 2% of the nation's organized private sector
services. These regions contain only 4% ot the nation's private physiclans,
7% of cthe nurses and less than one per cent of the nation's dentists.

Pharmacies also play a role in the bealth care of low income
Dowinican families; many Dominicans bypass the health system and go direccly
Lo pharmacists, requesting a diagnosis and recommendation of which medicine to
buy. Nevertheless, 70% of pruescriptions issued are never filled, wostly
because of lack of tamily funds,

Private Voluntary Organizations (PVUs) also play an important role
in preventive health care. For instance, CARE-Dominicana distributes PL=480
Title [I foods to 140,000 beneficiaries (pregnant and breastfeeding mothers
and children under 6 years of age) through the Ministry of Education Preschool
program, Ministry of ltcalth rurul clinics and various othier distribution sites
throughout the country, including orphanages. Also, Catholic Reli.ofl Services,
in collaboration with Caritas Dominicana, implements the Applied Nutrition
Education Program. 8ricfly, this program carries out srowth monitoring,
nutritlon and diarrheal discase control cducation in 100 rural communitiecs
throughout the country. 1In addition, Church World Services, in coilaboration
with Serviclo sSocial de Iglesias Dominicanas (551D), implements an integrated
community development program, including health and uutricion actlvitics, in
tlie border region of the country. Luch Catholic Llocesls has a preventlve
health care program, implemented in coordination with local mothers proups.,
FUDECO (Fundacién para el Desarrollo Comunitario), the representative of the
Save the Children Foundatlon in the Dominlcan Kepublic, implements an
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integrated community development program along the Haitian border, waich
Includes some preventive health care education and a child sponsorship
program. Also, there are many other smaller PVOs working in the tariet area
of this project, providing a variccey of preventive and curative health care
and education services to the rural population.

Many PVOs are interested in expanding their services to incorporate
more health and nutrition activities, However, they face major constraints in
achieving this objective: they do not have the physical, financial and
technical resources needed to train and equip their personnel, establish
effective supervisory and information systems, develop educational matarials,
and institute adequate planning and evaluation systems. Therefore, they are
seeking support In these areas from donor agencies, Including A.I.D.

D, Other Donor Activities

Aside from USAID, UNICEF and the Pan American Health Organization
(PARO) are the only other major donors that fund child survival activities in
the Dominican Republic.

UNICEF's assistance has been extensive in the area of child survival.
For instance, in 1986, UNLCEF updated its 1983 diagnostic study of the
Situation of Children in the Dominican Republic. This document provides
lmportant data and analyses of the status of child health in the D.R. UNICEF
also provided funding to the Dominican Pediatric Society to train hundreds of
Dominican doctors in OR'T and diarrheal disease control. It also assisted
SESPAS 1in establishing oral rchydration centers in most of its major publice
health facilities, as well asg autonomous oral rehydration centers in marginal
nelghborhoods of Santo Domingo. Between 1987 and 1991, UNICEF oxpecrts to
provide approximately $2.5 million in funding for a range of multisectoral
public and private scctor child survival activities., UNICEF will assisc
PLANSI, but has not yet decided which specific activities to support. HNo
doubt, SESPAS will request UNTCEF to assist in regions and activities not
covered under the USAID Child Survival Project.

PANHO plays an advisory role in its relationship with SESPAS, Although
1ts financial resources are Limfted, PAHO relics on a cadre of resident
advisors to provide continuous technical assistance (n such areas as ORT,
health administration, wiater and sanitation, and immunization. PAIIO expects
to provide about $50,000 per year to fund technical assistance in chy ld
survival and water and sanitation activitties.,

PAIO {s the lead organizactlon in the D,R. in the LAC Accelerated
Immunization program and PALO, USAID, UNICEF, BID, Rotary Internatioral and
SESPAS meet periodically to monitor the program's implementation.  This model
of donor coordination has worked so c¢ffectively that it will be replicated in
the planning and fmplementation of PLANSI. USA1D will maintain constant
commnunicatlon with donors luvolved in child survival so that assistance
programs do not duplicate one another, Morcover, USAID will encourag e SESPAS
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to seek the assistance of other donors in such arcas as water and sanitation,
which will not be addressed under the Child Survival Project.

E. Relationship to A.I.D. Strategy, USAID/DR Strategy and Other Projects

1. A.I.D, Strategx

Fifteen million children under the age of five die cach year in
developing countries, accounting for more than half of all deaths 1in these
countries. Malnutrition, disease, unsanitary counditlons, closely spaced
births and lack of maternal education all interact in a viclous circle to
bring about high infant and child death rates. Two simple technnlogies, oral
rehydration therapy (ORT) and lmmunization, can break this circle
significantly reducing the rates of infant and child deaths and disabilicy,
Tt is estimated that up to half of Infant and child deaths, or one quarter of
all deaths in the developing world, could be prevented by these simple
technologies. They are the "twin engines” of A.I.D.'s child surviva!
strategy. Two other interventions are also considered to bo core components
of AI.D.'s child survival strategy: nutrition and blrch spacing.

A.1.D. has joined other donors in a worldwide effort to acliieve
targeted raeductions in infant and child wortality by the end of the decade.
The aim i{s to prevent two million deaths through tlhie use of ORT, provide 80%
lmmunization coverage by the end of the deecade and use child surviva:
interventlons as the basis for building a more sustainable health care system
over time. The Agency's Blueprint for Development includes among its goals
the reduction of infant mortality to lcss than 75 per 1,000 and the reduction
of child mortality (ages | to 5 years) to less than 10 per 1,000, (llease
refer to Annex 4 for a summary of A.1.D. child survival policies.) ‘“The
Project described hercin applies the Agency's Child Survival Strategy to
health conditions in the Dominican Republic.,

2. Mission Stratepy.

As stated in the FY 88-89 Action Plan, the Mission's goal is to
assist in developing sustained and equitably distributed economic growth in
the Dominican Republic, targeted at the urban and rural poor. To acliicve this
development goal, USAID/DR supports cconomic recovery and growth in the
Dominican Republic througlh a private sector-led expansion and diversification
of the country's cconomic base. The objectives are as follows:

- continued progress in implementing the GODR's economic
stabilization program;

= expanded private fnvestment in industrial and agricultural
sectors and the development of a broader base of non-traditional
vxports,
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— rapid diversification of the agricultural sector into
non~traditional crops with foreign exchange earnilng potencial; and

= promotion of equitable distribution of economic growth as a means
of improving the standard of living of the target population, by
means of greater employment opportunities, training and improved
access to health care, nutrition and family planning services, by
reinforcing the private sector's capacity to meet these nceds,

In addition, the Action Plan states that:

“The USAID program is focused on those clements of poverty with
which the Agency's Strategic Plan is most concerned, First, we are supporting
efforts that will create or increase productive and sustained employment
within the private sector. The greater individual income that results will
enable poor Dominicans to secure social and other services that the publiec
sector cannot afford to provide. This should have a significant impact on the
hunger problem because malnutrition in the Dominican Republic is mor: a
function of income level than the availability of food. However, in tihwe short
term, immediate measures must be taken to deal with the current high rate of
malnutrition found in the country. Child survival and related efforLs are
needed to carry the malnourished through a critical period until the results
of longer term measures that deal with the basic causes of the proLli:m are
felt. The Mission will address other health problems by attempting 1o make
the large and poorly financed public healch system more efficient and botter
able to provide services to those who cannot alford to secure them on their
own. To address the currently rising rate of infant wortality, we are using
PVOs to implement child survival Interventions and to expand the avarlability
of potable water which is of critical importance in improving family health,
For those who can afford to pay for minimum preventive and curative care, we
will help broaden the coverage and lower the cost of private health service
systems. We will also help the country reduce population growth by :ncreasing
the avallability of voluntary family planning scrvices.”

In the Action Plan, the Mission lays out fourteen specific
objectives. Objective 10 is to reduce infant and child mortality. “The major

instrument to achieve this objective is the iild Survival Project.

3. Relationship to Other Mission Projcct§

Many aspects of the Child Survival project were developed based on
the Mission's experience with other SESPAS projects. For instance, as
described in Annex 4, lessons learned from lealelh Sector Loans T and II
(517-U-028 and 517-U~030) have been Incorporated into the design of the Child
Survival project. Also, the Applied Nutrition Education Project (ANLP,
517-0174), which is currently being implemented by (RS and Ciritas eminlcana,
aims to improve infant and child nutrition by carrying out regular growth
monitoring and providing nutrition education to parents. A recent cvvaluation
of ANEP has shown that these Interventions have had a significant ponitive
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impact on the nutrition of children enrolled in the program compared to
children in control communities. Therefore, the growth monitoring and
educational activities of the ANEP Project have been incorporated into the
Child Survival Project.

In a 'ition, the Child Survival Project will be complewented by the
Mission's Family Planning Services Expansion Project (517-0229), the LAC
Accelerated Immunization Project (517-0242), the PL-480 Title II program, and
the Health Systems Management Project (517-0153).

The five-year, $5 million Family Planning Services Expansisn Project
became operational in September 1986. The Project's goal is to increase the
access of Dominicans throughout the country to voluntary family planiing
services, by training the service delivery staff of PROFAMILIA and QINAPOFA in
family planning methods and providing improved logistics support and more
effective records systems.

The five-ycar LAC Accelerated Immunization program, which Is jointly
funded by A.I,D., PAIO, UNICEF, the Inter-American Development Bank and Rotary
Club International and implemented by SESPAS personnel with assistance from
PAHO, became operational in the summer of 1987. Under this program,
immunizations will be provided by promoters according to guidelines
established under the Ixpanded Program on Immunizations (EPT).

Thus, in addition to the activitics to be implemented under the
Child Survival Project, the Mission is supporting immunizations and birch
spacing under other Projects, thereby supporting the full range of child
survival interventions.

Under the Mission's lealth Systews Management Project (517--0153),
SESPAS is revamping its financial management, management information and human
resources systems. With regard to financial management, the project should
significantly improve the chances of sustaining SESPAS' child survival
activities after the Chiid Survival project ends because, starting in 1988,
SESPAS' budget will be based on programmatic targets set by cach SESPAS
operating unit or program (e.g. growth monitoring). This will ensure that
each activity is allocated the amount of funding it needs to meet the
objectives 1t sets, In addition, under the Health Systems Management: project,
indicators of efficiency, productivity and quality will be established for
SESPAS programs and activitices,

The Health Systems Management project also aims to establish a
uniform information system throughout SESPAS and Le¢ install computer
capability at the regional level, Therefore, all information systems
activities to be carried out under the (iild Survival Projcect will be done in
coordination with activities being carried out under the Health Systoms
Management Project.

In addftion to fts healtl programs, USAID supports othor dcvelopment
efforts that seek to alleviate the poverty underlying poor health conditions,
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As part of their activities, these projects seck to increase rural incomes and
economic activity in the areas covered by Health Reglons IV and VI. 1n the
area near Azua, increascd agricultural production of non-traditional crops is
being improved under the On-Farm Water Management Project. This Project secks
to increase yields of irrigated agriculture in the Ysura River Basin,
benefitting 5,000 farm families who are being organized into water usoerg'
associations and trained to make more efficient use of water on their farms,

The Agribusiness Promotion Project has provided credit to support
the growth of agribusinesses in the two regions. These businesses provide

employment to about 3,000 to 4,00V tarmers and rarm workers,

F. Project Rationale and Strategy

1, Alternatives Considered

a. National vs, Repgional Approach

Ideally, a c¢hild survival Project should be implemented
nationally, thus reaching as many children as possible., The institurional
analysis has shown that, with the exception of fmmunizations and family
Planning, SESPAS and che potential participating PVOs are generally roo weak
administratively to mount a major national child survival Project at this time.

The SESPAS immunization program has been operating on a national
basis for over 10 years.  Family planning services are also offered via the
SESPAS network of stuafl and facilities. Wiat has given these two services
stability and continuity is the degree of Outside support they recnive in the
form of budgetary and technical assistance. The immunization progran has
received special financial assistance and vaccines from PAHO and UNICEF over
the years and technical assistance has been forthcoming from PAHD ' xpanded
Program for Immunizations (EPL), UNDP, UNFPA and A.1.D. have been the primary
supporters of family plannlag services. Funding and technical assistance has
been provided to the National Council on Population and the Family (CONAKOFA)
which, in turn, implements voluntary family planning services througl the
SESPAS infrastructure, Unfortunately, the other interventions proponed by the
present Project have not been fully developed within SESPAS nor have the
majority of ctheir staff been trained in the delivery of these services. While
SESPAS has considerable experience in Immunizations and family planniug, the
PV0s, particularly CARE and CRS/Caritas, have the wajor experience In
nutrition education and prowth monitoring withtn sclected regions of the
country,

Another major factor that has influcnced the initial peographic
focus of the Project is the high turnover or SESPAS field personnel whiech
would make the Lmplemeniavion of a nation wide program very questionable at
this time. Ag documented in several evaluations, the rural health services
offered by SESPAS have deteriorated substantially in the last four years and
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climaxed with the broadscale firing of all the community health promoters and
theirs supervisors (over 5,500 persons in all) during the spring and summer of
1987, following the change of government 1in August of 1986. This massive
change of personnel is both a target of opportunity and a liability for the
present Project. On the positive side, the Project will be able to assist
SESPAS in the redesign and streamlining of its rural health services and focus
them on effective child survival interventions. On the negative sidz, the
Project design team recognizes that without experienced community health
workers, program implementation is bound to move more slowly than 1if these
services were being introduced to a well functioning delivery system,

For these recasons, all parties to this Project have agreed that
the present child survival Project should be carried out according to a phased
lmplementation plan, whereby new and fmproved child survival interveitions are
initially introduced in selected regions of the country, rather than
throughout all health regions simultancously. By concentrating Project
resources In a limited peographlcal area, more management attention and
technical assistance can be concentrated on fewer target communities, Then,
after conducting a detailed mid-term evaluation that focuses on the attainment
ol service delivery objectives and the quality of service administration,
additional resources may be provided by A, L.D. and the GODR so that Project
actlvities can be replicated in additional needy regions, or in such special
situations as Sugar Council workers' communitics.

As far as PVOs are concerned, during the initial implementation
phase, assistance will be provided to those that only operate in the sclecred
regions. When the Project reaches the phase of nationwide replication,
assistance may be provided to PVOs operating in other regions of the country.

b, Criteria for Sclecting Initial Pnrgiviputinn Repions

Two Health Regions have been selected to participate in the
initial phase of the Project, thereby serving as test sites for applying aand
evaluating Project activitics before they are replicated nationally,

llealth Regions IV and VI, which make up one third of tho
country's geographic arca, with a population of approximately 800,000 (12% of
the national population), were chosen for rhe following reasons:

= They are locuated in the Southwest, which is the poorest region of
the country, wlth 38.6% of the familics earning an income below
the poverty line. The illiteracy rate is 41% for persons 15 and
older,

= 58% of the population under § years of age in the Southwest
suffer from maloutrition, Infant mortality in 1982 was estimated
as 86.1 per 1,000 births., The Westinghouse Demographic and
Hlealth Survey of 1987 indicates that the region has an infant
mortality rate of between 90 and 103 per 1,000 births,
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= These region have the highest fertility rate in the country (VI
is highest with 5.3%, followed by IV with 4.9%, compared to the
national average of 3.8%) and most women have their first child
while they are in their early teens, thus limiting their future
for further education or employment opportunities.

- There are two SESPAS offices in the Southwest, one in San Juan de
la Maguana (Region VI) and another in Barahona (Region V). Both
regions have a network of publie health staff, hospitals,
subcenters, rural health clinics, supervisors and promoners.

= There is strong political support from the Secretary of Health to
initiate the program in these two regions as a means to
reactivate the rural health system.  SESPAS staff in these
regions have also Indicated their willingness to participate.

= The Southwest region contains a wide varlety of PVO heacquarters
and branch offlces and many have expressed Interest in
participating in the Project. They include: CARE, (S,
FUDEQO/Save the Children, Caritas, S$S1D, church and civic groups,
and service clubs such as Rotary and Lions. Also, due Lo the
relative isolation of the region, there appears tn be logs
potential for conflict and duplication of effort among these
organizations than there would be among organizations lucated in
more accessible regions.

While these regions have both acute needs, and a basic system of
service delivery, they also have the most geogruphically dispersed populations
in the country (55 inhabitants per sz), which will make 1t difficulr to
meet the Project objective to provide services to 807 of the population,
Also, according to the Social Soundness Analysis and evaluations of other
Projects implemented 1in the Southwest, the people of this region tend to be
less accepting of new fdeas and very individualistic, rarely banding together
to carry out mutual bencefit programs. Nevertheless, CARE's Ticle 1T
Enhancement Program, which includes growth monitoring (an activity te be
implemented under the Child Survival Projece), is mecting with success in the
Southwest. The Project plans to build upon thiys experience,

In addition to Health Regions 1V and VI, the Project will support
child survival activitics in urban barrios of Santo bDowmingo. ‘The selection of
participatlng barrios will be left to the coordinating PVO, in consultation
with participating local PVOs, USAID and SESPAS,

¢. Private vs, Public Sector Approach

In order to reduce infant and child mortality and malnutrition in
80% of the famflies in the target regions, many well-trained, well-equipped
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community-based health workers are needed. Since no single organization in
the Dominican Republic has such an extensive and effective health delivery
network, several alvernatives that were considered for achieving this level of
coverage are summarized below.

Alcernative One: Relying Gnly On SESPAS. If this alternative
were selected, all Project funds would bo made avallable to SESPAS to augment
the number and improve the effectiveness of its promoters and supervisors in
order to better reach the target population. lHowever, past expericnze has
shown that SESPAS cannot adequately meet the recurrent costs nor successfully
administer and evaluate a large, community-based rural health progran.
Moreover, in addition to the information provided in the preceding section, it
should be recognized that since SESPAS does not have a civil service system,
its personnel change sporadlcally. No sooner are new personnel trained
(usually act the expense of internatlonal donors), than are they removed by new
GODR administrations or Ministers, Therefore, it would not be advantapeous
for SESPAS to become the nation's sole provider of child survival services.,

Alternative Two: Relying Only On PVOs. Although severxl PVOs
have demonstrated their ability to deliver child survival interventicns on a
limited scale in the Dominican Republic, they are, unfortunately, a minority.
In fact, relatively few PVOs in the Dominican Republic provide healtli care.
Moreover, those that work in health have a limited ability to train, supervise
and support large networks of community-based healch workers. Also, il A,I,D.
were to greatly expand PVO capacity to deliver child survival intervintions,
the existing SESPAS rural health system would be duplicated. For these
reasons, USAID decided against supporting a child survival effort fmplemented
solely by PVOs.

Alternative Three: A Mixed Public/Private Sector Delivery
Strategy. Despite the weakncss within the private and public sector health
providers as noted above, the Mission belileves, based on the findings from the
institutional analysis, that there 1is sufficient adrinistrative capacity to
deliver a limited number of child survival interventions through SESPAS and
selected PVOs who are presently engaged in health care. The Project,
therefore, will assist those interested public and private health institutions
that work in the target area so that they may be upgraded to deliver child
survival interventions more effectively and efficiently, 1In essence, the
Project wants to build upon and strengthen the present institutions 1in the
field who qualify for support.

Given the wmixed sectoral approach, and the change fronm past
practice that this Project represents for the delivery of health services, the
USAID determined that the funds should be provided in a way that requires
top-level support of the sovernment, while retaining for USAID the essential
conceptual direction (and financial control of AID funds) during this initial
cffort, By making a landbook 3 grant, followed by the careful selection of a
coordinatling entity under competitive procedures, we can assure the technical
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and management expertise that is required (discussed below).

In discussions with the Technical Sccretariat of the Presidency
and the Secretary for Public Health, it was agreed (and later ratified by
letter) that a government-to-government grant to the TSP would meet rhese
requirements, with the understanding that AID would make the implementation
arrangements that involve A.I.D. funds. The TSP coordinates all foreign
assistance flowing to public and private agencies, contains within it in the
National Planning and Budget Offices, jointly programs and oversees vith USAID
the Local Currency Program, and thus is in a unique position to assure the
kind of top-level, intersectoral support and resources that this Pro ject
requires. In total, the CODR will provide nearly 44Z of Project resources, as
a combination of the work of and support for nearly 1,000 SESPAS personnel,
and RD$3,000,000 or more in local currency. By this arrangement, we do not
place the TSP in an inappropriate role as Project implementer, while gaining
its commitment to support this important program.

d. Rationale for a PVO Under Cooperative Agreecment

To provide detailed plans for key activities, coordinate and
provide technical cohesion in the implementation of this private/public sector
approach, a U.S. based PVO with known expertise in child survival health care
will be selected competitively and assisted with a Cooperative Agreement.

This organization, to be known as the Coordinating PVO (C/PV0) will nanage and
financially control nearly all of the AID's resources in order to meet
Projects objectives, provide long and short term technical assistance to all
participating parties, and arrange for the integrated application of surh
Project resources as training and educational materials, transportacion and
related Project supplies. This will achieve a number of objectives:

= The C/PVO0 will provide technical cxpertise to design the detailed
approaches, plans for training and educational materialg
development and the like, through submission of a proposal
tailored to achieve the outcomes described in this Project
Paper. The C/PVO will be expected to update and refine for
operational planning the baseline analyses on which the Project
Is based, and develop Plans of action to mect the identified
needs.

= Provides relief for USAID's limited technical and backstop staff
of the workload involved in detailed planning and daily
supervision, major procurement actions, disbursement of subgrants
and other payments, and other administrative burdens associated
with direct methods;

= At the same time, allows USAID, through the involvement
provisions of the Cooperative Agreement mode, to continue to
influence the design and implementation of the Project, and to
change, 1if necessary, the conditions of the Coopurative Agreement ;
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= Assures that a proven team is providing lts institutional
capacity to the Project, by selecting a PVO from a roster
developed by AID/W of entities with child survival expertise;

= Through the competitive selection criteria and process, the PVO
will be chosen not just on technical grounds, but also “ased on
its track record in managing A.1.D. grant resources for training,
commodities, technical services =- in effect acting in AID's
place —-- under previous Field Support Grants or Cooperarive
Agreements,

- Fulfills AID's repeated injunctions to the field, found:d in the
Congressional mandate in Section 123 of the FAA, to make maximum
appropriate use of PV0s in carrving out our assistance; and

= Builds into the Project, through the C/PV0, the flexibility to
shift Project resources to or away from participating
organizations according to their performance, ‘his will provide
that particlpating organizations who do not live up to :heir
commitments in the Project can be dropped 1if, after a reasonable
amount of Project assistance, there is no visible improvement in
their performance.

There is ample precedent in the DR of private sector institutions
recelving A.I.D. assistance to work with public sector institutions. For
example, CARE manages the PL-480 Title II program with SESPAS and th.
Secretariat of Education as its counterparts. The University of Scu:th
Carolina works with the Natlonal Malaria Eradication Service and a private
university on Vector Control Research, The Mission believes that this
administrative arrangement will not jeopardize the autonomy of the
participating entitices who will have a subgrantee relationship with the C/PVO.

2, Final Project Strategy to be adopted: Rapid Response, Limited
Interventions, and Beneficiary Targeting

USAID and Dominican counterpart institutions have agreed uzon a
service delivery strategy that provides a rapid response to the nation's
malnutrition and childhood infectious disease problem by implementing a
limited number of proven interventions in targeted communities,

A rapid responsc to the rising incidence of infant and chid
morta’ity and wmorbidity is nceded to reverse these negative trends and bring
credibility to provider organizations, particulurly SESPAS. Thus, the Project
will rapidly increase the service delivery capacity of public and private
sector health service providers who can address child survival problems in the
areas where they operate. In order to deliver services as effectively as
possible, the Project will concentrate on a limited number of interventions
that have proven to be most effective in diminishing infant and child
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mortality in the Dominican Republic, Moreover, the services will be targeted
to the most vulnerable segments of the population.

Acting through the C/PVO to promote the timely delivery of child
survival services, the Project will train community-based health personnel,
their supervisors and administrators. Supervisory staff of the inplementing
organizations will be trained first and then they will teach community-level
workers. The training program will prepare workers to apply their new
knowledge and skills as soon as they return to their communities. Workers
will receive all the necessary manuals, equipment, educational materials and
instructions at the training site and will be tested and certified Lefore
leaving the site.

To support community-based workers, administrative perscnnel will be
trained to manage and evaluate the services offered under the Project. “he
Project will supply resources to improve programming, information and record
keeping, transportation, logistics, and mass media education, Also,
participating institutions will be assisted to develop a simple wanagement
information system that will enable Chem to track resources and their impact
on improving the heulth of the target population. Special conditions will be
incorporated in the Grant to the CODR to provide for the sustainaliility of the
program after A.l.D. resources terminate.

The C/PVO will work in collaboration with an Executive Committee for
the Project, composed of representatives of SESPAS, the PVOs, and A,.L.D.

III, PROJECT DESCRLPTION

A. Project Goal and Purpose

The goal of the Child Survival Project is to improve the health status
of Dominican children. "This is to be measurcd by a reduction in average
infant mortality rates from as high as 103 per 1000 live births to 80 per 1000
and reduction in the average child mortality rate from 18 per 1000 to 10 per
1000 by 1991 in the mosc severly affected health regions selected by the
Project. "The purposc is to improve the quality and expand the coverage of
child survival services offered by SESPAS and PVUs in selected regions.

B. End of Project Status.

By the time the Project ends in September 1991, the the agencies
involved are expected to achieve the resulls listed below in selected regions.,

1. Reduce infant mortality and discascs by the following amounts and
means:

~keduce maluutrivion from 407 to 304 of child populatilon

“Reduce low birch weights by 50%
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-Reduce diarrhea by 20%

-Reduce infant and child mortality due to diarrhea by 30%
~Increase use by mothérs of proper diarrhea treatments;
—Decrease infant deaths due to acute respiratory infections;

“Mothers improve recognition and treatment of respiratory
infections; and

—Improve access to immunizations and family planning servizes
under separate but coordinated projects.

2. Operate a mixed private and public system of child survival services
that shows:

—Improved delivery of child survival scrvices by SESPAS and PVOs
involved in public health;

=-1,500 promoters and supervisors trained in technology and
supervision, data collection and reporting;

-Established, reliable data collection system based in
communities, and showing 80 validity of information;

-1,400 medical personncl providing improved child illness
diagnosis and treatment, prenatal care, and related services;

~Reduced referral of 111 children to clinics due to early
identificatlon and treatment in the home;

“Increused public awireness of child survival problems, causecs,
prevention & treatment; and

=50Z of communities organized and actively supporting promoters’
efforts.

More detailed objectives for each serviece and for the delivery system
are provided in Aanex 3.

C. Project Methods and Techniques

1. lntroduction

The Project, conducted principally through the Plans and activities
of the C/PV0, will Support SESPAS and PVOs to provide effectively through
delivery teams and service centers the following scrvicess (1) growuh
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monitoring and related nutrition services for mothers and children under 5
(promotion of breast feeding, preparation of weaning foods, improved feeding
of children and pregnant/lactating mothers); (2) diarrheal disease control,
including oral rehydration therapy for diarrhea (ORT); and (3) proper
prevention and treatment of acute respiratory infections (ARI). 1In addition,
the Project will coordinate with the Family Planning Services Expansion
Project and the Expanded Program of Immunizations to improve the same delivery
systems' ability to help prevent diseases and increcase families' knowledge of
and access to child spacing.

This Scction describes how the delivery system is expected to work
as the Project evolves, the content of the services to be delivered, and the
dual support techniques of rapid response and service improvement.,

2. Delivery Modes

The existing system of health service delivery, discussed in the
Background and further in the Institutional Analysis Sections, consists of two
basic modes used by both SESPAS and PVOs: (a) delivery to families and
communities through outrecach teams of promoters and their supervisors, and (b)
delivery at service centers to which clients or patlents bring their
children. These two modes are not mutually exclusive; often service 2enters
act as a base for paid or volunteer outreach teams.  As the philosophy of the
Project is to support and lmprove the existing system, it will work with both,
with a strong preference for outreach networks,

a. Outreach to Families

PVO providers and SESPAS both have community level health promoters,
some form of supervision and quality control, administrative support
mechanisms and information/reporting systems.  Promoters are front-line health
workers in frequent contact with families, 1In SESPAS, they receive a stipend,
while in PVOs they may be volunteers, school teachers providing their time
outside working hours, or persons on modest stipends. Supervisors are anyone
who directly supervises or supports the promoter, and area managers may have
different titles within SESPAS and PVOs (they may be the chief health person
for a PVO, for example). Area managers are those who oversee groups of
supervisors and are the next link in the management and information chain.
Regional or headquarters scaff are those responsible for their organization's
program for the country or in the region, and are the staff who reporl: and
work most closely with the C/PVO.

The community level health promoter is the key person in the
delivery system as he or she is the point of contuct between the health
program and the beneficlary population. All octher program staff, in one way
or another, play supportive roles to the promoter. If the promoter cannot
relate effectively with che beneficiary population, the program wlll not be
able to reach its objectives and the supporting stalf will have played a
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superfluous role. Therefore the Project, working through the participating
provider, must assure that promoters are able te deliver child survival
services, including the health education necessary to cause a positive change
in the mother's behavior so that she is able to protect the life and health of
her children., The major responsibilities of the oromoter are to:

o Provide leadership and direction in the implementation of a
simplified community health assessmonc resulting in a coensus,
community health profile and map of the promoter's arca of
influence;

0 Provide child survival services and education directly 1o the
mothers in her community;

0 Act as liaiscon between the larger health delivery systenm and the
family and facilitate the referral of individuals for scrvices
offered at higher levels of the delivery systems;

0 Asslst the providers' medical team in the design and
implementation of programs necessary to achieve the Project's
objectives;

0 Malntain accurate and complete documentation of health statistics
and refer requested information to higher levels of the delivery
system; and

0 Serve as liaison between the community and other health and
community development institutions;

In summary, cach promoter will teach fumilles about the need and use
of child survival interventions through monthly home visits to approximately
60-80 families. While mothers are the Prime object of the program, in many
Dominican homes the children are tended by older subllngs, aunts or
grandmothers. Promoters will also hold community meetings and organized
activities on such topics as the growth monitoring profile of all children in
the community. The health promoter will be trained in technical skllls for
teaching and assisting families to carry out child survival actions and will
be responsible for maintaining up to date records. FEach community will have a
designated loﬁetion where records and minimal cquipment and supplies will be
kept., Providér organizations, with technical assistance from the C/PV0, will
be encouraged to explore different work incentives for promoters to wvacourage
better performance, 1in recognition that some promoters are volunteers, while
others receive a small stipend and few are patd a winimum wage,

The Project will not encourage the involvement of promoters in
community developuwent or Income generation activities per se., The
participating organizations who have their own programs in these arcas will be
free to pursue them with their own resources.
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Primary responsibilities of supervisors of promoters will bhe tos

0 Serve as on-site technical trainers of health promoters in the
various services of fered by the child survival Project;

Supervise the promoters' work sn as ro ascure that the
information/education given by promoters is accurate;

0 Verify promoters' reports, perform spot checks, and sumnarize
data for the information system;

0 Promote communities to organize health committees to work on
solutions to m:. jor health problems; uand

0 Serve as a resource for the community in supplying information,
making contacts with other lnstitutions, and encouraging the
community to orgunize to combat the causes of the principal
illnesses in children under five and pregnant and lactaling women
(1.c., water and sanitation, income peneration, food
avatlability, ctc.)

b. Service Centers

These centers include a wide variety of organizations, from
SESPAS hospitals, clinics and subcenters, to neighborhood community services,
church=supported dispensaries and pharmacies, and nutrition rechabilitation or
supplementary feeding posts.

The Project will seck to lmprove the quality of inforwarion
(educational materials) provided by these centers, the technical and
interpersonal practices cmployed by the paid and volunteer staffs of the
centers in working with wothers and children, and the record-keeping and
general administration of the centers, Where the centers are not supporting
an outreach program to work with and educate families in thelr homes, the
will be encouraged and assisted to ¢stablish such practices, in line with the
Project analysis finding that in-home services are more likely to hawve lasting
effects than treatments or lectures delivered in centers.

3. Content of Services

The key serviees to be provided by the Project are described here as
they are expected to be delivered through the two methods by the end of the
Project, Some of thesc activities are oceurring now in sowe locatious, but
the full agenda described here is a vision of the future. A detailed
presentation of the full range of tasks is provided in Annex 3,

In Crowth Monitoring and Education the promoters or service center
workers will weigh (and potentially measure) all {ufants and children under 5
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years old and plot these measures on a growth chart which will be located in
two places: the household of the participating family, and in the family
health records that will stay with the promoter or center. This act:vity also
éncourages up to three or four meals per day for young children rather than
the usual one or two (depending on the family's economic situation); educates
mothers about the value of exclusive breast feeding (meaning only mother's
milk) for the first four months of life and prolonged breastfeeding during
weaning; and demonstrates preparation and conservation of proper wearing
foods. The promoter will record (by family) indicatlons of improved feeding
practices (extended breast feeding, additional meals, foods added to diet),
The supervisor will conduct spot checks on homes to see if feeding practices
are changing, and check validity of promoter reports; recommend incentives or
awards for promoters whose target families are showing notable progress,; and
once validated, summarize indicator data for area or regional management
information system.

The Maternal and Child Health/Nutrition service includes maternal
health/nutrition, infant and child nutrition, and food supplementation, In
Maternal Health/Nutritioq promoters identify pregnant women and monltor them
for signs and symptoms of pregnancy complications such as cdema or vaginal
hemorrhage and refer complications to the nearest medical facility; refer
pregnant women for regular prenatal check-ups at the nearest medical facility;
educate pregnant women regarding personal hygiene and care of breasts during
lactation, so as to reduce infant diarrhea; and suggest that pregnant. women
and mothers consume vegetables and fruit which are locally available and are
often not eaten. They also teach mothers about the importance of increased
fluid and food intake during lactation; and record information about the onset
of pregnancy, medical or health problems reported by women, and referrals
made. Supervisors coordinate the transfer of couplicated pregnancy cases to
rural clinics or hospitals, monitor houscholds to determine whether raquired
promoter tasks are being performed, arrange for retraining if necessary, and
verify promoters' reports with clinics and spot checks with pregnant Wwomen,
and summarize data for area managers.,

With respect to Food Supplementation, promoters identify infants and
children with moderate to severe malnutrition (Cémez II/I11) and refer them to
rural clinics or nutrition rehabilitation centers for food supplementation.
They then monitor supplemental feeding of these malnourished children, and
track and record growth/weight data on progress of children in rchab:litation,
and on return home. The supervisors are to visit families systematically in
the area of a promoter to determine through empirical methods whether the
above tasks are being performed, and provide information on availability and
proper distribution of PL-480 or other supplemental feeding to the families
under their aegis through rural clinics or other facilitics, should that
become necessary.,

When working on Diarrheal Discase ContrnL (bDC), promoters treat
diarrhea and other minor infections within their competency, distribute oral




- 209 ~

rehydration salts (ORS) envelopes to families and child carctakers, identify
signs and symptoms of acute diarrheal disease, and refer infants and young
children with severe diarrhea and dehydration to clinics. They are also to
educate mothers how to identify diarrhea per WHO standards (3 of mor: loose
watery stools within 24 hours) and when to take their children to health
professionals for care, and about basic causes of diarrhea and their relation
to hygiene practice (i.e., handwashing, proper fecos disposal, proper food
handling and storage). A key task 1s to educate families in the preparation
and use of oral rehydration therapy (ORT) solution, and to identify whether
ORT was applied correctly during the last eplsode. Promoters are to note in
the family records (preferably on the growth chart) the number of diarrhea
episodes of each child under § years of age expericnce since the last home
visit. Supervisors provide backstopping to ensure that harmful local
traditional remedies are not being perpetuated by promoters as an alrernative
to ORT and perform outreach to mothers' clubs and local schools for teaching
teachers and school children ORT use and diarrhea control principles, They
sunmarize prouoters' reports on diarrhea epilsodes and treatments (with salts
or home-prepared remedies) after validation of reports.,

Diagnosis, treatment and prevention of Acute Respiratory Iafections
(ARI) is a relatively new area for this country, and will require training of
medical personnel, promoters and supervisors to recognize the signs .ind
symptoms that distinguish between mild, moderate and severc cases of ARI,
Delivery teams will record cases in the family record, and in severely 111 ARI
cases, refer them to rural clinics for treatment. The delivery teams and
service centers will learn to teach families to recognize respiratory symptoms
that require taking the child to medical facilities, i.e., fast breathing,
noisy breathing, nasal flaring and cyanosis., They can administer simple
treatment measures such ag ORT solutions and aspirin for wild ARI cases, and
help educate families regarding home treatment for mild and woderate cases of
ARL such as continued breast feeding and/or feceding, hydracion, humidifying
the child's environment, home remedies and proper intake of antibiotlcs when
prescribed. The effort also involves cducating families regarding
transmisslon and prevention of ARL, including cheir relationship with
enrivonmental factors such as crowding, especially at night and damp house
sites and construction; and helping families to understand that some of the
causes of severe, (and often fatal) respiratory [nfections can be prevented by
immunizations, l1.e., pertussis, tuberculosis, measles and diphtheria, The
prowoters will record reported or observed cases of ARI among families
served. Supervisors will verify that the above measures are being properly
carried out, and follow up on supply lines to assure that promoters have the
minimum equipmenr and medicines necessary to treat mild ARL cases (1.e.,
aspirin, functioning thermometer, ORT packages, cte.)

Not all promoters and supervisors will provide all of these services
or tasks at the outset of the Project. A phased program of skills development
will be designed by the C/PVO to build up to the full array of services and
education described above,
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The following services will be provided in conjunction with the
Expanded Program of Immunizations and the Family Planning Services Expansion
Project. Those Projects will provide the necessary staff training in these
skills., The Immunization activity will be aimed at achieving timely
vaccination coverage in children under § years of age. The basic program of
vaccinations includes BCG, DPT 1-3, Polio 1-3 and neasles. Promoter: will
distribute vaccination cards in all households assigned to them.
Alternatively, vaccinations will be accurately recorded in the appropriate
space of the growth charts that will be left in the home as part os the work
on Nutrition. Families will be taught to post them on their doors in plastic
program envelopes. Each time any member of the family is vaccinated (either
by a physician or by a campaign) they are instructed to present their card in
order for the vaccination date to be recorded. If the family member does not
have his/her vaccination card at the time of vaccination, the health
professional will give a vaccination certificate that the family members will
take with them to the home and place in the plastic envelope with their
permanent vaccination card. At the time of the promoter's regular visit,
he/she will enter the vaccination date in the appropriate cell of the
perms ent card, and in their own records for supervisors to summarize and pass
on.

In disseminating messages on Birth Spacing, promoters will help
mothers understand that short birth intervals are associated with lov birth
weight children, increased risks of the child deaths, and a less vigorous and
sprightly mother, and encourage mothers to accept a minimal birth interval of
two years. They will help mothers understand that breast feeding is not only
Important for their child's nutrition (discussed above), but also related to
avoiding unwanted pregnancy, and counsel mothers on the avallability of
different methods of birch control, and the advantages and disadvantages of
each one. They will distribute condoms and contraceptive pills to houscholds
that request them per program norms, refer women to clinics for all other
birth control devices, and record or update regularly the birth control status
o women of childbearing age. Supervisors will ensure the availability of
condoms and contraceptive pills to promoters for distribution to local
households, and summarize promoter data for area/regional reports.

4. Support Techniques

The Project will carry out simultaneously two techniques for
providing support to the dellvery modes and services describoed above. One is
called rapid response, and the other is service improvement. 1In fact, both
involve improving service delivery, but the first has a special purpcse, which
Ls to begin having lmpact {n the short term in a few arcas, without having to
delay during the development of the more detailed programs of training,
educational materials, and budget/commodity support that will be the core of
the Project.
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a. Rapid Response

Our institutional analysis has found that a number of PY0s are
ready, with a minimum of carefully defined support, to participate immediately
in the Project, Also, SESPAS has identified a nuwber of child survival
activities that could be accelerated or supported in the near term.

The child survival services that lend chemselv:s to the rapid
response technique are those that (1) are more widely known and pracrticed, (2)
which do not require extensive inputs of technicul training aad materials, and
(3) those that are already becoming operational under related projects (or for
which training and educational materials already exist as a result of previous
health/nutrition projects). ‘These are nutrition education, ORT,
imwunizations, and child spacing.

For the PVOs, the kinds of support thuat are most neceded (to be
verified in che final Insticutional Analysis report) are technical assistance
in service delivery, training of staff, and educarional materials, 1n a few
cases, financial support is required for stafl expenses or expendable supplies.

It 1s likely that a significant portion of the immediate support
would be channelled to CARITAS and to affiliaced organizations such as the
Women for Barrlo Rights project run by Sister Maria Coleman, a trained
nutritionist. Her program, located in Santo Dmlrso, includes a heavy
component of nutrition cducation based on local foods, organizatlon of
neighborhood youth and preschool teachers to weigh children 1n her Welphing
and Consultation Centers, and other services of simple medicines and (irst aid
for children. She would like to expand into more basic healch servicoes such
as ORT, outfit more of her centers, and improve her educational program for
mothers. With RD$30,000 in funds or equipment /supplics she could extoend to
ten more nelghborhoods with an upgraded program,

CARITAS's Applied Mutrition Education Program could be expanded
ecarly in CY 1988 by Initiating operations in Barahona, expanding to an
additional 40 communitics in the San Juan/Azua area, and establishing o
broader program in the Avchdiocesis of Santo Domingo (which includes cural and
urban areas). The Diocesis of Barahona hasg existing plans and partial funding
to launch the ANEP program there, and could begin training 0f local
supervisors and promoters in January. A good stocl: of educatiotal materials
has recently been built up under the program, but may need to be augmented.

In the Southwest, CARI'TAS/ANEP training could also be attended by promoters
from SSID, FUDECO, and parish-level PVOs with their own programs.  Funds would
be needed for supplementing ycalf salaries, incentives for voluntceer :
promoters, and costs associated with training,

The institutional analysts have made o prefiminary fdentitication
of 15 private organizations (9 in the Capital, and 3 cach in Reglons LV and
VI) that would be candidates for early suapport,
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SESPAS 1s working on the details of its National Plan for Child
Survival (PLANSI), and will seek counterpart funding for that program, and
accelerated support from the Child Survival, Expanded Immunizations, and
Family Planning Projects in the following areas:

o Training, beginning with key headquarters and Regional staffs in
ORT, immunizations, and nutrition education;

0 Development of promoters' manuals and educational materials in
immunizations and ORT; and

0 Training of Regional staffs (including promoters) in Child
Spacing.

USAID will work with local consultuants (using PD&S funds) to
further speecify the target agencivs and resource needs that will constitute
the Rapid Response, and with SESPAS to develop its plans and presentation to
the Technical Secretariat for part of the planned counterpart amount. These
activities will take place during the interim between the signing of the Grant
Agreement with the TSP, and the selection and arrival of the C/PVO, Upon its
arrival, the C/PV0 team will validate these plans, and begin immediate action
to provide resources.

This Rapid Response effort will be a gesture of good faith on the.
part of the Project, taking advantage of the best programs and existing
resources that are in the field at this time. It is likely that these
responses will be geared largely to service centers, in urban or otherwise
accessible arecas, where, with the removal of one or two constraints, and a
minimum of tralning, u child survival service that iy compatlble with the alms
of the project can be expanded or upgraded. It is ¢stimated that 10 to 20
percent of the resources in selected budget categories will be applied in this
technique (See Section IL[-D, Project Inputs).

At the same time, the C/PVO will be expected to mobilize rapidly
to begin the more broad-reaching effort to improve services, descrited below.

b. Service Improvement: Supporting Technical and Administrative
Services for Implementing Agencies

Service Improvement by the C/PV0 will provide the service
delivery providers with the following administrative skills:

= Capability to develop job descriptions, performance standards and
a supervisory system;

- Capability to develop and conduct staff training
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= Capability to develop and implement a program information,
reporting and evaluation systeim;

= Capability to conduct program resources planning, including
establishment and monitoring of logistics systems to assure an
adequate awount of supplies at all points of delivery; and

— Financial management and controls.

In order to support and lmprove child survival services so that
they are compatible with successful efforts 1n other countries, the C/PV0, an
experienced and internationally recognized provider of health and child
survival and Project management, will provide a range of supporting services
to strengthen the delivery capabllities of SESPAS and the participating local
PVOs who will carry out the implementing tasks. The C/PVO will be responsible
for making sure that key supportlive administrative functlons are fulfilled in
a timely way. In many cases, the C/PVO will carry out these functions by
using its own personnel, and ln other cases it may contract the function to
other qualified organizations. These support functions are describec belows

(1) Program Planning and Identlflgﬁfjpg_pf the Target Population

The C/I'VO will fill in the details of the needs assessment
conducted for this Project in Regions IV, VI and the selected marginal barrios
of Santo Domingo, to morc precisely identify the target population fcr each

child survival intervention, and to verify the numbers, location and
accessibility of the persons who should be offered services under the Project.

Secondly, the C/PVO will verify and update the list of
nongovérnmental Institutions which provide health or social services o
communities in the Project area that was provided in the Project's
Institutional Analysis. These institutions will be contacted to confirm their
interest in participating in the Project. For thosc organizations that desire
to participate and meet the criteria for participation, the C/PVO will solicit
thelr program requests, and when necessary will introduce the entitiecs to a
program planning methodology which will permit them to define what child
survival services they will offer, to whom, by what means, on what tine
schedule, with which resources and, finally, how the lmpact of the effort will
be evaluated. Urilizing this sub=grant application process, the C/PVO will
select the entlties that will deliver services with Project resources. With
SESPAS, the C/PV0O will work primarily at the regional office level (with
participation where esscencial of key headquarters staff) to determlne action
plans, staffing requirements, training needs, and other resource requirements
to establish the initial program in the target regions. This plan will be the
basis for SESPAS' request to the Technical Secretariac for budgetary support,
including funds from the Local Currency Program.
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(2) Developing Selection Criteria fcr Participating Insititutions

There are three categories of institutions that are eligible
to be service providers under a sub-grant arrangement with the C/PVO,

Category one consists of SESPAS, through the Executive Unit
of the National Plan for Child Survival (PLANSI), which will be the principal
provider in the Project. llowever, for SESPAS to receive funds under the
Project, it must present to the Project Ixecutive Committee and the Technleal
Secretariat the program plan cited above. The plan will have to meet the
criteria established by the Executive Committee with advice from the C/PWO,

Category Two consists of PVO providers that have a
substantial service delivery network and staff capable of delivering the
interventions proposed by the Project. These PWs will be eligible to receive
Project resources and TA under a sub-grant with the C/PV0. Category Two PVOs
that meet the selection criteria will be assisted through access to the
Project's training programs, technical assistance, educational materials and
some funds for improved operations.

Category Three PVOs are small provider organizations who,
once they meet the selection criteria, will have access to the Project's
training facilities, educational materials and technical assistance. However,
funds will not be provided to these PVOs,

The C/PV0, in consultation with the Executive Commitktee and
USAID, will develop criteria for selecting participating provider
organizations. For instance, illustrative criteria for a Category Two private
provider might include:

= Have a service delivery capacity of paid or voluntecr workers
at the community level to implement at least one child
survival {ntervention;

= lHave a service population of at lecast 500 households;

~ Work in the geographic area covered by the Project,
preferably not in some area covered by other providers;

=~ Have a core staff capable of preparing a program plan, with
TA from the C/PW, and implementing the plan according to the
agreed upon schedule;

~ Have data coliection capacity and formally agree to
participate in the Project's information system; and

= Meet A.I.D. standards for accounting, reporting and financial
controls,
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(3) Contracting for Support Services, Including Procurement of
Project Equipment.

In addition to utilizing its own personnel, the C/PV0 may
subcontract for services using USAID approved contracting procedures. For
instance, the C/PVO may wish to contract for the development of training
materials or mass media educational messages. ‘The C/PV0O will also be expected
to procure most Project equipment and supplies (except for those needed
immediately upon the C/PV0's arrival, which USAID might procure in advance),
arrange shipping and conduct in-country arrival checks, inventories, storage
and distribution to end users. (See Annex 9, Procurement Plan).

(4) Provide Technical Assistance and Informatcion.

The C/PVO shall provide technical assistance and information
to the implementing agencies or subgrantees in the following health und
administrative areas:

0 Diarrheal discase control, maternal/child nutrition, and
Infectious respiratory diseases;

0 lHealth services planning, programming and budgeting;

0 Training methods, curriculum development and development of
training materials;

0 Management information systems and evaluation;
0 Social marketing and mass media publicity and users education;
0 Self-financing mechanisms for program sustainabilicy;

0 Commodity procurement; and
0 Supervisory systems.

Technical assistance will be provided by a combination of
long term C/PVO personncl and short term advisors. TA from relevant
centrally-funded Project such as PRITECH and HEALTICOM will be requested as
needed. (Sce Annex 8, Technical Assistance Plan).

The C/PV0 will provide up~to-date technleal information on
the specific interventions promoted by the Project by means of in-service

training programs, technical bulletins, or other me:ans they may devisa,

(5) Developing and Producing Fducational Materials

Educational materifals will be developed under the supervision
of the C/PV0O to explain the value and use of cach of the servicos ra ha



- 36 -

delivered by the Project. The Project will draw upon already developed and
tested materials whenever possible, particularly the growth monitoriag
educational materials prepared by CRS and Caritas Dominicana in the Applied
Nutrition Education Project. New materials will be developed as needed based
on an assessment (which will be conducted during Phase One of the Project) of
existing materials in the DR and elsewhere,

In all cases, the educational materials will be developed
using social marketing criteria, tested and put into final before broad scale
training of the promoters and supervisors. The materials will be designed to
prompt the promoter to deliver uniform messages that will assist the listener
to adopt the desired improved health behaviors. By making the materials
available to the promoters and supervisors during training, they will have
ample time to practice, receive coaching and gain confidence in the use of the
materials before returning home. In the development of the educational
materials, the C/PVO will either carry out the task with its owv personnel or
subcontract the function with a qualified firm.

(6) Designing and Implementing Staff Training

Training of staff to carry out the Project will be directed
at three major groups: (1) health workers and their supervisors, (2) medical
personnel (mainly from SESPAS) who will be providing curative and support
services to the community health workers and their clients, and (3)
administrators of health programs in the private and public sectors who will
participate in the Project.

As each of these trainee groups has different needs and
points of departure duc to their prior training and experience, they will be
trained through different systems, under the direction of the C/PVO., The
common elements in the training will be (1) baslc content regarding child
survival technology, (2) training methodology which emphasizes hands+-on, adult
learning techniques rather than extensive lecturing or reading requirements,
and (3) tralning in program organization, supervision and administrarlon which
will assurc the trainces' familiarity with thelr role In the overall delivery
system. Wherever possible, staff of public and private agencles will be
trained together, assuring uniformity of content of messages, and offering an
opportunity for lmproved ficld coordinatlon aund sharing of experience.

The content will be developed In a set of training materials
that carry forward in learnable modules the basic messages and treatrments of
the program in each intervention or type of service. For the training
directed at medical personnel, the materials and methods will be developed 1n
cooperation with the Dominican Pediatric Society, following an assessment of
the present state of knowledge and practice among doctors and nurses treating
infants, and children, as well as obstetricians/gynecologists treating
expectant and lactating mothers.
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The training for health workers will be developed in
cooperation with the training arm of SESPAS (CENACES) and the training staffs
of the principal PVOs involved in public health. The courses will be ongoing,
building on what had becn previously taught to the various health staff.
Initial training will last approximately 1 to 2 wecks followed by courses
every 3 months of 1 to 3 days. At each successive session, additional topics
will be learned, or morec depth of information and skill will be imparted in
topics already covered. 1In addition to imparting new skills and knowledge,
the staff training program will also serve to monitor and supervise frogram
implementation. These periodic training sessions will also serve as a focal
point to discuss program implementation problems and allow trainers to
evaluate health personnel progress in absorbing and utilizing information
given to them. Additionally, the supervisors of prowoters will receive
pecial truining to equip them with the skills to deliver tralning sesslons
directly to their promoters and community groups as well as perform on the job
training with the promoters.

The C/PV0 will develop a cadre of lead or master trainers,
based on assessments and observed performance. ‘These lead trainers will work
with each training orgunization (with frequent tests with the trainee groups)
to prepare training methods and content modules. ‘'the lead trainers wili in
turn train other trainers within the implementing agencies. The ultimate
objective is a training network which continues within each executing agency,
using a consistent set of matcrials and training methods. The C/PVO will be
responsible for setting up the system, bringing in subject-matter speclalists
as well as advisors in training methods and materials, As the training system
1s established and beginuning to be extended, the C/FVO will conduct periodic
assessments to ascertain whether the content and methods are being maintained,
whether modifications arc required, and whether content and methods arc being
transferred as efficiently and effectively as expected.

One of the most challenging efforts of the C/PVO will be to
establish a standard of content and methods during the start-up periad, to
develop and test the approach and begin selection and training of trainers,
and then to expand the coverage of the system without sacrificing quulity,
Consistency and quality of training will be one of the key instruments in the
success of this Project, and the ability to quickly mount a large-scale effort
will be a key measure of the C/PVO's performance.

(7) Upgrading Supervisory System.

The C/PVO will assist SESPAS and the participating PVOs to
improve their supervision of community-based workers. The supervisory system
will be designed and instilled in the field staffs to provide coaching and
on-going, on-the-job training of promoters. Building on clear job
descriptions and lines of communication, the supervisory system will establish
work performance objectives for workers at each level. Evaluation of worker
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performance will be based upon an information system that tracks the effects
of the program on the target population in terms of improved health. In other
words, each promoter will be evaluated, among other things, according to the
degree to which the population under his/her jurisdiction conforms to the
health behaviors stressed by the program (i.e. children with immunization
cards up-to-date, mothers who breastfeed and limit the use of bottle, etec.).
Thus, information obtained through the Project MIS will be reviewed to
determine which service delivery workers are (or are not) performing within
the accepted norms of the program.

To strengthen thelr performance, as suggested in the "Lessons
Learned" (See Annex 3), supervisors' basic supervision skills will be
enhanced, including ways to motivate workers to perform better.

In the SESPAS rural health delivery systeums, comnunity-level
supervisors are located at or near rural clinics and are responsible for
supervising 6-10 promoters, depending on geography and population deunsity.
Under this Project, a "delivery team" concept will be established, uuilizing
the community level supervisors and promoters as the basic work team. 'The
performance of Individual promoters will be combined to determine the
performance of the team as a whole, thus permitting a comparison of
performance among teams. Different Incentive systems which reward high
quality performance will be tested as part of Phases Two and Tree of the
Project.

Lastly, to assist supervisors to perform their job
responsibilities, several alternatives will be examined to assist them in
buying motorcycles, instead of donating vechicles to them, with its well known
consequences. The Project will test alternative funding schemes that promote
operator responsibility and vehicle longevity.

(8) Designing and Organizing A logistics Support System

The purpose of the logistics support system is to assure a
smooth flow of equipment, supplies, and other support materials through the
health delivery system, Beginning in Phase One, the C/PVO will carry out the
initial major procurcment of Project equipment and supplies. 1Included in this
procurement will be office equipment for the C/PVO, supplies needed to develop
training and educational materials, vehicles and work related equlpment for
field staff, such as scales for welghing of ebildren in Lhe growth menitoring
component of the program (See Procurement Plan in Annex 9).  Once the initial
procurement orders have been placed, the C/PVO will set up a logistics system
for receiving, lnventorying, storage, and distribution of Project equipment
and supplies. The system will establish a central storage area and assure
timely delivery of supplies ro participating agencies, who will be charged
with the responsibility to assure that community level workers receive the
necessary educational materials, reporting forms, scales and ORT supplies for
their daily work.
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Since training is a major function of the Project, the
logistics system will make sure appropriate training sites are selected and
that transportation and living costs reach the participants in a timcly
basis. The C/PVO, in coordination with the Health Systems Managemen! project
team, will work with SESPAS to establish a well-controlled yet respousive
mechanism at the Regional Offices to make payments for approved expenses to
all individuals being trained under the project. lhis will be a covenant of
the Grant Agreement, with a time limit of 120 days after signing the Agreement.

(9) Designing and Implanting an Information and Reporting System.

The information and reporting system will be developed with

TA from the C/PVO and will provide information in two broad areas: health
actions and impact, and administrative support. Administrative support
information systems include financial accounting and reporting, procurcuent
status and recelving reports, inventory of properties, status of Pro ject
supplies, and vehicle use and repair. ‘There is ample experience in the
development and functioning of these reporting mechanisms whlch shall be
Instituted by the C/PVO in consultation with USA LD and other user groups.

The health information system will be an integral parc of the
overall health system. ‘he information system will provide timely information
relevant to each service delivery level in the propram, starting with
promotors and supervisors, and rural clinics and other service delivery
centers, and regional offices and ending with decision makers at the central
or national level. Unlike many information systems that have been reviewed
for inclusion in this Project, the proposed Inforwation system will hLe
designed to reinforce the family, promoter and supervisory behaviors stressed
by the Project. For example, mothers will be instructed on the use and
importance of their child's growth chart and immunization record giving them
the necessary knowledge to take corrective action when a child stops paining
weight. A record of prowmoter visits to the family will be malntained ln the
home so that it is accessible t the supervisor for review. Family rvecords
will be simplified so as to permit the promoter to record major interventions
and highlight the next scheduled events, i.e., immunizations due and prenatal
checkups for pregnant mothers. Like the growth chart which indicates the
growth of a children to a mothler, the family records will give the promoter a
health status profilc of all the families under hor jurisdiction.

The following is a proposed list of minimum health
Information and reporting instruments that will be managed by the promoter.
Thie promoter will be iuntroduced to each instrument during his/her training and
supervisors will reinforce thelr application during scheduled supervisory
visits,

The prowmoter will prepare a Community map showlng each
houschold, major public buildings (clinics, schools and churches), roads and
paths, and resources, such as water pumps, garbage dump and irrigatlion
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1
3

canals., The map will help the prapoter visualize her service area, the
location of his/her clients, and w\ll allow ner to plan her visits. The map
will be used to identify households\with children under the age of 5, pregnant
mothers, malnourished children apd dthers who nced special attention from the
promoter, '

The promoter will est\iblish and maintain a Family Health
Record system consisting of at least tl\e following information: name and
birth date of every family member resid\ng in the household, years of
education, immunization status and date Vof vaccination (for each targeted
vaccination), parity of all women of child bearing age, pregnancy status of
women of child bearing age at the time of\the visit, family planning method,
date of last pap smear, certain environmer\:al and socio-economic information
(e.g., type of sanitation and water system)\ connection to electricity and gas
lines, radio/TV in the household). Accompalying this record will be a
duplicate copy of child growth charts of thel family. This record will
accompany the promoter when a house is visit\d. These data are among the most
important for the Project in that they form t\e basis for program monitoring
and evaluation,

A Vital Events Register will also be waintained by the
promoter. Births and deaths will be reported 1ii\ the information system as
they occur,

The promoter will complete a Prorter's Activity Report on a
monthly or quarterly basis sunmarizing his/her actdvities, vital events, and
the health status of the families in the catchment ‘rea. At the family level,
growth monitoring cards, immunization record cards, \aind promoter home visit
card will be kept.

The Supervisor will receive the Proupter's Monthly cor
Quarterly (to be determined by the C/PW) Ativity Reort, compile and compare
the information for his/her impact area and forward thy information to the
regional level. Promoters who report performance withi\n or above the
acceptable norms will be congratulated and those who fa\l below the norm will
be visited more frequently to rectify the problems encoultered.

The C/PVO is encouraged to consider the Mntroductiorn of
computers to facilitate the processing of this volume of i\formation.
Computers when applied to data processing similar to what WN\s proposed here,
are known to save time, reduce errors and save money in thel\long run, Before
the information system is computerized, the C/PVO will prescit to USAID the
results of a feasibility study which assesses the contributicw of the computer
compared to a manual system in terws of cost, speed, operator\personnel and
long-term maintenance. \\

Another key element of the Project's information system will
be a bi-monthly newslotter to be distributed to all persons and organizations
working in any way with the Project. The purpose of the newsletter is to
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diminish the isolation often experienced by field workers who do not have the
opportunity to understand how the work that they do contribute to a large
health improvement effort. By highlighting outstanding performance, the
newsletter will provide an incentive for other supervisors and workers to
follow, Also, the newsletter will provide updates on technical information
presonted in simple form. Using a newspaper-like format, the newsleiter will
have feature stories, recipes for low-cost nutrition meals, training schedules
and other administrative information, and ample pictures of familiar places
and people engaged in child survival activities.

(10) Designing and Overseeing an Evaluation System

Building upon the data available through the information and
reporting system, the C/PVO will design and oversee an evaluation sy:tem that
complies with A.I.D.'s Health Information System requirements for child
survival Projects. Under this recently developed system, Tier I infecrmation
will be made available from the Project Information and Reporting System
described in the section above. lHowever, until the information and reporting
system has proved reliable on a broad scale, the Project will estimate Tier I
information through a sentinel or sample site information system. Miis system
will be phased out as the Information System becomes operational. Tier II
information, which deals with health service delivery coverage and the quality
of those services, will be addressed to some extent by the Information and
Reporting System. However, special studies will be conducted to verify this
data through observation and interviews. It is contemplated that thezse studies
will be carried out by CENISMI, a Dominican research group with ties to SESPAS
and the Robert Reid Cabral Children's lHospital of Santo Domingo.

A process and impact evaluation is scheduled at the mid-point
of the Project (1989), Based on this evaluation, Project management or design
modifications can be made. Also, based on the findings, additional funds may
be requested to allow replication of the Project in other regions of the
country. Tier III information, which deals with demographic indicators and
effects of the program on these, will be conducted at the completion of the
Project through an updated Demographic Health Survey,

The final evaluation will follow the ALD Evaluation
Supplement to Handhook 3, as well as answer the information requested by
A.I.D.'s Health Information System.  An extended Lessons Learned sectlon of
the PES will be developed for sharing the expericnced gained under t! s
Project with other A.I.D. Missions that are planning or operating sinilar
Projects.

(11) Operational Rescarch

Operational research will be carried out by the C/PVS through
CENISMI and in coordination with parcicipating Institutions. Some operatlional
research will be conducted before implementatlon of certain Proiect
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activities. Other rasearch, focusing on technical, managerial and
administrative aspects of the Project, will be carried out under nomal
conditions and within the context of the program.

Specific topics to be addressed will be determined during
Project implementation, depending on Project neceds and priorities at the
time. 1In this way, the operational research component will not only supply
the Project with needed information to meet the Project's objectives, but will
also encourage both professional and auxiliary personnel to develop a critical
approach regarding Project implementation and eventual Project modification.
More practical recommendations and solutions are expected as a result or the
Project staff's direct involvement.

Examples of types of research that might be conducted are:
knowledge, attitudes and practices of the community and local health personnel
regarding acute respiratory ailments; cost effectiveness of the program;
nutritional enrichment of oral rehydration packets and home solutions; and
alternative incentives for community health proumoters.

The matrix on the following pages illustrates how the key
functions and resources will be applied in each of the child survival services,

(12) Ixpanding Mass Media Publicity,

To create awareness and increase utilization of the services
offcred by the Project, the C/PVO will develop on its own or under contract
three forms of mass media publicity: posters, newspapers articles, and radio
and television spot educational messages. At least one poster will he
developed to support each of the major interventions in addition to posters
that encourage support for the community health worker or promoter as a person
families can depend upon to improve the health of thelr children. Well placed
newspaper articles will inform decision makers of the Project, its purpose and
accomplishments. While radio and TV educational messages will encourage use
of the Project's services stressing the importance of immunization, lLreast
feeding, prenatal care and birth spacing, all educational messages and
publicity will be designed using social marketing techniques and post tested
to verify comprehension by the intended audience,

(13) Building and Maintaining Linkages with Other PVO and Donor
Activities lncluding Peace Corps.

USAID is aware of the availability of considerable resources
from PVOs and other agencies for child survival activities during the next few
years. Not only have the major donors been identified, but also, by means of
the institutional analysis, a sizable number of PVOs and community development
entities that deliver health and social services in the target area have been
catalogued. To make maximum use of the resources available through the
Project and those in the hands of exlsting groups, coordinating
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committees will be established at the central and regional levels of the
delivery network. At the central level, the Project's Executive Committee to
coordinate activities between the major partners including the SESPA%, the
C/PVO, USAID and the ma jor PV0s, such as CARE, CRS, and FUDECO, Also, the
C/PVO staff will maintain technical liaison with the child survival uctivities
to be initiated by UNICEF and PAHO. By means of the International Hoalth
Donors' Committee in Santo Domingo, UNICEF, PAHO, IDB and A.I.D. alrcady meet
to share information on future investments and plans that affect members'
programs. ‘This donor forum is expected to continue for the life of roject,

At the regional level, the Reglonal Coordinating Conmittee
will contain representation of the major implementing private and public
sector providers and will serve as a body to facilitate implementation of
Project activities.

Both the Executive and Regional Coordinating Commitrees will
receive regular reports (rom the Project's information system. Any
difficulties in implementation will be openly discussed and resolved.

The Peace Corps program in the DR has been involved in this
Project from the beginning of its design and Peace Corps Volunteers {PCVs)
have participated with tlie collection of background information. Civen the
fact that the Peace Corps in the DR is already involved in child survival
activities, the C/PVO and the implementing organizations will be encouraged to
seek PCV particlpation in the Project. lealth volunteers can serve in a wide
varlety of service delivery and administrative roles lmparting skills to their
counterparts.
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D. Project Inputs

This section provides a summary of the principal inputs for Ihe
Project, Additional discussion and tables related to the financing of the

project are in Financial Analysis (Section V-E), and in Annex 10,

1. A.1.D., Resources for Project (US$4,652,000)

a. Project Administration (US$2,144,000)

The C/PVO will be expected to provide a project managerent and
technical assistance team that includes three groups: (1) resident e¢xpatriate
manager/technicians; (2) short-term subject matter specialists, and (3)
locally hired technicians and administrators. Lach group is discusscd below,
followed by mention of other professional services that will be nceded on-site.

(1) Resildent Expatriate Staff

This will include a Chief of Party (42 person/months),
acting essentially as the Project Director, and reporting to the Lxecutive
Committee. This person will be a manager based in Santo Domingo, with overall
technical coordination responsibilities to oversce design, planning, and
content matters., Two Regional Child Survival specialists (42 person/months
each) will also be part of the resident team, to be based in Regions LV and
V1. Each member of the resident staff will work on the Project for 42
person-months,

(2) Short-term Specialists

Short-term expertise 1s cxpected to be required ia the
following arcas and levels of effort:

lraining Methods and Curriculum Development (6
person-months): This individual will work on establishing the trainiag
system, including the identification and retraining if needed of lead trainers
to conform to the training approach and scope of training activities demanded
by the Project.

Training Materials Development (4 person-months): Working
with the methods/curriculum speciallst, this person will provide guidance to
the in-country tralning team in developing training materials for eachu of the
target groups of trainces.

Management Information/hvuluut@g& (6 person-months): This
expert will advise all participating entities on the design, operation,
appropriate use of electronic data processing, and uses of a management
information system that supports operational resecarch, management decisions,
and evaluatfon requircments,
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Mass Media/Publicity (4 person-months): 'This person will
help to develop public information campaigns in various media, logos and other
means of identifying the project and its messages, and giving them wide
exposure,

Child Health (3 person-months): This person will augment
the expertise of the resident tean, being a source of current knowledge of
solutions to special problems that miy arise in relation to ORY, nutrition,
infectious diseases, and related matters.

Procurcment/Logistics (1 person—month): This individual
will provide support in the design of the logistics system, and backstop the
procurement c¢fforts of the Project.

(3) Local Staff

We ancicipate that the C/PVU will require the services of
the following locally recruited personnel:

Finunc@g}/Procurcment Management:  This person's job is to
control the project accounts, and advise PVO'S on financial managemert; and to
supervise and track procurcment activities. Working for this person will be
one fulltime accountant, a half-time auditor, and un administrative asslstant,

Clerical and other Support: 'The C/PVO will require at
least two secretaries/Lypists (one bilingual), and a messenger/driver.

In addition, the C/PVO will require a number of other
specialized services for significant periods of time, including those of
senior trainers, materials developers and producers, and information
system/computer specialists., The C/PVOs applying for assistance will be given
the option of engaging these services by the method they see as being most
cost/effective, whether as additional staff, under individual purchase orders,
or through orgunizational subcontracts,

Other inputs to be finauced by these funds inelude the
USPSC Project Manager, evaluations, and audits.

b. Service Delivery (Us$2,508,000)

(1) Rapid Kesponse
The A.Ll.D. resources that will be provided to selected
agencies immediately on project startup total US$487,000, allocated as follows:

(a)  Commodities (US$311,000)

These funds will be primarily used for advance purchase
by USAID ol all project vehicles, and scales to weiph children, and
miscellancous light ficld cquipment or office cquipment for PVOs,
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b. Educational Materials (US$121,000)

These funds will be used to print existing educational
materials, principally from the ANEP, for use by existing PVO and SE5PAS
nutrition teams,

c. Budget Support (US$40,000)

Grants will be made to selected community-level PVOs, and
to larger ones like Caritas and FUDECO to finance promoter expenses .and
planned service expansion of selected activities.

d. Training (Us$15,000)
Short intensive training will be given to servica center
staffs and promoters in proven existing technologics, such as growth

monitoring, ORT and breastfeeding.

(2) Service Improvement

The major, long-term effort of the C/PVO working wi:h the
delivery system will utilize Project resources totalling US$2,021,000 in the
tollowing manner:

(a)  lraining (US$1,262,000)

Approximately 4,000 persons will be trained under the
project, including 1,500 promoters and 1,400 medical personnel and o:her
health practitioners. A.,I.D, funds will be used for development of :he
training program and related training and educational materials, payment of
lead trainers to test the training design and train other trainers, and social
marketing/mass media campaigns.,

(b)  Commodities (US$143,000)
Included here are the computers and word procussors for
the M1S and training materials development activities, audio-visual equipment,

growth monitoring records, cassette players and supplies for use by promoters,

(c)  Budget Support (US$360,000)

These funds will be to support incremental cash
requirements of PVOs applying for subgrants, Bascd on submitted proposals,
these subgrants will be used for limited additional staff, consultant help,
stipends or other expecuscs for for voluntcer workers, etc,
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(d) Management and Evaluation Informaticn (US$256,000)

While many of the resources identified above will have
institutional strengthening effects, particularly the training, the funds
allocated here are primarily focused on a key management and evaluation tool
for the project, the community-based wanagement information system. These
funds will be used for technical assistance and supplies to be used in data
collection and analysis,

2. GODR Resources for Service Delivery (the equivalent of US$3,350,000)

a. Rapid Response

The GODR will allocate the equivalent of US$187,000 of
counterpart funds as follows:

(1) Training (US$82,000)

This will be used to begin training Regional SESPAS
personnel in the approach and content of the program.

(2) Budget Support (US$105,000)

These funds will be used primarily for supplies related to
the services to be provided immediately, mainly ORS and medieines for ARI,

b. Service luprovement

The GODR will dedicate the equivalent of US$3,163,000 to the
program, allocated as follows:

(1) Training/Social Marketing (US$1,168,000)

Counterpart funds will finauce the per diems of Lrainees,
and expenses of trainers (including specialized training of medical personnel
by the Domlnican Pediatric Society) for the training mentioned above, and
contributions of time or space by local media to the social wmarketing
activities.

(2)  Budget Support (the equivalent of U$$1,995,000)

This includes the counterpart contribution from the Local
Currency Program to support SESPAS expenses dlrectly related to this Project,
and estimated in-kind contribution of promoters' time, space to hold training
workshops and conferences, cte.

The Tables on the following puges show the budget of the
Project displayed in accord with the major activities, and a summary budget by
inputs.



TABLE 1
CHILD SURVIVAL
SUMMARY BUDGET BY MAJOR ACTIVITY

AID COUNTERPART GRAND
IRPUTS FX LC TOTAL LC IN KIND TOTAL TOTAL
Project Administration
Techn. Assist. 1,318 576 1,894 1,894
Evaluations 100 100 200 200
Audit 50 50 50
1,418 726 2,144 2,144
Service Delivery
Rapid Response
Conmodities 309 2 311 311
Educ.Materials 121 121 : 121
Budget Support 40 40 55 50 105 145
Training 15 15 82 82 97
Subtotal 309 178 487 137 50 187 674
Service Improvements
Training:
Salaries and Perdiem 286 286 1,143 1,143 1,429
Educational material 916 916 916
Social Marketing 60 60 25 25 85
Coanmodities 120 23 143 143
Budget Support 360 360 1,045 950 1,995 2,355
Mgt & Lvail. Info 256 256 255
Subtotal 120 1,901 2,021 2,188 975 3,163 5,184

TOTAL 1,847 2,805 4,652 2,325 1,025 3,350 8,002



Table 2
CHILD SURVIVAL
SUMMARY BUDGET BY INPUTS

(US$000)
A.T1.D. Counterpart

Grand
Inputs FX LC Total LC In Kind Total Grand Total
Technical Assistance 1,382 832 2,214 2,214
Training 56 1,403 1,459 1,225 25 1,250 2,709
Comnodities 309 20 329 329
Budget Support (Subgrants) 400 400 1,100 1,000 2,100 2,500
Evaluation 100 100 200 200
Audit 50 50 50

TOTAL 1,847 2,804 4,652 2,325 1,025 3,350 8,002
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IV. PROJECY IMPLEMENTATION

A. Orpanization and Implementing Responsibilities

This section focuses on the role of each participant in the program
including USAID, the coordinating PVO, executing PVOs, SESPAS central level
and regional offices, and other GODR organizations., The chart on the
following page 1llustrates the organization of the Project.

USAID will review the proposals received from qualified PVOs
interested in being the coordinating PVO, Their proposals will refine and
flesh out the major design elements discussed above. USAID, in consultacion
with the GODR, will select the C/PVO from the applicants for assistarce. A
PSC Child Survival Specialist will functlon as Project Officer in the Healch
and Population Division to monltor the action plans and implementaticn by the
C/PVO of the Project. This individual will participate in planning, meetings
of key committees, and operational research and evaluations.

The Coordinating PVO will have detailed design and operational
responsibllity for all Project components under a cooperative agreement with
A.L,D. that allows for substantial involvement by A.L.D, in
reviewing/approving stafling, subcontracts, plans, and training or educational
materials,

The Executive Committee consisting of SLESPAS and local PVO
representatives will serve as an advisory board to the project and
Coordinating »VO. 1ts function will be to revicew and advise on implementatlon
plans for the entire Project, and Project budgets. They will oversee
implementation, attempt to resolve conflicts between the parties uand suggest
corrective actions,

Implementing PVOs will be subgrantees or receive in-kind support to
carry out the field services of the Project.

SESPAS will implement services in the selected regions with their own
budget and local currency counterpart resources, supplemented by the technical
advice, materials, and training support offered by the C/PVO,

Community groups, health committees, church groups, mothers' clubs,
will help to promote the program, with assistance from PVO and SESPAY
promoters and supervisors, and receive education and other services from the
Project.

The chart on the following page illustrates the Project structure.
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Child Survival Project
Proposed Structure and Functions

Functions Structure
by Level
:Coordination : ¢ Executive ;—m———we-
:Monitoring and : : Committee ¢
:Evaluation : !
1
1
:
sProject ¢ iTechnical Support:---: Project e
:Planning, - : : Director :
:Development : : Coord. PVO :
sand : ¢ Training System :=--/. ! .
sAdministration: . : .
]
L z '
: : ¢ PVOs : :SkSPAS :
Project I : : 3

* ®s ws as
-

:Community CGroups: :Region : : Kegion
:Committec: : Committce

¢lmplementation

: USAID
: PVOs
:_SESPAs:

: Financial

s and
¢ Administratlve;
:_Supporct :

:0ther CGODR :
sO0rganizations:
'




Phase I - Rapid Response and Installation of C/PVO
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B. Implementation Plan: Schedule of Principal Events

During this phase, USAID will assist SESPAS and the
PVOs to carry out a series of activities to deliver
child survival interventions in a short time frame.
These actions will build upon the existing capabil-

ities of the participating organizations. USAID

will also select the C/PVO.

take place:

10.

11.

12,

13

14,

Project Authorization signed (USAID)
Project Agreement signed (USAID)

Issue Request for Application to
Int'l PVOs (USAID)

Issue PI0/C for initial procurement (USAID)

Contract local firm to prepare rapid
response programs with PVOs

Organlze Lxecutive Coumittee

Preparc Coop. Agreement (USAID)
Contract CS Advisor (USALD)

Deadline to receive C/PVO applications
Review and select C/PVO (USAID)

Review rapid response proposals submitted
by SESPAS and PVOs

C/PVO Long Term Staff arrive;
Est., office, hire local staff

C/PVO to fund rapid response programs

ST TA arrives to work with SESPAS & PVOs to:

~ Complete definition of interventions
~ Establish implementation plan

= Finalize TA, training and procurement plans

The following tasks will

(Months 0 - €),

September, 1487

September, 1987

October, 1987

October, 1987

October, 1987
October, 1987
November,1987
November, 1987
November, 1987

December, 1987

December, 1987

Jan-Feb, 1988
February, 1988

March, 1Y88
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Phase IT ~ Service Improvement Start Up

During this phase the rapid response actions will
be implemented with funding proyided through

the C/PVO. The C/PVO will also begin work on the
longer term service improvements:

1. Issue Procurement No. 2 (C/PV0O)

2,  Assess SESPAS and PVO information, logistics,
and supervisory systems.

3. Provide TA to PVOs and SESPAS in program
planning/application for subgrants of
AID and LC funds

4. Est. information, lopistics and supervisory
systems.,

5. Developwent of field test and reproduce
training and educational materials for
staff and beneficiaries

6. Develop mass media education/publicity
campaign material

7 Finalize implementation plan for services
and training delivery in Reg. 1y, VI

and Sunto Domingo.

8. SESPAS and PVOs to make formal
application for projuct and LC subgrants

9. Select training centers

10. PVOs and SESPAS to sclect and pre-test
supervisors and promoters for training

Phase III - Service luwprovement Implementation

This phase is dedicated to the in-depth training
and retraining of provider personnel in all
interventions in a sequential manner. Personnel
will receive full sets of cquipment and education
materials to be fully functional. Support
systems will be installed and working

1, Commence in-depth training of provided
staff

(Months 7-10)%

March, 1988,

March, 1988.

March, 1988.

March~Dec., 1988.

March=Dec., 1988
April, 1988
April, 1988
April, 1988

April, 1Y88.

May=June 198&

(Months 11-4&)

July, 1988
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2. Distribute support materials July, 1988

3. Implement information, logistics and July, 1988
supervisory systems

4, Complete implementation of the adminis- August, 1988
trative improvements proposed by the
Health Systems Management project in
Regions IV and VI

3. Conduct mid-term evaluation Sept = Oct,, 198Y

6. Develop plans for replication in new Oct - Nov., 1989
health regions.

Phase IV - Program Expansion

To be determined by Project evaluations and funding available.

C. Project Monitoring/Evaluation are discussed in some detall above in
the Service lmprovement Scction. The C/PVC will be expected to develop a more
detailed evaluation plan for USAID approval.

D. Conditions, Covenants and Negotiating Status

The initial grantee will be the Technical Secretariat, which has
agreed in writing to appoint USAID as its agent tuv manage the AlD funds, most
of which will be dedicated to the Cooperative Agrecment with the C/PVO. Under
this arrangement, there is no need for conditions precedent, other than a
legal opinion and the appointment of a TSP representative to participate in
the Executive Committec. The Covernment of the Dominican Republic should
covenant to support for child survival, and agrec:

1. To promptly approve, provide adequate budgets and allocation of
local currency to all participating public and private agencies during the
life of Project period;

2. To establish within SESPAS no later than 120 days after signing
this agreement a decentralized revolving fund arrangement in the selcected
regions that will allow for timely payment of support costs for field
personnel.

J. To allocate, by year 3 of the Project, sufficient operating
funds from the SESPAS budget to sustain recurring costs of materials and
maintenance of equipment in the target regions. The Health Systems Management
Project within SESPAS can assist in the design and establishment of this
mechanism.
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v. PROJECT ANALYSES

A. Technical Analysis: Xey Factors in Child Mortality and Morbidity and
Preferred Interventions

This section provides a description of the key factors affecting child
survival and how they interact, and of the technologies that are mos:
frequently and feasibly applied to these factors and will be applied in this

Project,

1. Malnutrition and Infection: The Vicious Cycle

Health for a child starts before birth. The birth weight (B.W.) of
a child is the most important factor in its chances for survival, Those
infants born with low B.W. of less than 5.5 pounds (2500 gms), experience
higher mortality through the first year ol life und beyond.

A poor nutritional state of the mother, both before und during
pregnancy, 1is the most common cause of low B.W. of an infant., A women's
nutrient and caloric neceds rise during pregnancy aud increase further when
breast feeding. Thercfore, a women who does not allow her body to reccover
from the nutritional loss hag handicapped the life of her newborn frem the
start, This, along with numerous pregnancies and short birth intervals, are
lwportant risk factors for low B.W. babies.

Nutrition plays a major role in the survival of a child during the
4-6 month period between birth and the weaning period when supplementation of
breastmilk begins. It is at this time that breastleeding is of major
importance. During this time period the birthweight will double, as all
internal organs grow and develop.  This is the most critical time of a child's
growth process, when health Is very sensitive to interruptions due to cither
inadequate nutrltion or infection. Breastmilk particularly aids in providing
a balanced diet and natural protection from discases.  Breastfeeding is
essential. Ilnfants who are weaned early or never breastfed at all are at
significantly higher risl of illness, walnutrition and death,

Beyond the age of 6 months, breasticeding alone will not meet the
nutritional needs of an infant, as most nutrient needs double. Change in body
organs during this time and an increased exposure Lo outside environmental
factors all play a part in the basic readiness and nced to accept solld
foods., The new supplemental dicet tntroduces the child to common contuminants
in foods and water, while greater mobility brings him in touch with a range of
new diseascs carried by children and adults, Also, the passive lmmunity
inherited from the mother has begun to decline., As a result, the weaning
period 1s marked by frequent illness., These 1llnesses include both
respiratory and dlarrheal discases, as well as the mwajor childhood contagious
diseases (mcasles, pertussis, cte.).
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It is at this time that the child's diet changes from biologically
determined to socially determined. Essential nutrients are often lacking in
traditional weaning diets. These diets frequently lack protein, vitswmin A,
and E, and as a result they are at increased risk of malnutrition during the
weaning period. TFoods for young children have to be of high nutritional
density, with more calories per given amount, because while their necds are
high, their stomachs are small. Growth monitoring plays a fundamentsl role in
detecting malnutrition during this time period, indicating a child's immediate
nutritional status and health risk.

The strong interaction between disease and malnutrition stems from
both biological and social causes. While many discases raise a child's
metabolic rate, thus ralsing their food requircments, certain paraslioic
organisms complete for the ingested food, and diarrheal diseases work to
inhibit food absorption. Many times these discasoes occur together, posing an
even greater risk to the child. Socially, when a child 1s sick, the parental
response may be to stop feeding the child, thus further decreasing the child's
nutritional status.

The lack of essential nutrients leads to the Lody's inability to
fight off and resist discase. The child becomes caught in a vicious cycle
that becomes a downward spiral: malnutrition reduces resistance to discase,
and illness results in less food intake, and worscening nutrition statuy, with
higher vulnerability to disease. As the cicle proceeds, both the severity and
duration of discase have been shown to increase, lcading to the higher infant
mortality rate among children who receive an inadequate dlet.,

To combat the cycle discussed above, this project will rely on the
growth monitorlng intervention as its major point ol contact with the family,
Through growth monitoring, prowoters will be able to observe declines in the
child's growth or health in time to take corrective action through either
education of the mother or referral to a health facility, thereby preserving
the normal growth of the child. The response time under accepted growth
monitoring tcchnologies has been shown to be bricf, thus enabling the child to
resume growth rapidly. Crowth monitoring has been used in the Catholic Relief
Service/Caritas Applied Nutrition Education program with considerable success
here in the Dominican Republie, Through the monthly welghing visits of the
promoters to the homes of high risk children (under 2 years of age and/or in
second or third degree malnutrltion), the promoter is able to observe
flrsthand the practlces and habits of the mother with her child as well asg
provide advice to the mother regarding its fmproved care.

Up to the 19705, the established strategy among donor agencics to
combat malnutrltion in the Third World was to iwprove the overall dict of the
country through iwproved lood supply and distribution. llowever, this strategy
was based on the assumption that economic growth and industrialization were
prerequisites to overall heualth improvements., As these assumptions were not
been borne out in the carly 1980s, and infant maluutrition persisted, a noew
approach was nceded.
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Within the carlier strategy, it was thought that programs should
focus on identifying only the seriously malnourished, using the nutrition
surveillance technique. Growth monitoring differs from nutrition
surveillance. Nutrition surveillance was implemented through SESPAS to screen
and identify malpourished children to be referred to other programs such as
nutrition recuperation centers or feeding programs.

During the 1980s, there was a general shift of attitude regarding
the mother's role in improved nutrition and health status. It was thought
that diseases could be anticipated and prevented if the mother was educated
and if a primary health worker system were available to consult with them.
addition to the availability of the primary health care system, it is now
thought that monthly weighings, with promoters giving advice to the mothers
and monitoring the child's growth up to 2 years of age is the preferred

strategy,

In

The promoter is generally a member of the comuwunity, and is
concerned about the welfare and health of community members., The promoter's
work is to follow up on cach case to assure that the mother 1is doing all she
can for the child's health in a broader sense. In this respect, growth
monitoring emphasizes that children should gain weight each month, rather than
categorizing them as to their nutritional status.

2, bDiarrhea

The primary cause of infant and child death in the world today is
diarrheal disease. It is also one of the major contributors to childhood
malnutrition and one of the most frequent causes of childhood illness.

Oral redydration therapy (ORT) is a means for combating these life
threatening diseases through the simple combination of sugar and salt that
forms the solution, and through continual feeding during the diarrheal
episode, many lives have been saved. The solution of sugdar and salt act to to
replenish the electrolytes and water lost from the body during a diarrheal
eplsode. Although this simple solution does not cure diarrhea, it can be
absorbed even during the course of the illness, allowing the body to restore
and maintain its critical fluid balance until the infection subsides.
Continued feeding during this period also aids in the fight against

malnutrition.

ORT is easy to use at home because 1t can be mixed using premixed
packets or made from common home ingredients, which arce inexpensive and
readily available. ORT has been a major medical advancement in child
survival, second only to the advent of vaccines.

During the 19705, improvements in water and sunitation were thought
to be the preferred strategy to combat darrhea and parasites. Inadequute
quantities and quality of water and absent or inadequate sanitary facilitiles
are the principal causes of diarrhea. Due to the high cost involved, donor
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agencies began looking at other ways to combat diarrhea. They redefined their
objective to prevent death from the dehydrating effects of diarrhea through
replacing fluids and electrolytes rather than walting for water sanitation
Projects to prevent the diarrhea itself. Feeding 1s also stressed in order to
control the severity of the nutritional impact on the child.

While ORS 1is effective, the most immediate means to combat
dehydration, DDC also must promote diarrheal case wanagement, emphasizing not
only ORS, but also proper nutrition during the diarrhea episode and beyond.

The effective distribution of ORS packets is critical to tha
success of the program. The Dominican Republic has a good network of
Pharmacies and private and public health centers that can be utilized in a
distribution program. SESPAS 1s presently purchasing ORS packages 3 tlmes a
year to supply their hospitals, rural clinics, pharmacies and health pzrsonnel,

The Dominican Republic, like other countries, has set up Oral
Reydration Units, These units, principally attached to hospitals and rural
clinics, are nsed when the child is brought in by the mother for diarrnea.
Each unit concains the minimum amount of furniture, principally rocking
chairs. The mother is taught how to mix and give the ORS solution to her
child. The mother continues to give the solution to the child until she
learns to do this on his/her own.

3. Acute Respiratory Infections

Acute respiratory infections claim more children's lives, with the
exception of diarrhea, than any other single group ol disease. Climatic
conditions, overcrowding, and poor hygienic practices all play mayor roles in
the causes of this disecase.

ARLs are divided into 2 main categories, upper respiratory tract
and lower respiratory tract infections. Bacterial infections of the lower
respiratory tract are by far the most dangerous.

Children of young age, especlally under one year, with low birth
welght and poor nutritional status, run the greatest risk of becoming .infected
and dying from such ARIs,

In the past, ARls were an area that had been overlooked by the
international health community, possibly due to the lack of a slmple solution
such as ORT. However, Increasing attention has been given to this area, with
the four most important infections (measles, diphtheria, pertussis and
tuberculosis) being targeted by the EPI. This increase in awareness and more
medical improvements, along with better nutrition, sanitatlon and housing
conditions, are all workiug together to produce a more rapid decline of ARL in
developed countries. Similar efforts at early awarcness and treatment are
needed in the developing world.
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In the Dominican Republic, the Project will concentrate ins efforts
on the education of mothers and effective case management and prevention of
ARI. Utilizing the monthly visits for the growth monitoring portion of the
program, promoters will be able to catch ARI in the early stages, ascuring
prowpt attention either by proper case management by the mother or timecly
referral to a health facility. Relatively little has been done with ARI
through the primary health facilities worldwide. Traditionally ARI was
treated on a curative basis with physicians. The World Health Organization
has outlined the prinzipal components neccessary to design and implement an ARI
control program nationwide. This project follows those guidelines which are
built into the activities discussed in Section 111 and Annex 3.

4, Disease Control

Through the World Health Organization's kxpanded Program of
Immunizations (EPI) and the virtual elimination of measles, diphtheria,
pertussis, tetanus, poliamyelitis and tuberculosis in industrialized regions,
the door has been opened to the developing world, putting this goal within
their reach. The ability to control these discases has been achieved, and it
is now a question of the will to take tle necessary steps. While progress
continues to be made, most developing countries lag behind.

Because the targeted diseases strike in infancy, immunization must
take place prior to the child's first birthday. Vaccinations must nct be
given too early, as they may be neutralized by the passive immunity inherited
from the wother, thus leaving a brief period of time toward the end of the
first year within which the child can be vaccinated.

Getting this message to the targeted audience 1s a critical step in
the chain of events., The goals to be achieved are cducating people on the
importance of immunization to children's health, overcoming the
misconconceptions that discourage this, and explaining where and when these
inmunization services arc available. It is a strategy that is simple,
effective and low in cost. Universal coverage can be achileved and sustained;
coordinated and systematic effects are required to support this goal. kEach
disease transmission can be brought to a virtual halt, meaning that even
children that have not been vaccinated are sheltered from infections,
Because, when a child contracts a disease and there is no one for him to pass
it onto, the cpidemic stops before it begins.

In the Dominican Republic, the social soundness surveys have found
"hat the educational messapes are not being delivered with the vaccines, and
that a strong cmphasis ls needed so that mothers know why their children need
imnunizations, and what is vaccine is for.
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5. Birth Spacing

Short birth intervals are a universal health risk for all children
worldwide. It is a risk that effects every socioeconomic level ag wizll, An
interval of 2 years or more without pregnancy provides a simple preventative
measure against such a major life risking factor.

Inadequate intervals between births affect also the health of the
mother, Women who bear children frequently do not have adequate time to
recover from the demands of .+ prior pregnancy and breastfeeding. They are
often physically exhausted, which may cause the birth of a premature,
underweight infant and result in inadequate breastmilk,

Premature and abrupt cessation of breastfeeding is also a mayor
risk to the health of a child, especially when it coincides with a pregnancy,
This added pregnancy jeopardizes the mother aud her survival chances as well.

The culture, cconomics and politics of a nation have a major impact
on any fertility behavior modification program. Although there is
contraceptive technology available for couples to use to effectively plan
births, programs must offer access to family planning information and
concentrate education on the national, familial and individual motivition for
it to be used.

Changes in goals and philosophy are required if deaths from
high-risk fertility are to be significantly reduced. With all the positive
effects on child survival that healthful spacing of births and bearing
children at healthful ages provides, these changes deserve increased attention
in order to improve the chances of child survival,.

6. Conclusion

The technical aspects of the services to be provided are well
known, and a number of them are already being practiced with positive cffects
in the Dominican Republic. Starting on this foundation, with additicnal
technical improvements, tralning, and education of families, the Project
stands an excellent chance of meeting its targets.

B. Institutional Analysis

The institutional analysis was designed to assess the capacity and
interest to participate in the Project of public and private organizations
that provide child survival services —- in esscence, to test the assunption
that existing networks could be built upon to provide the desired services,
and that the kinds of support planned arc appropriate to make the networks
more effective. The purpose was to assess a number of factors, including
existing services being provided and the size and kind of population scrved;
the specific services, elther supplementing or substituting for present
activities, that the institutions might take on; and the needs of the
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organizations that the Project would have to meet in order for them to operate
effectively within the project.

Although the study includes information from Region V as a paint of
comparison (and future expansion area for the Project), this analysis will
focus on the other three regions which will be the initial focus of the
project. The above data show that Region V falls far behind the othars in
coverage 1in all services., This Section covers the PVO network, The SLSPAS
situation is discussed in the Background section, and in Annex 4 (Lessons
Learned). :

As of now, 97 organizations have been assessed, of which 53 are in the
capital, 18 in Southern Kegion VI (Azua/San Juan de la Maguana), 13 in
Southwestern Region IV (Barahona), and 13 in Lastern Region V (Higuey). Out
of this total, 85 are providing either the services coatemplated under the
Project, or related services that contribute to maternal and child health.

1. Existing Organizations and Services

The survey has covered a wide variety of service providers,
including public health clinics and centers (including specialized facilities
for nutrition and maternal/child health), public hospitals, and government
community development programs. Private agencles include church heal:h
dispensaries (both Catholic and Protestant), and communlty organizations
offering health services and education (along with other community development

activities),

While estimates of population served are very rough (record-keeping
is not widely practiced, especially in the private organizations), wce find
that the numbc: of families with children in the target age range that are
being served by the institutions differs widely according to the service
involved. The table on the following page shows the coverage for each service
for the 55 private institutions that gave estimates,

These partlal data (excluding public scctor institutions) show that
the most widely provided services are nutrition~related services and "other
related services". Under “"other related services”, wany organizatiors provide
subsidized milk, a nutritious meal, general pediatric medical examinations and
treatment, medicines, and other education related to pregnancy and infant care.
These are followed by trcatment of ARI, oral rchydration and family planning.
Falling far behind are pre=/post-natal care and immunizations, the latter
presumably because it has been a major effort of SLSPAS, and requires access
to vaccines, a cold chain, and extensive training of vaccinators.

2. Characteristics and Interest Level of Organizations

. There is a loose network of PVOs and community organizations in
. each health region that currently implement the six targetted child survival
services. The majority of these fall into Category Three (small providers who
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are candidates for training, educational materials and technical assistance)
and a minority are Category Two (substantial providers with an outreach
network and staff capable of delivering interventions), The smaller groups
tend to use the service center rather than the outreach mode of delivervy,

The Category Three PVOs and community groups often have strong
credibility in their communities, giving them channels to directly reach the
target group at the household level. They are highly independent, and
coordinate little among themselves, relying on their own creativity and that
of their volunteers, and dedication to service to accomplish what they can.
Groups that are integrated under the framework of the Catholic Church (under
CARITAS or the Pastoral Social) appear to have strong acceptance and impact in
both urban and rural communities, but are also highly independent and variable
in their capacities. Evangelical groups have similar relations that can be
built upon,
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Estimated Service Coverage by VVOs

Type of Service

Nutrition education,
breastfeeding, growth
monitoring

ORS distribution &
education

ARI

Pre~ and post-natal
care, attention to
pPregnant mothers to
prevent low birth wt.

Immunizations

Family planning/birth
spacing

Other related
services

TOTAL NUMBER OF
ORGANIZATIONS:

Region/Population Served

Santo|
Domingo

14,960

9,310

6,250

1,880

375

4,855

5,480

29

Region
Iy

10,760

6,600

15

350

450
1,500
30,500

10

Region

300

210

115

50

1,080

Region
Vi

9,460

880

450

210

360

Total
Servad

35,480

17,000

6,830

2,445

940

6,405

37,760

35
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With a few notable exceptions, the smaller PVOs are weak in all
aspects of administration, from planning to record keeping (on themselves or
their clients), to accounting for funds. Few have had any reason to be
accountable outside the community for their resources or reporting on thelir
accomplishments,. hence they have Jhad little motivation to keep records. Key
personnel operate on a day-to-day basis, and records and work plans are filed
in individual memories.

Virtually all of the organizations contacted expressed interest in
participating in the Project, as shown in the table on the following page.
This includes organizations already performing some form of child survival or
related service, as well as others that have networks that would lend
themselves to delivery of key messages or resources such as ORT. In the
latter group are Mujeres en Desarrollo (MUDE) and the Asociacién Dominicana
para el Desarrollo de la Mujer (ADOPEM)., MUDE works with rural women’s groups
on lncome generation, and ADOPEM has an established network of
microentreprencurs composed mainly of women heads of houscholds in the poor
barrios of Santo Domingo. These fall in Category "wo, and would need
assistance to start working in child survival matters.,

3. Needs of Organizations

There is more than one viewpoint on the needs of the organizations
that are current or potential providers of child survival services; the view
from inside and the one from outside.

The organizations interested in participating in the project
expressed thelr needs as follows:

Region  No. Orgs. lype of Assistance Needed

Tech, Ed, Materials  ‘Tralning LFunds Other
0 (SD) 42 37 39 35 14 4
Iv 18 18 16 17 3 1

VI 13 7 12 / - 3
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Interest in Participation Awong PVOs

Regional Location
Santo Laningo Region 1V Region VI Total

Organizations with

some child survival

service that wish

to participate 32 17 9 58

Organizations with

some CS services

that are not

interested 3 3

Organizations with

related services

that wish to

participate 6 1 3 10

Organizations with
no CS service that
wish to participate 4 1 5

Organizations with
no service and no
interest 8 8

Total Interviewed 53 18 13 84
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"Other" assistance in this case includes support for expanded
physical facilities, visits by medical personnel to a community, and other
resources beyond the scope of the Project. We find it surprising that very
few organizations asked for funding as a high priority, while nearly all rated
technical knowledge, training, and materials as a major need.

The analysts (many of them experienced in running and evaluating
health and population projects) were asked to rate the organizations as
candidates for participation in the project. In the three regions, only one
or two per region were rated as inappropriate., At the same time, the analysts
find that nearly all of the smaller organmizations will require help with
their administration and record keeping, as well as the technical support they
perceive themselves as needing.

4, Conclusions
A review of selected initial surveys and summary data shows that:

1, There is a solid network of agencies that are provicing many
of the scervices planned under the Project.

2. In the capital, the project will rely almost entirely on
private or community groups,

3. Many of the private organizations are accustomed to
accomplishing a lot with a winimum of staff, space, and
financial resources, and while many would like to improve,
cheir nceds are often modest. Most frequently they request
help with training of staff and volunteers, educational and
basic health materials, and technical advice on improving the
quality of their services and educational programs. A few
mention a need for funds, but this is often secendary to the
needs mcntioned above.

4, As few of the private organizations (except for a handful who
have foreign donors assisting them) have any need to report
data on their target population and the level of service they
provide, establishment of regular record~keeping among these
agencles will be a major focus of the Project.

5. Admini{strative capacity varies widely., Financial records,
organizational effectiveness, planning etc. will need
improvement in a number of service providers.,

6. Motivation 1s high to participate in the Project, gencrally
in areas already well known and established, such as
nutrition and ORT, ‘There is also willingness to get .involved
in the less well-known areas, such as ARL, pre-natal care,
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vaccinations, and family planning. The consciousness of ARI
and what to do about it is still low; vaccinations have been
handled by national campaigns or Jat medical facilities; and
family planning, for many groups (especilally Catholic Church
~groups) is still a sensitive and limited area of involvement,

There is clearly a need to establish some norms for these services,
as can be accomplished through a broad training program, a consistenl set of
educational materials, and simple, accurate messages and practices to be
performed by centers that receive clients, and programs that have outreach
activities to identify and reach families.

On most counts we find that the project design is properly focused
on the organizations that have the potential to wmect child survival needs, and
that the kinds of support that are planned (trainiang, materials witch solid
content, and a minimum of cash and equipment) arc appropriate.

C. Social Soundness Analysis

Preliminary findings frow the social sounduess analysis, bascd on a
survey of 400 families (almost exclusively mothers) in the target regions, are
encouraging. ‘They show that there is a strony desire for knowledge und
iwproved practices that mothers, particularly younger ones, can apply to care
for their children and to themselves during pregnancy and lactation.
Ninety-five percent of mothers demonstrated interest and willingness to
participate in the project. Based on the type of responses given related to
mothers' acceptance and participation in the project, we estimate thut 66% of
the mothers interviewed arc highly motivated and interested in actively
participating in the project. However, a large percentage of these expressed
the need for the project implementors to come and talk to the community before
actual implementation and for the project to rcach them in their homes.

The total child population under 5 years of age in the families
visited was 602, with 432 living in urban arcas (Santo Lomingo and
cities/towns in Health Reglons IV, V, and V1) and 170 in rural arcas, 807 of
urban mothers and 72% of rural mothers were housewives, Surprisingly cenough,
the mothers' education level and formal schooling was higher than expected
with only 7% urban and 21%Z rural wothers befng illiterate. At least 51% of
urban and 79Z of rural fumillies interviewed foll below the poverty line
(DR$293, 20 monthly income according to "lndicadores Bislcos 1986 published by
ONAPLAN), Further, it is believed that more familles actually fall below the
poverty linc due to the 30Z to 40% rate of inflation cxperienced since the
time of the ONAPLAN Study.

The survey found that 75% of the children under S were 111 in the two
weeks precceding the interview. 19§ families (33%) reported that at least one
child had been sick while 101 families (17%) reported two or more children


http:DR$293.20
http:consciousne.3s

- 70 -~

sick. Principal illnesses were "gripe"” or lower respiratory tract aillments
(69% of the total child population under 5) and diarrhea (21%). These figures
support the project's focus on Diarrheal Discase Control, Acute Respilratory
Infections and Nutrition.

The use of health facilities when children are 111 varies widely
according to the Health region and urban/rural mix within each Health region.
For example, 37% of the families take thelr children first to a private clinic
while 39% go to a SESPAS Sub-Center when thelr child is 111. If not satisfied
with the services given to the child, 41% then take the child to a private
clinic and 31% go to a Hospical. In Health region 1V, in the rural areas, 664
first go to a hospital, followed by 40% to a private clinic or physician 1if
not satisfied as compared to rural Health region VI where 56% first take their
children to a rural clinic followed by 54% to a private clinic or physician,
One of the findings of the survey is that since the health promoters are
perceived to be vaccinators, none of the mothers surveyed take their children
to the health promotor, if one exlsts, in the community, However, 1iun the
urban areas of all regions, and especially in the capital, mothers were very
interested in establishing a health promoter system in thelr communities.

In the barrios where the survey was carriced out In the Santo Domingo,
26% reported having Church related health facilities, 227 reported having
SESPAS health facilities and 22% reported having CONAN1 facilities. Of a
total of 79 responses requesting mothers to list organizations supplying
health services in Kegion VI, 45 had heard of SkSPAS rural clinies and related
facilities and 20 of Church related health facilites. Of 45 responses to the
same question in Health region IV, 10 had heard of Church related health
facilities, 10 of CARE health programs whereas 9 knew of SESPAS related
fucilities,

Some of the knowledge gaps are remarkable. A number of mothers
interviewed admitted that they had no understanding of the vaccines that had
been provided to their children by the national campaigns. They accepted
them, but did not know what dlseases were being prevented (or by assoclation,
what the conseguences to their children would be if they were not vaccinated),
and as a result, many said they would not take their other children to a
medical facility to be vaccinated, because they didn't know what to ask for.
Those who had seen a child deformed by polio on a 1V spot did know what that
was, and were more likely to seek that vaccine for their children.

Mothers were asked what topics should be included in the program. 37%
were interested in learning about child growth and btehavior, 187 felt that
nutrition, ARI and DDC wera sufficie =, 11%4 were interested in hygiene, 10Z iu
nutrition and 10% in family planning.

On the basis of the preliminary findings outlined above, it is
believed that their is adequate existing demand for project interventions,
that the project is focused on the proper health interventions, that education
levels of mothers 1s adequate to enable the etfective dissemination of
information, and that their is recognition and acceptance among the population
of the organizatlions identified for involvement in the project.
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D. Economic Analysis

The main output of the project, from the cconomic point of view, is
healthier mothers and children.l The improved health (mental and physical) can
be expected to result in immense social as well us strictly cconomic benefits,

Heulthier children:

1. Cost less to maintain during dependent years;

2, Are physically and mentally better able to absorb/develop
intellectual, social and work-related skills;

3. Produce more during productive years; aud
4. Survive to be productive.

Healthier mothers with healthier children are better able to use their

time with higher productivity in pursults other than carlng for sick children,
including:

1. time for other family members;

2. enhanced participation in community activities; aud

3. more productive in a wider range of cconomic activities.

While we have not put numbers on the project's economic benefits,
which consist of substantial near-ternm cost savings as well as substantially
improved economic productlvity of healthier mothers and the healthicer adults

that targeted children will become, the benefits will easily outstrip the
costs,
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E, Financial Analysis

1. Financial Plan

The Project Budget by Major Activity is illustrated in Table 1,
Section III-D. Over four years, total contributions to the project will be
equivalent to $8,002,000 as follows:

Table 3
Summary Budget.by Source & Fund
and by type of Contribution

(US$000)
AID Grant (000s $) % of total
Foreign Exchange 1,847 23%
Local Currency 2,805 35%
4,652 _58%
Counterpart
Local Currency 2,325 29%
In=-kind 1,025 137
3,350 427
8,002 100%

=E=moos ===N=

From above it is obvious that the counterpart requirement of 25% is
met by cash contributions alone and that the total counterpart contribution to
the project amounts to 42%.

The Summary Budget by Input is shown In Table 2, Section 111-D,
The relative importance of 1nputs contemplated under the project and the
percentages of those inputs to be Financed by A,L.D, can be {llustrated as
follows:
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Table 4
Percentages of Project lnputs
(US$000)
Input as
Percent of Percent of
AID's funding Total Financing
Technical Assistance 46% 28%
Training 30 34
Commodities 10 4
Budget Support 9 31
Evaluation/Audit 5 3
100% 100%

A total of 764 of A,1.D.'s funds will go into Technical Assistance
and Training. The sum of Technical Assistance is attributable to the Project
Adminlstration activity of the project but like all aduinistrative overhead
cost burdens, that could be allocated entirely to the operational components
of Service Delivery., Vlor purposes of understanding the proposed usage of
A.I.D, allocated funds, however, administration is displayed as a separate
activity. The majority of counterpart funds, on the other hand, will support
the Budget Support and Traluing Inputs. See Annex 10 for a detailed breakdown
of the proposed inputs.

The timing requirements for A.1.D, and counterpart contrilbutions
are shown in Table 5 on the following page.

Conclusions: The [inancial Plan appears reasonable, complete and
adequate to accomplish the project's proposed output objectives, The
availabilicy of counterpart financing on a timely basis is reasonably assured
by virtue of the fact that it will be funded Frow PL 480/ESF local currency
generations which are jointly programmed by AlD and the GUDR, In addition the
establishment of a satlslactory decentralized revolving fund arrangesent
within SESPAS will be a covenant tied to A, L.D, approval of TSP's relense of
local currency for budget support to SESPAS.
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Table 5
Projection of Expenditures by Fiscal Year
(Us$000)
AID Counterpart Total -
Fiscal Year FX LC Totral LC 1K Total FX LC Total
1988 436 356 792 233 103 336 436 692 1,128
1989 625 991 1,616 820 410 1,230 625 2,221 2,846
1990 470 982 1,452 820 410 1,230 470 2,212 2,682
1991 316 476 792 452 102 554 316 1,030 1,346
1,847 2,805 4,052 2,325 1,025 3,350 1,847 0,155 8,002
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2. Methods of Implementation and Financing

The Implementation and Financing Methods to be employed by the
project are shown in Table 6. Only the Direct Payment Method of financing
will be used and this is a preferred method under the Administrator's Payment
Verification Policy Guidance.

To implement the project, AID will select, on a competitive basis,
the most qualified and experienced US PVO to manage and coordinate altl
technical assistance, training and procurement activities except for a few
actions implemented directly by AID, On-site continuous management of all
these activities will be provided by the C/PVO Chief of Party and his staff
and will be monitored on a day-to-day basis by a US-trained PSC contracted
directly by ALD,

Table ©
Inplementation and Financing Methods
(Us$000)
Total Lmplementatlon Financing
Cost Method _Mcthod
Technical Assistance
Coordinating PVO 1,754 Cooperative Agrcem,/PVO Dircct Payment
Management Info,
Systenm 250 Cooperative Agreem,/PVO Direct Payment
Project Manager 140 PSC Direct Payment
Training 1,398 Cooperative Agreem./PVO Direct Payment
Commodities= Rapid Resp, 311 USAID Direcct - PSA Direct Payment
Commodities= Serv. lmp. 143 Cooperative Agrcem./PVO Direct Payment
Budget Support 400 Cooperative Agreem./PVO Direct Payment
Evaluation 200 Direct Contract/lnd. or lnst. Dircct Payment
Audit 50 Cooperative Agreem./PVO Dircct Payment

The evaluation actlvity, the PSC, and the rapid response commodity
procurement will be contructed directly by AlD,

Conclusions: All implementation and financing methods to be
employed by the project are preferred methods under the Administratonr's
Payment Verification Policy Guidance and no justification Is required,  ‘the
methods sclected appear to be well-suited to proposed project activi:ies and
the selectlon of a well-qualiflied and capable coordinating PVO shoulil help
assure achlevement of Lhe project’'s objectives.

3. Laternal Control, Vulnerability and Audit

The principal implementing agent for this project will be a US
reglstered PVO which, by definition, will have systems oo financial nanagement
and internal controls which are adequate to account for aed control ALD
funds. Tbe C/PVO will also have sulllclent local acvcounting and management
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staff on-site to monitor the flow of funds and coumodities to other
participating PVOs and GODR institutlons involved in Project implementation,
Possible weak points in the system include the use of local funds by GODR
entities, payments of salaries ‘and per diem for training, and the supply
distribution system to be established to support field activities, “The C/PVO
Chief of Party and the AID PSC Project Manager will ensure that adequate
accounting and internal audit Systems are developed to monitor these and any
other potential points of high vulnerability,

The C/PVO will be required to have the entire project audlted once
a year by an independent and qualified CPA firm acceptable to AID, Complete
audit reports will be submitted to AID and reviawed by the Financial Analysis
Division of the Controller's office. In addition, at least once a year, AID's
own financial analysts will perform financial and compliance reviews on
selected areas of project implementation and payuent verification rewviews of
all disbursements to the project.

Conclusions: In spite of the considerable vulnerability to fraud,
waste and misuse inherent in this type of field activity, reasonable levels of
management and control are provided for in the project desipn and are expected
to be adequate undev the circumstances. Adequate levels of audit and
financial review are provided for in the project design,

4. Recurring Costs

The project stratepgy 1s aimed at providing a “"rapid resporse to the
nation's malnutrition and childhood infectious discase problems by
implementing a limited number of proven interventions in tarpeted cormunities"
(Final Project Strategy, 1I,F,2). There is Interesc, however, in seelny to it
that cthese interventions be sustained after the termination of A,L,D,'s
assistance. To mitigate any recurrent cost implications, the project cualls
for the bulk of the recurrent costs i.e., payment of salaries and routine
operating costs, to be paid by the partlcipating organizations as part of
their regular budget.

Nonetheless, the project will create some recurrent costs for
participating organilzatlons, including the cousts of vehicle maintainence and
repair, continuous in-service training, and provision of educational materials
(Sce section I11,C), Furthermore, there are some clements of the project that
would contribute to a follow-on or replicacion cffore, if desired, at the
project's mid-term evaluatlon, including, e.g., the MIS and heavy tratlning
activities. While the one-time costs of these elements will be covered under
the project, their continued implementataion would result in some recurring
costs for the local PVOs, SLESPAS or other local entltles,

In the case of SESPAS, these recurrent costs will be dealt wirh ag
part of the Health Systs ns Management project. The recurrent cost
lmplications of the other organizations will be further studied during project
lmplementation and the decision on replication taken depending on a finding
that these costs can be borne by the participating entities,

Conclusion: At this time, the issue of recurrent costs aftoer the
4.1.D.~financed project rerminates 1s not considered serious.
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ANNEXES ;
1. Logical Framework Matrix
2, STP/SESPAS Requests for Assistance
3. Tasks of Service Delivery Teams
4. Lessons Learned from Previous: Health Projects
5. A,I.D. Child Survival Policy
6. Statutory Project Checklists
7. Institutional and Social Soundness Report by Entrena (Preliminary

Findings
8. Technical Assistance Plan
9. Procurement Plan
10. Detailed Cost Schedules



PROJECT DESIGN SUMMARY Life of Project : FY1987-19°c)1
LOGICAL FRAMEWORK PACD : Sept 1991
Date Prepared : Sept 11, 1987
Project Title & Kuezber: Chilz Survival (517-0239)

- —— _—-—__‘______—_--_-_._._

Narrative Suzmary

Toportant Assumptions

*
Objectively Verifiszble sndicators ! M-o.ng of Verification
A
,

.~Regional and national
statistics vhieh syou reluced ! reporting systens
gverage infznt cortzlicty rztes

- from as nizk as $9 per 100D live

- dirths to 75 per 1090, zad
reiuced child cortzlity rate froo

—Economic and climatic conditions

redzin stable or improve

L]
T

Progras or Sector Gozl: To izfrove the health ! Child and infznt mortality
status of Do—inican children N
t

0
-
*
.
]
.
.
v
.
A
[}
v
.
1
1
-
L]
.
.
-

! 18 per 1000 :o 10 per 1000 by !
1 1231 in tne cost severely :
. health regions. !
T |
252135; PU?Poigi -£2d of Project Stzfus (L0P3) +Cozzunity/Project Info.Syst. !~Comzunity bzsed record system ecan
~Izproved delivery of child survival services  !-80% of rural (zad 60, of :=Facily visit records :~be actrivated thru proooters
57 SESPAS and Pv0s iavelved in puclic h=2alth N Janto Dszisgo) target pop. ! 8 suz=zries by region 1-GODR support rezains strong c

: receive services !~Supervisor reports and :-SESPAS decentralizes financial .
1-80% of co=unity hezlth procoters ! observaticn/monitoring ! responsibility to selected regional
: receive regular supervicion : by C/FVO field staff. ! offices.
i-Relduce =zlnatritloen frez 40X to '~ Dezcerzphic data on target !-Staff remains stable once trained
! 30 of child porulation ! groups {-Other donor assistance and
s=Low birth veights reduced by 50% := Infznt znd child zortality ! coordination continues
!~Diarrhea redyced by 205 : retes; disease-specific !=C/PVO czn estzblish effective
-Infan: zortzlity CJue te Ciarrhes ! cortzlity/corbidity data ! vorking relatioaships and technical
.= reduced by 32% in uncer S5s I= Nutrition Surveillance ! credibility with participating
s=Increzsed use by nothers of proper ! Inforcztion ! institutions.
- dizrrhea treztzents :-Field observation of fami- !
i-DacTezsed infant dezthe Zue to !lies bty CS staff :
I acute respirztory infections : -
i-Mothers izprove recognition & : :
: treatment of respirztory infect, ! :
-Izproved access to i==u-=izations ! :
: and family planning services : :
?  under sepzrate but coordinated : 5

. projects M -

1 XANNV



\V

Page 2 of 3

Project Title & Nuamber: Child Survival (517-0239)

h] '
harrative Suzmary . Objectively Verifiable Indicators ! Means of Verification Important Assuzptions
QE&R&EE ! Output Indicators :
-1,530 prozoters and supervisors trained in ‘-Consistent approach to child sur- !-MIg systen
technology and supervision, data collection ! services (diarrhea, nutrition, -~Clinic reports
& Teporting ! respiratory infections) being !
H applied cooperatively by SZISPas !
! and P\D's, including educstional !
~relizble Czta collecticn systez based in Daterials, use of 02T, etc. I-Spot checks on MIS systen

cozzunities, and showing £0 validity
established

-1,400 zedical personnel providing izproved
child illness diagnosis and treatrent,
¢resatal care, and related services

-Reduced referral of 111 children to clinics
Cue to early identificstion an3 treatment
in the hoze

Tincressed public avareness of child survival
rroblezs, Ceilses, prevention & treztmen:

~Data flowing regularly

—Izproved clinical perforoznce
for referred children following
training

~Nucber of children referred
for clinical treatcent of severe
dehydration, calnutrition & res—
piratory infections decreases

~Social zarketing survevs show
changes in responses over tire

~53% of Comzunities orgznized and
sctively supporting pro-oters’
efforts.

=Surveys of clinics

—Clinical records correlated
to project service deliv.
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Page 3 of 3
Project Title & Kucber: Child Survival (517-0239)

< 0 0
Rerrative Suz=ary :Obiectively Verifiable Indicators ! Meens of Verification : Ipportant Assunptions
A ] 1]
Inouts ! (Ust zillions) !-Controller Records 1-AID Funds will be
! A.I.D. COUNTERPART !-Cc/Pvo Reports ! availabdle
! :-STP reports !
: FX LC LC TOTAL ! :
a. Tecknicsl Assistance ! 1.3 N - 2.1 ! :
b. Treining ! 1.4 1.2 2.6 N :
€ Jo==ndities M A .1 .5 : H
d. Project Support ' 4 2.1 2.5 2 :
e. Audits, evaluatiogs : .1 .2 : .3 M :
! 1.8 278 37 8.0 ! !
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"ARO INTERNACIONAL DE LA VIVIENDA"

4159
DES. L4152 SANTO DOMINGO, D. N.,

YD A 1
¢/ f‘:@.;O 1967
Senor '
Henry H. Bassford
Director Agencia Internacional
para el Desarrollo-AID

SU DESPACHO. -
Distinguido sr. Bassford:

El equipo técnico de esta Sccretarfa ha trabajado
conjuntamente con el Dr, Lec Illougen en la revisién Progra-
mitica de los Servicios de Salud rural a Nivel Nacional.Re
sultando como Urgente Y Prioritario, disefar e implementar
un proyecto de Salud Rural que incluya acciones de Salud
tales como: Inmunizaciones, Planificacién Familiar, con-
trol de diarrcas, promocién a la Nutricibn, Prevencién y
tratamiento de infecciones respiratorias agudas.

En tal sentido me permito solicitarle su coopera -
cién técnica vy financiera de la Agencia Internacional para
el Desarrollo para el disefo e implementacién de un Progra
ma de Salud Rural que actualizard las funciones del Promo-
tor de Salud, con el objetivo bdsico de reducir la morbiii-
dad y mortalidad Infantil y Materna, logrando un bienestar
familiar y colectivo de 1a poblacién dominicana.

La persona de enlace entre ambas instituciones lo
serd el Dr. Miguecl Campillo, Director Nacional de Salud.

HPS!

Agradeciendole de antemano 5u acostumbrada colabo-

“:.'f%?7 racion, queda de Ud. muy atentamente,
DIR ———
_990*_._:::
e — TG o A
CON — Dr. Ney B. Arias
MOT | Secretario de Estado de Salud PGblica
"HRO Y Asistencia Social
HPO
jﬁﬁL__ NBA/mg.
ARD . T|T
_CHIRON| —
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U. S. AID MISSION TO DOMINiCANOE{EPUBL!C

AMERICAN EMBASSY, P, O. ice 222
SANTO DOMINGO. DOMINICAN REPUBLLIC

FOR U, S, CORRESFONDLHTS:
U. S, AID MISSION
AFO MlamI 34041-0008

Q._JUL 2Y Mg/

Dear Dr, Arias:

The general purpose of this letter is to cxpress our mutual understanding
regarding the content and method of implementation of a program of action to
reduce mortality and disease in children under five years of age. This
program will be called The Child Survival Projecet,

Var.ous studies conducted by ONAPLAN and other cntities during the past two
years have shown thut the health status of many low income Dominican families
has been deteriorating, Dotk public and private institutions working in
public health have cxpressed their concerns about increasing rates of infant
mortality and illness, particularly in certain border regions. Since April
our staff has participated in a nuwber of mectings with SESPAS and CENISME,
and with voluntary privute organizatious such as CARE, Caritas, ard $SID
regarding this problew, 1In these meetings we have discussed the possibilicies
of supporting an integrated action program, focussed {nitlally on repions
having the most negative indicators,

The proposed Child Survival Project will bpe implewented through a Privare
Voluntary Organization and Wwill support education and services in three key
interventions: (a) oral rehydration therapy, (b) nutrition, and (c)
infectious resplratory ailwents, Thig four-ycar progrum will be focussed
inicially on the SESPAS Healch Regions IV uand VI, and selected barrios in the
capital where child mortality indicators are highest. USAID will continue to
support two cowplementary projecces belng fuplemented by SESPAS, one in family
planning and one for fumunizations, that are also also components of the child
survival scratepy,

lis Lxcellency

Dr. Ney L. Arias

Secretary of State for Public Health and Sociul Assistance
Santo Dowmlnpgo, D, H.



In order to assure the this program is well integrated, carefully planned, and
applies the most recent knowledge of oral rehydration, nutrition, and
prevention of respiratory diseases, and that ir is organized rapldly to
deliver services, the project will be managed by a coordinating
incarnationally recognized private voluntary organizatcion (PVO). ‘he PVO will
be selected competitively under A.I,D, regulations by a joint AID/GOLR
selection committree, Project funds will pe channeled through the selected
PVO under a Ccooperative agreewent with A.I.D., finunced with project funds.
The coordinating PVO will be responsible for technical assistance, program
Planning, development of a training program, financial aduinistracion,

impact of the program. The coordinating PVQ will, in turn, work with SESPAS
and PV0s in Program planning at the regional level, che application of
educational waterials, training of health and medical personnel ar all levels,
and delivery of services. SESPAS and participating PVOs will be eligible to
receive coummodity, training and technical assistance financed under the
Covperative agreement with the coordinating Ppvo,

The waterials and experience of the project will be available for natlonal
application, The delivery of educatlon and services wlll be carrled out
through a combination of SESPAS field staff and privace voluntary and
Cowmunity organization tlhat are working in cthe target regions,

The yrant funds presently available frog A.1.D, are approximacely US$2.7
million., \Under our present plan, cthese funds will be used: by che coordinating
PVO for technical asslstance (both international and local), procurcment of a
limited amount of commodicies (sueh as oral rehydration salts ana scales for
weighlog children); tralning of field staff of the implementing dagenciles; and
sclected operational costs for service delivery, Counterpart contribution by
the Dominican Republic wlll be partly finauced by a proposed allecatlon of
RD$ 3,000,000 under the PL 480 Tlcle I program, and by approximately
RD$1,000,000 of contributions in kipd by the participating entities. We
estimate that the in-kind support of the governmwent will be about RD$650,000,
and of cthe private encledies approxiwately RD$350,000,

With these resources, and this method of lwplementation, we anticipate that
the project will be able to achicve the following objectives;

1. Increased numbers of public and private ficld unicg operating successtul
child survival programs In the selected regions; and

2, 75 percent of Primary health care personnel of SESPAS and participuting
PVOo's, (including doctors, nurses, and health prowoters) will have

recelved shorc-tery tralning in child survival interventions,

By 1991, we expect the following lupact {n the selected project areas:

-
[ ]

Reduction of infane wortality from approximately 90/1000 o 7571000,

NS
-

Reduction of child and infant morbidicy by 20 percent,



3. Reduccion of malnutrition in children under five from 40 percent in 16985
to 25 percent;

4. Reduction of low birth weights to less than 15 percent of all birchs;
5. Increase in immunization coverage to 80 percent; and

6. Increase in the number of diarrhea episodes treated with oral rehydration
therapy to 75 percent from an estimated current use rate of 20 percent,

Our schedule for completing the plans for this project, and the documentation
required by A,I.D., is as follows: '

July-August 1987: Complete field studies and design of project.

September 1Y87: Obtaln project approval and sign agrecwent with
GODR,

January 1988: Complete the competitive selection of the

covrdinating PVO and sign cooperative agreeument,
February 1988; PVO arrives in councry.
May 1988 Detailed plan cowpleted; field operations begin,

50 that we may obligate these funds for use in che Dowinican Republic during
this U,S. government fiscal year (which ends on Septewber 30, 1987), we
propose to make a governm:ent-to-governwment gprant to the Technical Seeretariat
ot the Presidency. Under the terus of the proposed grant agreeuwent, the
Technical Seeretariat agrees to authorize AID to act as agent in the
competitive sclection of cthe coordinating PVO and to sign cthe cooperative
dgrecucut which will be financed with project funds.

We have discussed this arcangement with lag, Cuillerwo Carawm, the Technical
Secrvtary of the Presidency, and he has concurred with this procedure,

In order to formalize this understanding, please Lndicate your agruement by
signing the two originals of this lecter, and returning one to A.I.D.

Sincerely,

df Z:Mm 1. %CZ‘LA‘(

Thomas W. Stukel
Dircctor

"ty L, .
Corcurred: “i“fzﬁd('ﬁz’c*—’JB
Ney B, Arias L,
Secretary of the Presidency

Dare: | UL IR/




U. S. AID MISSION TO DOMINICAN REPUBLIC

AMERICAN EMBASSY, P, 0. Box 22201
SANTO DOMINGO, DOMINICAN REPUBLIC

FOR U, S, CORRESPONDENTS:

2 9 ~NL ﬂm U. S, AID MISSION

APO MIAMI 340410008

Estimado sefior Secretario:

El propdsito general de esta carta es expresar nuestro mutuo entendimiento en
relacién al contenido y método de ejecucién de un programa de acciéin para
reducir la wortalidad y wmorbilidad nfancil y de nifios por debajo de cinco
aflos. Este programa se llamari Proyecto de Supervivencia Infantil,

Varios estudios llevados a cabo por ONAPLAN y otras entidades durante los
dltimos dos aifos hun dewostrado que el estado de salud de muchas famillas
dominicanas de escasos recursos se ha estado deteriorando. las instituciones
tanto pdblicas cowo privadas que realizan progrumas en salud pdblica han
expresado su preocupacidn sobre las crecientes tasas de mortalidad y
worbilidad infantil, particularmente en clertas regiones fronterizas, Dasde
abril nuestro personal ha participado en variss reuniones con SESPAS y
CENISME, y con organizaciones voluntarias privadas tales como CARE, Caritas y
SSID con relacidn a este problema. En estas reuniones hemos discutido las
posibilidades de apoyar un programa de acclén integrada, inicialwente enfocado
a las regiones con los indicadores nas negativos,

El Proyecto de Supervivencia Infantil propuesto serd implewmentado wediante una
organizaclén voluntaria privada y propiciara la educacién y los servicios en
tres intervenclones claves: (a) terapia d2 rehidratacién oral, (b) nutricion,
y (c) infecclones respiratorias agudas, Este programa de cuatro ajfios estard
enfocado inicialmente a las Reglones de Salud 1V y VI de SESPAS, y barrios
seleccionados en la capital (Regidon 0) donde los Lndlcadores de mortalidad son
mds altos. La Misién de la A.I.D, continuard apoyando dos proyectas
complementarios que estdn siendo cjecutados por SESPAS, uno en plauificacién
famlliar y otro para inwunizaclones que tamblén son componentes de una
estrategla de supervivencia infantil,

Su Excelencla

Dr., Ney B, Arias L.

Secretario de Estado de Salud Pdblica
y Asiscencia Social

Secretarfa de Estado de Salud Péblica
Yy Asistencla Social

Santo Donmingo, D.N,

e
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Para asegurar que este programa estd bien integrado, cuidadosawente
planificado y aplique las wds recientes conocimientos sobre rehidratacida
oral, nutricién, y prevencién de enfermadades respiratorias, y que sea
répidawente organizado para la entrega de servicios en un corto plazo,
preferimos que el proyecto sea administrado por una organizacidén voluntaria
privada (OVP) coordinadora internacionalmente reconocida, La OQVP serd
seleccionada competicivamente bajo las regulaciones de la A,J.D. por un comicd
de selecci6n conjunto de la A.I.D, y el GORD. Los fondos del proyecto serdn
canalizados mediante la organizacidn voluntaria privada seleccionada bajo un
acuerdo cooperativo con la A.1.D., financiado con los fondos del Froycecto. La
OVP coordinadora tendri a su cargo la asistencia téenica, planificacién global
del programa, desarrollo de un programa de adiestrawiento, adunlnistracién
financiera, compras, apoyo logistico, y control y evaluaci6n de la efectividad
¢ lwpacto del programa., La OVP coordinadora trubajard, a su vez, con SESPAS y
las OVPs en la planificacién del programa a nivel regional, la aplicacién de
materiales educativos, adlestramiento del personal de salud y nédico a todos
los niveles, la entrega de serviclos y evaluaclén.,  SESPAS y las Cvbs
participantes serdn clegibles para recibir suwlnistros, adiestrawicnto y
aslstencia téenica flnanciados bujo el acuerdo cooperativo con la ove
coordinadora,

Los materiales y 1a experiencia del proyecto custardn disponibles para gu
aplicacién e¢n todo ¢l pafs.  La entrepa de servicios y educaclon se llevard a
cabo mediante una cowbinacidn del personal de campo de SESPAS y las
organizaciones voluntarias privadas y couwunitarias que trabajun en lus
reglones selecconadas.

Los fondos de la donucldn actualmente disponibles de parte de la A.I.D, son
alrededor de US$2.7 nillones, Bajo nuestro propuesco plan, cstos fondos serdn
utilizados para la asistencia técnica (tanto internacional como lecal), couwpra
de una cantidod limitada de suministros y equipo (tales cowo salee de
rchidratacidn oral y balanzas para pesar niilos); adiestramicnto del personal
del cawmpo de las agencias cjecutoras; y alpunos costog limitados c¢c operacidn
selecclonados para la eatrega de los servlcios, Ly contribucidn o
contrapartlda de la Repdblica Dominicana estars parclaluente financiada por
una asignaclén propuesta de rD$ 3,000,000 bajo ¢l programa de la PL-480 Tftulo
I, y por aproxiwadamente KD31,000,200 de coatribuclones en especic por parte
de las cntidades partlclpantes, Nosotros estimawos que el aporte en especle
del gobierno scrd de wlrededor de RD$650,000 y i de las entidades privadas
cowmo de D3350, 000,

Con estos reeursos, y este wétodo de ¢jecuctdn, auticlpamos que el proyecto
podrd alcunzar los siguicntes objetivos;

1, Incrementar la cantidad de unidades de servicio (clfnicas, clubes
de madres, cte,) tanto pablicas como prlvadas que ofrceen programas
de superviveancta infancil exitosos en las reglones selecclonadas; y

2. 75 por cicnto del personal involucrado en atencidn primaria de
salud en SESPAS y en las partlelpantes OVPs, habrd reclbido
adiestramicnto a corto plazo en intervenciones de supuecrvivencia
intantcll,

('\\)(,



Para 1991 esperawos log sigulentes tipos de impacto en lus regiones
seleccionadas;

1, Reduccién de la mortalidad infancil en las reglones seleccionuadas de
aproximadamente 90/1000 .a 75/1000.

2, Reduceidn de 1a worbilidad infantil en up 20%;

3; Reduccién de la walnutricidn en los nifios por debajo de 5 afios de un 40%
en 1985 a un 25%;

4, Reduccidn de los nacimientos de bajo peso a wenos de up 15% d=1 total de
nacimientos;

5. Aumentar la cobertura do inmunizaciones a un 80 por clento;

6, Aumentar el ndwero de episodios de diarrca tratados con terapla de
rehidruatacién oral de 1a actual tasa de 20 por ciento g 75 por ciento,

Nuestro calendario para couwpletur los planes pura este proyecto, y la
documentacién requerida por la A LD., es el sigufente:

jullo=agosto de 1947; Terminar los estudios de Caupu y dlsefo
del proyecto.

septiembre de 1987: Obtener la aprobacibn del proyecto y
flrmar el acuerdo con el GORD,

encero de 1988; Terwinar la scleceidn competltiva de 1la
OVl coordinadora y firwar el acuerdo
cooperacivo,

Lebrero de 1988: Llega la ovr a1 pafs,

wayo de 1988: Terwinacidn del plan detallado, comienzan

lay operacloncs de cuuwpo,

A fin de poder obligar cstos fondos para ser utllizados cn la Repidblica
Dominicana durante este aflo fiscal (que terwing ¢l 30 de sepeiembre de 1987),
nos proponewos hacer una donucién de gobierno a goblerno gl secretariado
Técnico de la Presidencia, Bajo los térutnos del Propuesto acuerdo de
donacién, el Secretariado Téenico acuerda autorizar a 1g A.I.D, a actuar como
dgente en la seleccién cowpetitiva de la Qvp coordinadora y de firmar el
acuerdo cooperativo que serd financlado con fondos del proyccto,

Hemos tratado eure arreglo con el Ing, Cuillerwo Caram, Scerctario Téenico de
la Presidencta, y €1 cutd de dacuerdo con este procedimiento,

(T\



Para poder formalizar este entendimiento,

le agradeceré indicar su
concurrencia firmando auwbos originales de

¢Std carta y devolvifndonus uno,

Muy atentamente,

Thowas. W, Stukel
Director

Aprobacidn; ’/:5‘7/'0(4RL¢~¢—JJ
br. Ney B, Arias L,
Secretario de Estado de Salud P
Y Asistencia Social

Gblicua



U.S. AID MISSION TO DOMINIC/}&IO?EPUBLIC

AMERICAN EMBASSY, P, O, Box
SANTO DOMINGO, DOMINICAN REPUBLIC

FOR U, i, CORRESPONDENTS:

U. S, AlD MISSION
APO MIaMI 340410008

JUL 29 1987

Dear Ing. Caram:

The general purpose of thig letter is to express our wutual understanding
regarding the general content and method ¢f implementation of a propgram of
action to reduce mortality and disease in children under five years of age,
This program will be called The Child Survival Projecet,

Various studies conducred by ONAPLAN and other entities during the past two
years have shown that the health status of many low income Dowinlcon families
has been deteriorating, Both public and private institucions worlking 1in
public health have expressed their concerns about increasing rates of infant
mortalicy and illness, particularly in certain border regions, Since April
our staff has participated 1in a number of meetings with SESPAS and CENISME,
and with veluntary private organizations such as CARE, Carltas, and $SID
regarding this problewm. In these weetings we have discussed the possibilities
of supporting an integrated action program, focussed tnlrially on regions
having the wmost negative indicators,

The proposed Child survival Project will be Implemented through a Private
Voluntary Organization and will support education and services In three key
interventions: (a) oral rehydration therapy, (b) nutrition, and (c)
infectious respiratory ailments, This four=-year prograw will be focussed
inicially on the SESPAS Healch Regions IV and VI, and selected barrios in the
capital where child mortality indicators are highest, USAID will contine to
support two complementary projects being lmplemented by SESPAS, one 1in family
planning and one for Imnuniizations, that are also components of the child
survival strategy,

His Excellency

Ing. Cuillermo Caran

Technical Secretary of the Presidency
National Palace

Santo Domingo, D. N,

O\
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In order to assure that the program 1s well integrated, carefully planned, and
applies the most recent knowledge of oral rehydracion, nutricion, and
prevention of respiruatory diseases, and that it 1s organized rapldly to
deliver services, the project will be managed by a coordinacing
internationally recognized private voluntary organization (PVO). The PVO will
be selected competitively under A.I.D. regulatlons by a joint AID/CODR
selection committee, Project funds will be channeled through the selected PVO
under cooperative agrecwent with A,I.D., financed with project funds., The
coordinating ¢VO will be responsible for technical assistance, program
planning, development of 4 training prograw, financial administration,
logistic support, and monitoring and evaluation of the effectiveness and
impact of the program. The coordinating PVO will, in turn, work with SESPAS
and PVOs in progran planning at the replonal level, the application of
educational materials, training of health and wedical personnel al all levels,
and delivery of services, SESPAS and participating PVO's will be elipgible co
receive commodities, truining and technical assistance financed under the
Cooperative agreewent with the coordinatlng PvoO,

The materials and experience of che project will be available for national
application, The delivery of education and services will be carried out
through a combination of SESPAS field staff and private voluntary and
community organizationg that are working in the target regions,

The grant funds presently available from A.L.D. are approximately US3$2.7
willion, Under our present plan, cthese funds will be used by che coordinating
PVO for technical assistance (both internacional and local), procurement of a

welghing children); tralning of field staflf of the implemencing agencles; and
selected wperational costs for service delivery, Counterpart contribution by
the Dominican Republic will be partly financed by a proposed allocation of
kD$3,000,000 under the PL 480 Title 1 program, and by approximately
k041,000,000 of contributions in kind by the participacing enticies., We
estimate that cthe Ln-kind support of the government will be about kD3$650,000,
and of cthe private cenclciog approximately RD$3S0,000,

With these resources, and this method of lwplementacion, we anticipate that
the project will be able to achieve the following objectives:

1. Increased numbers of public and private ficld unlts operating successful
child survival programs in the selected reglons; and

2. 75 percent of priwary Lealth care personnel of SESPAS and particlpating
Pvo's, (including doctors, nurses, and healcl promoters) will have
received short-terny tralining In child survivul interventions,

By 1991, we eXpect the following lmpact in the selected project arcas:

-I

b—
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" Reduction of infang wortality from approximately 90/1000 ro 7571000,

ro
-

Reductlon of child and infant worbidicy by 20 percent,



3. Reduction of malnutrition in children under five from 40 perceat in 1985
to 25 percent;

4. Reduction of low birth weights to less than 15 percent of all “irchs;
5. Increase in immunizacion coverage to 80 percent; and

6. Increase in the number of diarrhea episodes treated with oral ctehydration
therapy to 75 percent from an estimated current use rate of 20 percent,

Our schedule for completing the plans for this project, and the documentation
required by A.I.D., is as follows:

July=iugust 1987: Complete field studies and design of project,

Sepcember 1987; Obtain project approval and sign agreement with
GODR,

January 1988; Complete the competitive selection of the

coordinating PVU and sign cooperative agrecwent,
February 1986; PVO arrives in country,
May 1988; Detailed plan completed; field operations begin,

So that we may obligate these funds for use in the Dominican Republic during
this US. government fiscal year (which ends on September 30, 1987), we propose
to make a government~co-government grant to the Technical Secretar;at

of the Presidency. Under the terms of the proposed grant agreement:, the
Technical Secretariac agrees to euchorize A.IL,D, to act ag agent in the
competitive seleccion of the coovdinating PVO and to sign the cooperacive
agreement which will be financed with project funds,

We have discussed this arrangement with Dr, Ney U, Arias L., Seccrerary of

State for Public Healti and Social Assistance, and with the principal PVOs
that work in public health, and they have concurred with this procaedure,

In order to formalize this understanding, pleuse indicate your agreement by
signing the two originals of thig letter, and returning one to A LD,

Sincerely,

(SN~

Thomas W. Stukel

? /dz%rzior

Concurred;

Ing. Cuilllermo Caram
Technical Secretary of the Presidency

AUG 5 - 1987

Date;
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AMERICAN EMUBASSY, 1, 0, pox 22201
SANTO DOMINGD, DOMINICAN REPUBLIC

FOR U, &, COIULESI'ONDENT.‘S:

. U. S, AIL MISSION
5 g-JuL.‘;QY APO MIAMI 33041 ~0008

Estimado sefor Secretario:

Varios estud{os llevados a cabo por ONAPLAN y otras entidades durance log
dltinos dos afog han demostrado que el estado de salud de wuchas fawiligs
dominicanas de GSCasos recursos se ha estado deteriorando, Llas inscltuciones
tanto pdblicas cono Privadas que realizan Programas en salud piblica han
txpresado su Preocupacion sobre las crecientes tasas de mortalidad y
morbilidad infancil, particularmente e¢n ciertas regiones Lronterizas, Desde
abril nuestro personal ha participado en variay reuniones con SLS)AS y
CENISME, y con organizaciones voluntarias privadas tales como CARE, Caritys y
SSID con relacign a este problema, En estag reuniones lewos discutido las
posibilidades (e apoyar un programa de accidn integrada, Iniclalmente enfocado
a las regiones con log Indicadores nmis negativos,

EL Yroyecto (e Supervivencia Infantil Propuesto serd implementado medlante una
organizacidn voluntaria privada y propiciard 1la tducacidn y losg Scrvicios en
tres intervenciones clavaesg: (a) terapla de rechidratacign oral, (L) nutricidn,
Y (¢) infecciones respiratorias agudas, Este Programa de cuatro gjoy estard
enfocado inicialwenge 4 las Regiones de Salud iV oy V1 de SESPAS, y barrios
selecclonados ep la capital (Regidn 0) donde los indicadores de mcrealidad son
mis altos, Ia Misidn de la AID continuard apoyando dog proyectos
complementarios que escdn siendo ¢jecutados por SLSPAS, uno ¢n planificacién
Familiar ¥ oCro para 1nmunizuciones, que Camblen son componentes de una
estratepia de supervivencia {nfantfl,

Su Lxcelencia

log. Cuillermo Caram

Secrecario Téenico de 14 Presidencia
Palaclo Nacional

Sauto Duwingo, D.N,
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Para asegurar quu el programa esté bien integrudo, culdadosamente planificado
y aplique las mis recientes conocimientos sobre rehidrctacidn oral, nutricién,
Y prevencidn de enfermedades respiracorias, y que sea rapidaments organizado
para la entrega de servicios, el proyecto serj administrado por una
orpganizacidon voluntaria privada (OVP) coordinadora internacionaluente
reconocida., La OVP serd seleccionada competitivamente bujo lus regulaciones
de la A, I,D. por un comité de seleccibn conjunto de la A.I,D, y &1 CORD, Los
fondos del proyecto serdn canalizados mediante la organizacién valuntaria
privada seleccionada bajo un acuerdo cooperutivo con la A,I,D., financlado con
los fondos del proyecto. la OVP coordinadora tendrd a Lu cargo la aslstencia
técnica, plunificacidn global del programa, desarrollo de un programa de
adlescramlento, aduiniscracidn financicra, compras, apoyo logistico, y control
Y evaluacidn de la efectividad o lupacto del prograwa, Lla OvP cuordinadoru
trabajard, a su vez, con SLSPAS y las OVPs c¢r la planificacidn d:l prograwa a
nivel regional, 1ia aplicacidn de wateriales educatives, adlestramicnco del
puersonal de salud y wédico a todos los niveles, la entrega de serviclog y
evaluacién, SESPAS y las 0OVPs participantes serdn elegibles para recibir
suminiscros, adiescramiento y asistencia téenica financlados bajo el acuerdo
cooperativo con la OVP coordlnadora,

Los wateriales y la experiencia del proyecto esturdn disponibles para su
aplicacidén en todo el pais, Lla entrega de servicios y cducacidén se llevari a
cabo mediante una combinacidn del personal de campo de SESPAS y .as
orpanizaciones voluntarias privadas y couwunitariag que trabajan en luy
reglones selecconadas, :

Los fondos d¢ la donacidn actualwence disponibles de parte de la A.1,b, son
ulrededor de US$2.7 willones, Bajo nuestro propuesto plun, estos Fondos serdn
utilizados para la asistencia técnica (tanto internacional como ocul), coumpra
de una cantidad linitada de suvoinistros Y equipo (tales como sales de
rehidracacién oral y balanzas pura pesar niitos); adlestramivnto dul personal
del campo de las agenclas e¢jecutoras; y algunos costos limitados de opueracion
selecelonados para la entrega de los servicios., Ly contribueclibn du
contraparcida de la Repdblica Dowinicana estard parcialwente finnuciada por
una aslgnacién propucsta de RDY 3,000,000 bajo cl programa de la FL-480 Titulo
I, y por aproximadamence Rb41,000,000 de contribuciones en especte por parte
de las enctdades participantes, Nosotros estimamos que ol dporte c¢n vspecic
del goblerno serd de alrededor de /D3650,000 y ¢l de lag entidades privadas
cowo de RUE3SO0,000,

Con escos Tecursos, y este método de ¢jecucibu, anticipamos que ¢l proyucto
podrd alcanzar los sigulentes objetivos:

1. Increwentar la cancidad de untdades de serviclo (clinicas, clubes de
wadres, ete.) tanto pdblicas cowo privadas que ofrecen progromas de
supervivencia infantil exitosos en las repiones seleccionadas; y
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2, 75 por clento del personal fnvolucrado en atencldn primaria de salud en
SESPAS y en las participantes OVPs, habrd recibido adiestramicuco a corto
plazo en intervenciones de supervivencia infancil,

Para 1991 esperamos los sigulentes lmpactos ¢n las regiones de proysctos
seleccionadas: : :

1. Reduccidn de la morctalidad infantil en las reglones seleccionacas de
aproximadawente 20/1000 a 75/100G,

2. Reduceidn de la morbilidad infantil en un 2073

3. Reduccién de la walnutricién en los nifios por debajo de 5 aflos de un 407
en 1985 a un 25%;

4, Reduecién de los nacimicntos de bajo peso a menos de un 157Z del total de
nacimientos;

5. Aumentar la cobertura de inwunizaclones a un 80 por ciunto; y

0. Aumentar el ndwero de episodios de diarrca cracados con terapiu de
rehidratacion orul de la actual tasa de 20 por ciento a 75 por ciento,

Nuestro calendario para completar los planes para este proyecto, y lu
documentucidn requerida por la A.L.D,, es ¢l sipuicente:

julio=agosto de 1947; Teruwinur los estudios de campo y diseciio del
proyecto,
septicubre de 19Y87; Ubtener la aprobacién del proyecto y flrumar el

acucrdo con el CGORD.

e¢nero de 1988; Terminar la scleceldn cowpetitiva de lua OVP
coordinadora y firmar ¢l acuerdo cooperativo,

febrero de 1988: Llega la OVP al pais,

wayo de 1986: Terminacidn del plan detallado, cowilenzan las
operaciones de campo.

A fin de poder obligar estos fondos para ser utilizados en la Replolica
Dominicana durante este afio fiscal (que terwiua el 30 de septiembre de 1947),
nos proponcwos hacer unu donacidn de goblerno a gobilerno al Secretariado
Técnico de la Presidencla, Bajo los términos Jel propuesto acuerdo de
donacidn, el Secretarlado Téenico acuerda auctorlzar a la A, I,D. a actuar cowo
agente en la scleccion competitiva de la Ovp coordinadora y de flruwar el
acuerdo cooperativo que serd financiado con foudos del proyecto,

\
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Hewos tratado este arreglo con el Dr, Ney B. Arias L., Secretario d: Esrado de
Salud Pdblica y Asistencia Social, y con las principales 0VPs que tcabajan en
salud pdblica y todos estdn de acuerdo con este procedimicato,

Pura poder formalizar este entendimiento, le agradeceré indicar su

concurrencia firmando ambos originales de esta carca y devolviéndonos uno,

Muy atentawmente,

OZWAM . QZEE«A(-—J

Thowas W, Stukel
Director

Aprobucié'(éﬁ.;‘\/ yy/y/fé/

CGuillerwo Carawm
Secretario Técnico de la Presidencia

- 3 KGO, 1,
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ANNEX 3

Detailed Objectives and Related Tasks of Service Delivery Teams

This Annex provides a set of detailed objectives for each primary child
survival service, and an illustrative description of the specific tasks and
actlvities that Project designers expect Lo see SESPAS and PVO promoters and
their supervisors performing by the third year of the Project in cacai one.
Included in the tasks are the data collection and reporting associatad wich
each service,

OBJECTIVES

The target population or approximately 500,000 low-income children uader the
age of 5 and their families will be given access to education and services.
This 1is expected to result, by 1991, in the following status of targ:t
families and operational characteristics of the delivery system:
nggﬁng}”pqd_QhLLd Nutrition

{(Status of families)

o Grade 1, IT and LIl walnutrition reduced from 40% to 25% of the child
population;

0 Low birth weight rates reduced by 50%;

o Exclusive breastfeeding up to four months and continued breaiitfeeding
durling weaning by 70% of benefiting wothers;

o Improved weaning practices will be carried out by 50Z of benefiting
mothers;

o 70% referral to a health facility staffed by a physician or nurse of
all pregnant women and newborns;

(Project Operations)

0 90% of community health promoters trained in Growth Monitoring
Promotion (i.e., accurate welghings and recording, and approprlate
educational messages given to mothers);

0 Decrcase in the puwber of severely malnourished cases referred to the

health facilities due to Improved problem identification and treatment
taking place in the family,

g
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(Status of families)

(o}

(o}

o

Diarrhea prevalence reduced by 20%;
60%Z of diarrhea episodes treated with ORT;

80% of Project mothers who can demonstrate correct preparation and use
of ORS packets or home remedles;

70% referral of all severe malnutrition, diarrhea and ARI casas;

Infant mortality due to diarrhea decreased by 30% in the under 5
population;

50% of Project mothers continue feeding during diarrhea episades;

80% of Project mothers discontinue dangerous drug use during diarrhea
episodes;

(Project operations)

(o]

(o]

Decrease in the numbers of severely dehydrated diarrhea cases referred
to health facilities due to carly identification and treatment in the
home ;

80Z of the target population will have increased access to ORS packets;

Oral Rehydratlon Units installed in 100%Z of public sector health
clinies;

80Z of health workers trained In proper diarrhea case management ;

Increase in the number of physicians, intcrns and medical students
using oral rehydration Instead of intravenous treatment; and

Increased number of pharmuaclsts recommending ORT use for rchydration

Acute Respiratory Infections

(Status of familics)

(o}

(]

Decrease infant mortality due to ARI by 157 in children under 5;

90% of children immunized agalnst measles and 80% mothers imomnized
for tetanus;
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70% of Project mothers will be able to recugnize, know and practice
appropriate prevention and timely management/treatment of ARI cases;

(Project Operations)

o Increase case manugemenﬁ capability to 80Z in health facilities;

o Increase appropriate drug prescriptions and use at clinic level;

0 80%x of health personnel trained in appropriate wanagement of ARI,

General/Overall

0 8Uz uf the target rural population (and 0Us in Saato Domingo) covered
by all services;

o Establish a reliable community health record systewm in 907 of all
target communitics;

o 804 reliability of «ll information collected;

o 804 of the communlity health workers receive regular supervision;

0 50%Z of all communities organized with their own community heulth
comniltees;

o 80%Z of target rural communities (and 60% in Santo bomingo)} are covered

by either SESPAS or PVOs and are benefiting from a consistent approach
to child survival.

TASKS OF DELIVERY TEAMS

Growth Monitoring and Education

Promoters:

o Weigh (and potentially wmeasure) all infants and children under 5
years old and plot these measures on a growth chart which will
be located in two places: the houschold of the particlpatlay
family, and in the family health records that will stay with the
promoter;

0 Encourage up to three or four meals per day rather than the usual
one or two (depending on the family's cconomic situation);

0 [Educate mothers about the value of exclusive breast feeding

(meaniung only mother's milk) for the flrst four months of 1life and
prolonged breastfeeding during weanlug;

(Av
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0 Demonstrate preparation and conservation of proper weaning foods;
0 Orient the mothe¢r as needed to the use and preparation of baby
bottles (yet the orientation of the program will be to discourage

their use whenever pessible);

o Introduce locally available vegetables and fruits into children's
diets; and

0 Record (by family) indications of improved feeding practices
(extended breast feeding, additional meals, foods added to diet),

Supervisors:

o Conduct spot checks on homes to see 1f feeding practices are
changing, and check validity of proaoter reports;

0 Recommend incentives or awards for promoters whose tarset
families are showing notable proyress; and

0 Once validated, summarize Indicator data for area or regional
Ranagement information system.

Maternal and Child HeaLph/Nutrition: Yhis servlce includes maternal

mitrition, infant and chilﬁ.hairition, and food supplementation,

Maternal Nutrition:

Promoters:
o Identify pregnant women and monitor them for signs and symptoms of
pregnancy complications such as edema or vaginal hemorrhage and

refer complications to the nearest medical facility;

0 Refer pregnant women for regular prenatal check-ups at the nearest
medical facility;

0 Educate pregnant women regarding personal hygiene and care of
breasts during lactation, so as to reduce Lufant diarrhea;

0 Suggest that pregnant women and mothers consume vegetables and
fruit which are locally available and are often not ecaten;

0 Teach mothers about the importance of increasced fluid and food
intake during lactation; and

0 Record information about the onset of pregnancy, medical or healtl;
problews reported by women, and referrals made,

GQ



...84_

Supervisors: These individuals will perform three tasks:

0

Coordinate the transfer of complicated pregnancy cases to rural
clinics or hospltals;

Monitor houscholds to determine whether required promoter tasks are
being performed, and refer those who are performing their work at
an unacceptable standard to trainers for continuing educarion if
necessdary; and

Verify promoters' reports with clinics and spot checks with
pregnant women, and summarize data for area managers,

Food Supplementation:

Promoters:

0

Identify infants and children with moderate to severe malnutrition
(Gémez 1L/IIL);

Refer children to rural clinics or aubtrition rehabilitaticon centers
for food supplementation;

Monitor supplemental feeding of these malnourished childrin; and

Track and record growth/weight data on progress of children in
rehabilitation, and on return home.

Supervisors:

(0]

Visit familics systematically in the area of a prowoter to
determine through emplrical methods whether the above tasks are
being performed; and

Provide information on availability and proper distribution of
PL=-480 or other supplemental feeding to the families under their
aegls through rural clinics or other lcilities, should that become
necessary.,

Diarrheal Disease Control (bLC) s

Promoters:
0 Treat diarrhca and other minor Infections within the promoter's

competency;
Distribute ORS envelopes to famllies and child carctakers under

their aepis to ensure they have a stock of 4 on hand to treat thelr
children's diarrhea should it oceur;

\{
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o Identlfy signs and symptoms of acute diarrhcal disease and
complications such as signs of dehydration and anorexia;

0 Refer infants and young children with severe diarrhea and
dehydration to clinics;

0 Educate mothers how to identify diarrhea per WHO standards (3 of
mcre loose watery stuvols within 24 hours) and when to take their
children to health professionals for care;

0 Educate mothers about basic causes of diarrhea and their relation
to hygiene practice (i.e., handwashing, proper feces dispnsal,
proper food handling and storage);

0 Promote exclusive breastfeeding for the firsc four months of life,
followed by good weanlng practices;

o Educate mothers in the dangers of antidiarrheal drugs;

0 Educate mothers In appropriate dictary management of acute diarrhea;

0 Educate families in the preparation and use of ORT solution
prepared with home ingrediengs through flip churts or leaflets, and
in-home practice;

o Identify whether ORT was applied correctly during the last eplsode;

0 Test family members' Competency in the preparation and use of ORT
and reducate when necessary; and

o}

Note 1in the family records (or preferably the growth chart) the
number of diarrhea episodes of each child under 5 years ol age
experience since the last home visit,

Sugervisors:

0 Ensure that harmful local traditional remedies are not being
perpetuated by promoters as an alternative to OR'T;

o Perform outreach to mothers' ¢lubs and local schools for teaching
teachers and school children ORT use and diarrhea control
principles;

0 Perform on site monitoring to assure that errors are not being made
by mothers in mixing ORS solutions and Feeding is continued during
the child's bour of diarrhea; and

0 Summarize promoters' reports on dlarrhea episodes and treatments
(with salts or home=prepared remedies) after valldation of reports,
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Acute Respiratory Infections (ARI):

Promoters:

o]

0

Recognize the signs and symptoms that distinguish between mild,
moderate and severe cases of ARI, record cases in the family
record, and in severely 111 ARI cases, refer them to rural clinics
for treatment;

Teach famjlies to recognize respiratory symptoms that require
taking the child to medical ficilities, 1.e., fast breathing, noisy
btreathing, nasal flaring and cyanosis;

Administer simple treatment measures such as ORT solutions and
aspirin for mild ARI cases;

Educate families regarding home treatment for mild and moderate
cases of ARI such as continued breast feeding and/or feeding,
hydration, moist home environment, homwe remedics and proper intake
of anti-microbials when prescribed.

Educate families regarding transmission and prevention of APT,
including their relationship with enrivonmental factors such as
crowding, especially at night and damp house sites and construction;

Help families understand that some of the causes of severa, (and
often fatal) respiratory infections can be prevented by
lmmunizations, i.e., pertussis, tuberculosis, measles and
diaptheria; and

Record reported or observed cases of ARl among families sarved.

Supervisors:

o]

Assure that promoters are properly recognizing cases, providing
simple treatments, preventative education, and referring serious
cases for medical attention;

Verify, summarize, and pass along dota on cases, treatments, and
where necessary, call for additional training or medical support;

Ensure that local traditional remedics are not belng perputuated by
promoters as treatment for ARI; and

Follow up on supply lines to assure that promoters have the minimum
equipment and medicines necessary to treat mild AML cases (i.e.,
aspirin, functioning thermometer, ORY packages, et..)
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Not all prowoters and supervisors will provide all of these services
or rasks at the outset of the Project. A phased program of skills davelopment
will be designed by the C/PVO to bulld up to the full array of services and
education described above.

The following services will be provided in conjunction with the
Expanded Program of Immunizations and the Fawily Planning Services Expansion
Project. Those Projects will provide the necessary staff training in these
skills.

Imounization: This activity will be aimed at achieving timely vaccination
coverage in children under 4 ycars of age. The basic program of vaceinations
includes BCG, DPT ]-3, Polio 1-3 and measles. Promoters will distribute
vaccination cards in all houscholds assigned to then. Alternatively,
vaccinations will be accurately recorded in the appropriate space of the
growth charts that will be left in the home (See the Section on Nutrition),.
Families will be taught to post them on their dcors in plastic progranm
envelopes., Each time any member of the family is vaccinated (either by a
physician or by a campaign) they are instructed to present their card in order
for the vaccination date to be recorded. If the family member does not have
his/her vacecination card at the time of vaccination, the health professional
will give a vaccination certificate that the family members will take with
them to the home and place in the plastic envelope with their permanent
vaccination card., At the time of the promoter's regular visit, he/she will
enter the vaccination date in the appropriate cell of the permanent ctard, and
in their own records for supervisors to summarize and pass on.

Birch Spacing

Promoters:

0 Help mothers understand that short birth intervals are assoclated
with low birth weight children, increased risks of the child
deaths, and a less vigorous and sprightly mother;

0 Encourage mothers to accept a minimal birth interval of two yedrs;
o Help mothers understand that breast feeding is not only important
for their child's nutrition (discussed above), but also related to

avolding unwanted pregnancy;

o Counsel mothers on the availlability of different methods of birth
control, and the advantages and disadvantages of each one;

o Distribute condonms and contraceptive pllls to households that
request them per program norws;

0 Refer women to clinies for all other birth control devices; and
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o Record or update regularly the birth control status of women of
childbearing age.

Supervisors:

o Ensure the availability of condoms and contraceptive pills to
promoters for distribution to local houscholds, and summarize
promoter data for arca/regional reports.

\b“\
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ANNEX 4

Lessons Learned from Prior Health Projects
Relevant to Child Survival Project

In the design of the Child Survival Project (517-0239) several
evaluations of similar Projects were reviewed with an eye towards identifying
lessons learned that should be considered in its design., The two most
relevant Projects that relate to the objectives of the child survival Project
are the Health Sector Loans I and II (517-U-028 and 517-U-030). The major
component of the Health Sector Loan I centered on the establishment of a
low-cost rural health delivery system using village level heualth promoters and
supervisors to reach some 1.8 million persons not covered by the existing
public health system as of early 1970, Prior to the signing of the first
health sector loan in October, 1875, the Secretariat of State of Public Health
and Social Welfare (SESPAS), had very few trained personnel to deliver any
form of health care to the rural population of the country. With assistance
from the loan, promoters and supervisors were trained to deliver
lmmunizations, family planning advice and contraceptives, and refer persons
with more complicated health problems to a network of newly built rural
clinics and hospitals. The promwoters also provided health education to
promote proper nutrition, encourage better sanitation practices, and collect
Information on vital statistics frow the communities in which they wcrked., 1In
1976, there were 867 promoters in the Basic Health Services Program (SBS) and
by August 1981, the program was considered "fully operational” with a high of
5,400 promoters on the job. The Health Sector Loan LI (517-U-030) signed in
November of 1978, provided additional funding which when added to the
resources of the Health Sector Loan I permitted the attainment of the above
growth.

The SBS program only operated in rural areas of the country as the urban
component planned in the Health Sector Loan I was phased out soon after its
inception. The Santo Domingo urban Project had very high promoter attrition
and was terminated by SESPAS because of percelved duplication of services,
especially with other GODR programs and the health services provided by the
major hospitals.

The most complete assessment of the work and effectiveness of the SBS
health promoters is contained in the May 1983 evaluation of the lHealt:h Sector
Loans I and I1 conducted by Management Sciences lor Health (MSH), The
evaluation findings are summarized as follows:

USAID Health Sector Loans I and 11 helped initiate and expand a rural
health delivery system in the Dominican Republic based on about 5,400
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promoters, Accessibility to primary health care was extended to about
2,100,000 rural people who previously did not have easy access to these
services,

The strong .or positive features of the SBS were:

a) The increased coverage to the rural population, as mentioned above.

b) A possible (likely) decrease in the rural areas served by the SBS
of: .

1) the infant mortality rate,
ii) the mortality rate for children aged 1 to 4 years, and
ii1) the fertility and birth rates,

c) The existence of a health infrastructure in the rural areas, mostly
devoted to preventive medicine;

d) Strong community involvement in the SBS;

e) A high rate of immunization coverage in the rural area and

f) Salary support from the government to maintain the SBS, showing the
government's strong commitment to rural health and preventive
medicine, as opposed to urban, hospital=~based medicine.

The weak or negative features of the SBS were:

a) Low productivity of promoters and supervisors with little tangible
output in areas other than immunizations and, possibly family
planning;

b) A weak or ncarly non-functional supervisory system;

c) Minimal efforts at continuing education and re-training;

d) Unreliable data collection and weak information system, which
hinders systematic, constructive evaluation of the SBS.

e) Logistics problems; and

£) Lack of flexibility due to little decentralization of authority to
the regional level.

The SBS has developed for the Dominican Republic an infrastructure for

the delivery of preventive health programs (in 1983), capable of reaching
approximately 90% of the rural population. For the amount of money upent on

4
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recurrent costs, however, the program should be achieving a lot more, However,
largely because of poor support Systems supervision, the SBS is not meeting
its potential. If the supervision can be improved and the promoter
re-inspired to help solve the health problems of their communities, the SBS
will save the Dominican Republic huge costs in direct health serviceg provided
at higher levels,

Although not entirely reliable, figures for mortality and birth rates
already show some improvement in the target areas. Immunization rates are
excellent for a “horizontal" program. .The SBS, however, generally lacks
maintenance, except for salaries and vaccines, There is little reitcration of
the service philosophy, continuing education, or effective supervision. SBS
productivity appears to have declined in the past 2 years and 1s in need of
resuscitation, With some effective regionalization, retraining of supervisors
and promoters, and with increased attention to information and logistics
support systems, however, SBS should be able to continue to improve the health
status of the Dominican people.

The MSH evaluation concluded with a series of recommendations and
alternatives for upgrading the SBS. In the interest of showing how the new
child survival Project is planning to address these recommendations, the
reccommendation will be repeated below followed by a brief explanation of what
remedial action is planned in the new Project.

1. SBS Status Recommendation:

To make the SBS program effective, it must be consolidatec and led
back to its orilginal objectlves and goals from its present almost
directionless state. LExcept for immunizations, the SBS' preventive goals have
largely been forgotten., Improving management support to the existing
infrastructure will make it possible to revive other preventive programs and
to expand the functions and coverage for the systemn,

Response:

After more than four years of decline, SESPAS has decided to
reactivate the former SBS program. On August 12, 1987, the Secretary of
Health announced the creation of the National Child Survival Plan which will
deliver child survival interventions throughout the SESPAS infrastructure. It
1s recognized that, particularly in the light of the recent (summer 1.987)
turnover of nearly 100% of the promoters and supervisors, that the rural
health system needs to be completely revamped and strengthened., The Child
Survival Project together with resources from the Family Planning Services
Expansion (517-0229) and the lmmunizations (517-0242) Projects will provide a
ma jor source of the technical assistance and financing to carry out the
recoumendation,
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2, Field Personnel Recommendation:

Promoters and supervisors should be qualified people choscn because
of their dedication to the goals of the SBS. Those personnel who do not fit
these criteria should be replaced. The formal continuing education program
and improved supervision should be used to identify any incompetent people.

Response:

This recommendation has been followed by SESPAS using a selection
methodology that is not likely to support the purpose of the program. During
the summer of 1987, SESPAS fired all the promoters and supervisors associated
with the rural health program. The rationale for this action was a feeling
that the promoters were "too political" and were not serving the needs of the
program. Unfortunately, the new promoters were sclected by the local branch
offices of the party in power without the use of Job descriptions or
employment criteria. Mixed information has reached the USALD office as to the
results of this practice. Some persons claim that the new promoters are
"better", other feel they may not have even the minimum entry level
qualifications (i.e. able to read and wirite). In view of this development and
the key role that promoters and supervisors play, USAID proposed to request
SESPAS to update the job descriptions for promoters and supervisors and
establish minimum job entrance criteria. The promoters and supervisors will
be tested against this criteria prior to entering training. 'Those p2rsons who
cannot meet the criteria will not be allowed to proceed to training paid for
under the Project and should be replaced with a more qualified person.

3. Supervision Recommendation:

The supervisory system needs to be made into a true supervisory
system. Retraining (or in some cases, training) the supervisors and
maintaining a continuous retraining program for them should be a priority. If
a supervisor cannot be trained, or retralned, he or she should be replaced.

Response:

The Child Survival Project proposes to revive and strengthen the
supervisory system so that it becomes a mechanism for quality control,
assuring that services are delivered according to program norms. Supervisors
will be trained in supervision and to function as trainers of promotars,
Promoters who cannot fill their role will be requested to assume another
position in the Project or their agency, or leave the prograum.

Salary support for promoters and supervisors should receive high
priority and should continue at this point if at all feasible. An extensive
financial analysis of the SESPAS operating budget might identify other areas
where budgetary savings could be achieved at less cost in terms of health
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services delivery., If it is necessary to withdraw salary support at a later
time, alternate financing through the community should be explored, and might
even be preferable.

Alternative financing for promoters should be explored in case
budget support has to be cut back. Possible alternatives might be direct
community financing through quotas or the establishment of a community
pharmacy run by the promoter and the health committee.

Response:

This recommendation was made at a time when SESPAS was considering
discontinuing the RD$50.00 per month stipend to each promotor, This action
was not taken. Nevertheless, the recommendation to study alternative sources
of funding for the present or future promoters remain valid and will be dealt
with by the Project as a way of reducing recurring costs.

5. Rural Coverage Recommendation:

The system should be extended to other rural areas so as to cover
as much of the rural area as feasible. This coverage would include rural
arcas in the vicinity of rural clinics as well as more remote areas
(comeunities under 400 population) not presently included in the system, 1t
is estimated that this additional coverage would require about 1,200
additional promoters and 120 additional supervilsors.

The SBS should not be extended to the urban or peri-urban areas
until the rural system is well into the “consolidation" phase, However, some
preliminary studies and/or experiments in the peri-urban arcas should be made,
as these are areas of great need.

ggpgonse:

The recommendation implies that SLSPAS should be the organlization
to expand health coverage., At this time, USAID does not agree with the
recommendation in the light of cthe general deterioration and politictization of
the SESPAS rural health system. Instead, the Mission recommends strangthening
the existing SESPAS staff and infrastructure and complementing their present
coverage with assistance to PVUs who are presently engaged in child survival
activities. This strategy should increase coverage without increasing SLSPAS!
recurrent cost problem. PVOs will clearly have recurrent cost problems as
well; however, they rely more on the use of volunteers at the community level
and their overhead is generally lower. PVOs will also receive assistance on
alternative forms of financing under the Project.,

In urban areas, the Mission proposes to support the existing urban
PV0Os. as opposed to recommending the extension of SESPAS to the barric level,

\‘i‘\
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6. Staff Transportation Recommendation:

Improve the transportation system possibly including bicycles, as
well as more efficient use of motorcycles and vehicles, so as to allow better
supervision and better backup by people in various preventive prograns such as
nutrition and maternal and child healtlh.

Response:

By its very nature, the child survival program will operate in
remote areas, making transportation of supervisors a key element for success,
The Project proposes to provide a limited number of vehicles to the SESPAS
reglonal and central offices which participate in the Project as well as to
the major PVOs who will also participate., Vehicles will be assigned to pools
which will, in turn, support a group of service delivery specialists (i.e.
family planning and MCH, nutrition and ORS) thus facilitating a team
supervision concept rather than a one-vehicle-one program concept,
Transportation for supervisors will be in the form of motorcycles, llowever,
the Project will experiment with a transportation stipend to the supcrvisor so
that he/she may buy their own motorcycle with the understanding that it will
be used to support the supervisor on the job. The stipend will also cover
cost of fuel and maintenance for work related travel.

7. Information System Recommendation:

The information and data collection systems need simplification,
rationalization, and better supervision to make evaluation possible.

Response:

The information and reporting system to be developed under the
Project will far exceed the SBS system. The information system will, in
effect, become an integral part of the promoter's work allowing him/her to
visualize the health status of the people they serve and gauge their own
productivity. The information system will be able to gather the data required
for reporting child survival statistics to A,I.D.,/W and will be complemented
by selected in-depth studies nceded for evaluation purposes. Four person
months of TA are dedicated to this function.

8. Lugistics Kecommendation:

Logistics problems, such as the supply of cotton, alcohol, forms,
thermoses, and transportation expenses for the promoters should recelve
priority attention.

Response:

The logistic system will be revamped making the supervisor
responsible for the availability of supplies, information forms, and

{0
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educational materizl at the community level., At the regional level specific
personnel will be trained in the ordering storage distribution of sujplies on
a timely basis, Four person months of TA are dedicated to this funccion.

9. Clinic Staffr Training Recommendation:

Orientation and reorientation programs at regular intervals are
required for personnel assigned to the rural clinics (including especlally the
physician on his year of rural service).

Any attempts should be made to incorporate this training in
community and preventive medicine into the medical school curriculum,

Since the rural clinics are the backup for the promoters and the
SBS, the drug supplies need to be improved at the rural elinics in order to
improve the quality of care. Minimal laboratory services should also be
considered for the rural clinics.

ResEonse:

The Project recognizes the important role that rural healrh clinics
with their medical staff play in the child survival Project, Consequently,
the rural clinic physicians (known ag pasantes) will be trained in child
survival techniques by such groups as the Dominican Pediatric Society. The
pasantes will be brought into the pPlanning proces: of those supervisors and
promoters that work in the catchment area of the rural clinic. While the
Project does not contemplate the distribution of drugs at this time, it is
iuportant to establish effective referral services to the rural clinics where
gcneral medical care and selected medicines will be available. The Proiect
does not plan to provide laboratory equipment to the rural clinics due to the
frequent turnover of their staff; however, such a request will be considered
based on its merits once the Project is underway and key rural clinics have
been identified.

10.Water/Sanitation Recommendation:

Continue support of expanded water and sanitation systems, with
health education.

Response:

The child survival Project has targeted its resources to the
selected primary interventions supported by A.I1.D./W and UNICEF, The Project.
nevertheless, fully recognizes that water 1s an important component Lo a child
survival strategy. Therefore, the Project plans to seek the participation of
SESPAS regional offices and PVOs who are also working in such arcas us
sanitation, water. incoume fieneration. complementary feeding and agricultural
production on their own. The institutional analysis of PVOs in the target
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area indicates that there are PVOs who are already engaged in these activities
and who, in turn, are cager to enter into child survival services. 'This is
the kind of complementarity that the child survival Project is striving for.

The MSH evaluation copcludes with a general set of observations and
recommendations. The full evaluation is on file in the Health and Population
Division of USAID/DR.
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ANNEX 5

A Summary of Relevant A.I.D. Policies
on Which The Child Survival Proiject is Based

Immunization Strategy

Under a mandate of the U.S. Congress, A.I.D. is working closely with the World
Health Organization's Expanded Program on Immunizations (LPL), to reach the
target of 807 coverage for six vaccines: polio, measles, diphtheria,
pertussis, tetanus and tuberculosis. In addition, in the Awericas, A,I.D. has
joined with the Pan American Health Organization to interrup: transmission of
wild polio virus, thereby eradicating poliomyelitis from the Americas. The
Government of the DR, in collaboration with A,L.D. and the Pan American Health
Organization has recently signed the Country Plan of Action. This sltrategy
calls for universal immunization coverage for children less than one year of
age by 1991 through a combination of public campaigns and infrastructural
development.,

Diarrheal Disease Control Strategy

A.I.D.'s goal, in conjunction with host countries and other internatinal
donors, is universal access to ORT, using a combination of ORS packets and
home-available solutions, and appropriate usc of ORT for diarrhea in all
children under five. Explicit world targets are:

1. ORT accessible to virtually every child who needs it by 1990,
2. 45% appropriate use of ORY by 1990,
3. Two million lives saved from diarrheal deaths,

Key elements of the strategy to achieve these turgets are: 1) policy dialogue
with key decision makers; 2) infrastructural development; 3) use of the
private sector; 4) local production of ORS packets: and 5) developmeut of
comprehensive national diarrheal discase prevention and control program.

Nutrition Secctor Strategy

A.I,D.,'s nutrition sector strategy 1s to integrate specific nutrition
interventions into Health, Agriculture, Population, Education. Food Assistance
and other agency programs. These interventions in the health sector include
growth monitoring, infant feeding programs with special emphasis on
encouraging breast feeding and improving weaning habits, targeting food aid,
maternal nutrition enhancement, and addressing micronutrient deficiencies such
as vitamin A, iron and iodine,
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Population Strategy

A.I.D.'s goal, in collaboration with host governuents and international donors
is to make a wide wariety of family planning services universally available to
those who voluntarily choose to use them. Key elements of the strategy
include: 1) strengthening the host country capability to determine and
address policy ‘ssues; 2) developing service delivery capability via technical
assistance, tr aing, provision of commodities, and management improvement; 3)
developing and using multiple delivery systems including community based
distribution, clinic based services and contraceptive social marketing, via
both the public and private sectors; 4) enhancing research ability in both
policy and programmatic areas; 3) disseminating family planning information
and education, including natural family planning; and 6) promoting rasearch on
new contraceptive methods.

Health Research Strategy

A.I.D.'s Health Sector Policy Paper calls for a program of applied aid basic
research to meet the health needs of the world's peoples, A.I.D., will
encourage initiation or expansion of appropriate biomedical research
activities in developing countries, Collaborative efforts between host
country and U.S. resecarch institutions will be especially encouraged,  But
wmedical advances, such as vaccines, are only useful if they can reaca the
population affected. Realizing that Cuild Survival calls for a masslve
extension of coverage, the sector health policy supports operational research
to improve the delivery of services and monitor its effectiveness, Finally,
Child Survival programs, which extend services beyond the elinlc dircetly to
the household, require intimate knowledge of locual healtl sceeking behavlors so
that health behavlioral research has become a priority, both to describe the
local settiny and to design programs that will be accepted and cffec:ive,

Health Financing Strategy

A.L.D.'s draft policy on health financing 1s to concentrate policy dilalogue
and program assistance on promoting sustainable health programs. A,L.DL.
places special emphasis on encouraging the development of self-sufficient
cost-effective programs and the use nof private sector approaches where
possible. Policy dialogue is directed towards improving resource allocation,
improving quality and availability of services, shifting financing ofF personal
curative services to those willing to pay, and ensuring that publie Funds are
available for preventive health services that benefic the public as o whole.
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5C(2) -~ PROJZCT CHECKLIST
CHILD SURVIVAL PROJECT

Listed below are Etatutory criteria applicable
to projects. Thig Bection is divided into two
parts. Part A includes criteria applicable to
all projects.
rrom specific sources only:
Projects funded with Dovelopument Assistunce:

B(2) applies to Projects funded from Development

Asgistance loans; anaq B(3) applies to projects
funded from ESF,

CROSS REPERENCES: IS COUNTRY CHECKLIST UP TO
DATE? HAS STANDARD ITEM
CHECKLIST BEEN REVIEWED FOR
THIS PROJECT?

A. GENERAL CRITERIA FOR PROJECT

l. FY 1987 Continuing Resolution Sec. 5§23
FAA Sec, 634RA. Describe how
authorization ang appropriations
coumittees of Senate and House have
been or will be notified concerning
the project.

611(a)(1). Prior to obligation
in excess of $500,000, will there be

(a) engineering, tinancial or other plang
hecessary to carry out the assistance,
and (b) a Loeasonably firm estimate of the
Cost to the U.S. of the assistance?

3. FAA Sec. 611 (a)(2). 1If legislative
action is required within recipient
country, what ic basis for reasonable
expectation that guch action will pe
completed in time to permic orderly
accomplishment of purpose of the
asgistance?

4. FAA Sec. 611(b): ¥Y 19g7 Continuing
Regolution Scc. %01, 1t projuct ig for
waler or water-rglated land resource
construction, have benefits and cogtg
been computed to the axtent Practicable
in accordance with the Principles,
ttandards, and Procedures establighed
Pursuant to the Water Roecources Planning
Aet (42 U.s.C. 1962, gt neq.)? (Soe
4.1.D. Handbook 3 for guidelines,)

Part B applies Lo projects funded
B(l) applies to all

LANNEX b
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YES

YIS

CN was forwarded to Congress
August 5, 1687 expiration date
1s August 20, 1987,

YES

No further legislative
action is required.

N'A.
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10.

'EBJ\ Sec.

FAA Sec. 611(e).
assistance (e.q.,

It project is capital
construction), and
total U.S. assistance for it will exceed
¥$1 million, has Mission Director
certified and Regional Ascistant
Administrator taken into consideration
the country's capability effectively to
maintain and utilize the project?

FAR Sec. 209. 1Is project susceptible to

execution as part of regional or
multilateral project? If 80, why is
Project not so exccuted? Informaticn and
conclusion whether assistance will
encourage regional development programs.

FAR Sec. 601(a). Information and
conclusions on whether projects will
encourage efforts of the country to:
(a) increase the flow of international
trade; (b) foster private initiative and
competition; (c) encourage development
and use of cooperatives, credit unions,
and savings and loan associations:

(d) discourage monopolistic practices:
(e) improve technical efficiency of
industry, agriculture and cocmmerce; and
(f) strengthen free labor unions.

FAA Sec. 601(b). Information and
conclusions on how project will encourage
U.S. private trade and investment zbroad
and encourage private U.S. participation
in foreign assictance Programs (including
use of private trade channels and the
services of U.S. private enterprise).

FAR Secs. 612(b), 636(h). Describe steps
taken to assure that, to the maximum
extent possible, the country is
contributing local currencies to meet the
cost of contractual and other services,
and foreign currencies owned by the U.s.
are utilized in lieu of dollars.

612(d). Does the U.S. own
excess foreign currency of the country
and, i{f go, what arrangements have been’
made for ite release?
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N.A.

Project is not susceptible
Lo execution as part of
regional or multilated
project.

As this is a child survival
project focuasing on health
issues it does not directly
relate to iadustry and
commerce 1ssues,

A U.S. Private Voluntary
Organization will be selected
to be the coordinating entity
in-country,

The Project Grant Agreement
requires that the country
contribute a total of US$2,325
million in cash and 1,025 in
in-kind ass:stance.

No. U.S. does not own excess
foreign currency.



11. FY 1987 Continuing Resolution Sec. 521.
If assistance is for the production of
any commodity for export, is the
commodity likely to be in surplus on
world markets at the time the resulting
productive capacity becomes operative,
and is such assistance likely to cause
substantial injury to U.s. producers of
the same, similar or competing commodity?

12. FY 1987 Continuing Resolution Sec. 558
(as interpreted by conference report).
If assistance is for agricultural
development activities (specifically, any
testing or breeding feasibility study,
variety improvement or introducction,
consultancy, publication, conference, or
training), are such activities (a)
specifically and principally designed to
increase agricultural exports by the host
country to a country other than the
United States, where the export would
lead to direct competition in that third
country with exports of a similar
commodity grown or produced in the United
States, and can the activities reasonably
be expected to cause substantial injury
to U.S. expo:ters of a Bimilar'
agricultural commodity; or (b) in support
of research that is intended primarily to
benefit U.S. producers?

13. FY 1987 Continuing Resolution Sec. 559,
Will the assistance (except for programs
in Caribbean Basin Initiative countrieg
under U.S, Tariff Schedule “Section 807,"
which allows reduced tariffs on articles
assembled abroad from U,.S5.-made
components) be used directly to procure
feasibility studies, prefeasibilitcy
studies, or project profiles of potential
investment in, or to asaist the
establishment of facilities specifically
designed for, the wmanufacture for export
L0 the United States -or to third country
warkets in direct competition with U.sS.
exports, of textiles, apparel, footwear,
handbags, flat goods (such as wallets or
coin purses worn on the person), work
gloves or leather wearing apparel?

N. A,

NIA.

NO
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AA Sec. 118(c). Does the assistance
comply with the environmental procedures
set forth in A.I.D. Regulation 167 Does
the assistance place a high priority on
conservation and sustainable management
of tropical forests? Specifically, does
the assistance, to the fullest extent
feasible: (a) stress the importance of
conserving and sustainably managing
forest resources; (b) support activities
which offer employment and income
alternatives to those who otherwise
would cause destruction and loss of
forests, and help countries identify
and implement alternatives to colonizing
forested areas; (c) support training
programs, educational efforts, and the
establishment or strengthening of
institutions to improve forest
kanagement; (d) help end destructive
slash-and-burn agriculture by supporting
Btable and productive farming practices:

" (e) help conserve forests which have not

Yet been degraded, by helping to increase
production on lands already cleared or
degraded: (f) conserve forested

-wWatersheds and rehabilitate thosge which

have been deforested; (g) support
training, research, and other actions
which lead to sustainable and more
environmentally sound practices for
timber harvesting, removal, and
pProcessing; (h) support research to
expand knowledge of tropical forests
and identify alternatives which will
prevent forest destruction, loss, or
degradation; (4) conserve blological
diversity in forest areas by supporting
efforts to identity, establish, and
waintain a representative network of
protected tropical forest ecosystems

on a worldwide basis, by making the
establishment of protected areas a
condition of support for activicies
1involving forest clearance or
degradation, and by helping to identiry
tropical forest ecosystems and speclies .
in need of protection and establish and
waintain appropriate protected areas:
(J) seek to increaseé the awareness of
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Yes., A negative environmental
recommendation has been
recommended,



U.S. government agencies and other donors
of the immediate and long-term value of
tropical forests: and (k) utilize the
fesources and abilities of all relevant
U.S. government agencies?

15. FAR Sec. 119(q)(4)-(6). Will the N.A.

assistance (a) support training anad
education efforts which improve the
capacity of recipient countries to
Prevent loss of biological diversity;
(b) be provided under a long-term
agreement in which the recipient country
agrees to protect ecosystems or other
wildlife habitats; (c) support efforts
to identify and Eurvey ecosystems in
recipient countries worthy of
protection; or (d) by any direct or
indirect means significantly degrade
national parks or similar, protected areasg
or introduce exotic Plants or animals
into such areas?

16. FAA 121(d). If a Sahel Project, has a N.A.
determination been made that the host
government has an adequate sysem for
accounting for and controlling receipt
and expenditure of project funds (either
dollars or local currency generated
therefrom)?

17. FY 87 Continui esolution Sec. 532, NO. .
Is disbursement of the assistance
conditioned solely on the basis of the
policies of any multilateral inscitutiqn?

B. FUNDING CRITERIA FOR PROJECT

l. Development Assistance Project Criteria

a. FAA Secs. 102(b), 111, 113, 281(a}).
Describe extent to which activity
will (a) effectively involve the poor
in development by extending access to
economy at local level, increasing
labor-intensive production and the
uge of appropriate technology,
dispersing investment from cities
to small towns and rural areas, and

page 5 of 10



b.

insurirg wide participation of the poor
in the benefits of development on a
sustained basis, using appropriate U.S.
institutions; (b) help develop
cooperatives, especizlly by technical
assistance, to assist rural and urban
pPoor to help themselves toward better
life, and otherwise encourage democratic
private and local governmental '
institutions; (c) support the self-help
efforts of developing countries; (d)
promote the participation of women in the
national economies of developing
countries and the improvement of women's
status; and (e) utilize and encourage
regiomal cooperation by developing
countries.

FAR Secs, 103, 103A, 104, 105, 106,
120-21. Does the project fit the
criteria for the source of funds
(functional account) being uged?

FAA Sec. 107. 1Is emphasis Placed on use

of appropriate technology (relatively
smaller, cost-saving, labor-using
technologies that are generally most
appropriate for the small farus, small
businesses, and small incomes Of the
poor)?

FAR Becs. 110, 124(d). Will the
recipient country provide at least

25 percent of the costs of the program,
Project, or activity with respect to whch
the assistance is to be furnished (or is
the latter cost-sharing requirement being
waived for a *Zelatively least developed®
country)?

FAAR Sec. 128(b). If the activity

attempts to increase the institutional
capabilities of private organizations or
the government of the country, cr if it
attempts to stimulate scientific and
technological research, has it been
designed and will it be monitored to
ensure that the ultimate beneficiaries
are the poor majority?

Fage 6 of 10

Self-help efforts will be
supported by improving the
knowledge of young mothers 1in
the care and feeding of their
children under 5 years in
order to decrease abnormally
high child mortality rates.

YES.

Yes, country will contribute
42% of total project costs,

Local PVOs and community and
regional health providers

will be directly benefitted by
training and supplies
procurred by the projectj
their clients are the rural
and urban poor in the projects
target area.
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FAR Sec, 281(b). Describe extent to

which program recognizes the particular -
needs, desires, ang capacities of the
People of the country; utilizes the
country's intellectual resources to
encourage institutional development; and
supports civil education and training in
8kills required for effective
Participation in governmental processes
essential to gelf-government.

¥Y 1987 Continuin esolution Sec. 540.

Are any of the fundsg to be used for the

performance of abortions ag a method of

family planning or to motivate or coerce
any person to practice abortiong?

Are any of the fundsg to be used to pay
for the performance of involuntary
sterilization as a method of family
rlanning or to coerce or Provide any
financial incentive to any person to
undergo sterilizations?

Are any of the funds to be used to pay
for any biomedical research which
relates, in whole or in Part, to methods
of, or the performance of, abortions or
involuntary Bterilization as a means of
tawily planning?

FY 1987 Continuing Resolution. 1Is the
assistance being made available to any
organization or Program which has been
determined to Bupport or participate in
the management of a Program of coercive
abortion or involuntary sterilization?

1f assistance is from the Population
functional account, are any of the funds
to be made available to voluntary family
planning projects which do not offer,
either directly or through referral to or
information about access to, a broad
range of family planning methods and
services?

AR Sec, 60l(e). Will the Project
utilize competitive selection procedures
for the awarding of contracts, except
where applicable Procurement rules allow
otherwise?

page 7 of 10

Institutidnal development of

local PVOs Lmproves and
utilizes the country's
intellectual resources

NO.

NO.

NO,

NO.

NO.,

<
| o]
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FY 1987 Continuin Resolution. How much
of the funds will pe available only for
activities of economically and socially
disadvantaged enterprises, historically
black culleges and universities, ang
Private and voluntary organizations which
are controlled by individuals who are
black Americans, Hispanic Americans, or
Native Americans, or who are economically
or socially Aisadvantaged (including
women)?

FAA Sec. 118(c)(13), 1If the assistance
will support a Program or project
6ignificantly atfecting tropical forests
(including Projects involving the
Planting of exotic Plant species), will
the program or Project (a) be based upon
careful analysis of the alternativesg .
available to achieve the best sustainable
use of the land, and (b) take ful}
account of: the environmental impacts of
the proposed activicties on bioloyical

diversity? .

AR SBec. 118(c)(14). Will assistance

be used for (a) the Procurement or uge

of logging equipment, unlesgsg an
environmental assesswent indicates that
all timber harvesting operations involved
will be conductead in an environmentally
sound manner and that the proposed
activicy will Produce positive economic
benefits and Bustainable forest
management systems: or (b) actions which
siqnificantly degrade national parks or
8imilar protected areas which contain
tropical forestg, or introduce exotic
Plants or animalsg into guch areas?

AR Sec. 118(c)(15). Will assistance be
used for (a) activities which woulgd
result in the conversion of forest lands
to the rearing of livestock; (b) the
construction, upgrading, or maintenance
of roads (including tewporary haul roadsg
for logging or other extractive .
industries) which Pass through relatively
undegraded forest lands:; (c) the
colonization of forest lands: or (d) the
construction of dams or other water
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All funds will be channelled
through a PV0; those PVOs
controlled by black, hispanic,
Native Americans and/or women
will be encouragaico submit
applications.

N.A,

NO.

NO,



2. Development Assistance Project Criteria N.A.

control structures which flood relatively
undegraded forest lands, unless with
respect to each such activity an
environmental assessment indicates that
the activity will contribute
significantly and directly to improving
the livelihood of the rural poor and will
be conducted in an environmentally sound
manner which supports sustainable
development?

(Loans Only)

d.

FAR Sec. 122(b). Information and

conclusion on capacity of the country to
repay the loan at a reasonable rate of
interest.

FAA Sec. 620(d). If assistance is for
any productive enterprise which will
compete with U.S. enterprises, is there
an agreement oy the recipient country to
prevent export to the U.S. of more than
20 percent of the enterprise's annual
production during the 1life of the loan,
or has the requirement to enter into such
an agreement been waived by the President
because of a national security interest?

FY 1987 Continuing Resolution. 1If for a
loan to a private sector institution from
tunds made available to carry out the
provisions of FAA Sections 103 through
106, will loan be provided, to the
waximum extent practicable, at or near
the prevailing interest rate paid on
Treasury obligations of similar maturicy
at the time of obligating such funds?

Sec. 122(b). Does the activity
give reasonable promise of assisting
long-range plans and programs designed

to- develop economic resources and

increase productive capacities?
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3. Economic Support Fund Project Criteria N.A.

Sec. i1(a). Will this assistance
promote economic and political
stability? To the maximum extent
feasible, is this assistance consistent
with the policy directions, purposes, and
Programs of Part 1 of the FAA?

AR Sec. 531(e). Will this asgistance be
used for military or Paramilitary
PUrposes?

ISDCA of 1985 Sec. 207. Will ESF funds
be used to finance the construction,
operation or maintenance of, or the
BUpplying of fuel for, a nuclear
facility? 1If so. has the President
certified that such country is a party to
the Treaty on the Non-Proliferation of
Nuclear Weapons or the Treaty for the
Prohibition of Nuclear Weapons in Latin
America (the “Treaty of Tlatelolco"),
cooperates fully with the IAEA, and
pursues nonproliferation policies

.consistent with those of the United

States?

FAR Sec. 609. If commodities are to be
granted so that sale proceeds will accrue
to the recipient country, have Special
Account (counterpart) arrangements been
made?

page 10 of 10
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ANNEX 7

ENTRENA REPORT CAN BE FOUND IN OFFICIAL PROJECT FILE AT USa
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ANNEX 8
TECHNICAL ASSISTANCE PLAN

To assure success in achieving the Project's stated objectives, Project
resources will be granted to a qualified PVO with demonstrated experience in
managing child survival programs in developing countries. The PVO will serve
as the coordinator of all A,I,D, financed activities and, therefore, will be
known as the "C/PV0". The C/PVO will be selected by open competition using a
list provided by the Bureau of Food and Voluntary Agencies (FVA) of known PVOs
who have managed child survival programs. The selected C/PVO will receive a
Cooperative Agreement which will allow them to also receive, distribute and
account for the financial resources ol the Project. The justification for the
selection of a PVO and the use of the Cooperative Agrecement as the assistance
instrument is explained in Section of the Project Paper.

The primary tasks of the C/PVO are presented in Section IIT-C of the
Project Paper and, therefore, will not be repeated here. ‘This Annex provides
the timetable by which the C/PVO will be selected and granted the Cooperative
Agreement and a brief deseription of the responsibilities and selection
criteria for several of the key technical advisors.

A, Schedule

Major Events 1587

1, Issue Request for Application to PVOs. October 16,

2. Deadline to receive C/PVO Applications. November 30,

3. Review Applications and Select C/Pvo. December 18,

4. Award Cooperative Agreement to c/pvo. December 31,
1988

5. C/PVO Long Term resident staff arrive January,

to establish office,

6. Hire core local staff, February,
7. Short Term TaA arrives to work w/SESPAS and March,
PVOs to:

= Complete definition of each intervention,

= Establish implementation plans.

= Finalize 714, training and procurement
plans.
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8. C/PVO hires staff or contracts firm to March,
develop training, educational and publicity
materials,

B. Responsibilities of Key Long Term Staff

1. Chief of Party

This person will act as Project Director on behalf of the
C/Pvo, reporting to the Executive Committee of the project which is
composed of representatives of the TSP, the participating PVOs and the
SESPAS Director of the National Child Survival Plan. The Chief of Party
serve for 3 1/2 years, and will be a manager with overall technical
coordination responsibilities to oversee the design, planning and content
matters of the project. Also, the Chief of Party will be responsible for
monitoring all financial arrangements including the issuing of subgrants
financed with project funds.

The minimum qualifications for this position are at least of
five years experience in the management of child survival or primary
health programs in LDCs. The Chief of Party should have a4 minimum of ISI
R-3, S-3 Spanlsh and English language proficiency, but higher levels of
proficiency are preferred. He/she should be a content specialist in one
or more child survival interventions and experienced 1n management
information systems and project/program financial accounting procedures,

2. Regional Technical Advisors

To facilitate implementation of all facets of the projects at
the regional level (Regions IV and VI), the C/PVO0 will provide two
advisors to be based in Barahona and San Juan de la Maguana for 3 1/2
years. The role of the Regional Advisor is to work with SESPAS and :he
PVO regional staff to assure the implementation of plamned project
activities including training, instalation and usec of the MIS and
supervisory and logistics systems. The Regional Advisor will work
closely with the Regional Coordinating Committee whose membership
includes all the PVO and key SESPAS staff working in child survival.

“he minimum qualifications for the Regional Advisors are
experience in one or more child survival interventions, fluency in
Spanish at an FSI R-3, $-3 level, and academic training at a least an BA
or MA level in an appropriate field of study (Harvard people had some
more specifics on these people that we may wish to include), A
medical/health background is preferred, but not essential. 7The Advigor
must be willing to travel throughout the region and maintain contact with
all participating lnstitutions. The Regional Advisors may be either us,
third country or Dominican nationals.
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The Santo Domingo Office of the C/PVO will also house a core
business office for the project composed of the following suggested rfull
time locally hired staff positions:

Financial/procurement Management Specialist who will head up the
business office.

= Accountant to keep track of all funds that pass through the </PVO
to other PVOs and SESPAS,

= Auditor who will travel throughout the project arca to monitor
the use of project funds, particularly those used for training.

= Administrative Assistant to assist with procurcment, in-country
shipment and logistics.,

In addition, the C/PVO will hire or sub=-contract expertis: In
staff training, training materials development, educational materials
development for beneficiaries and mass media publicy and social
marketing. The size and composition of these stalf are lef to the
discreti- 1 of the C/PVO based on thelr experience and preferred approach
to staf’ i{ng these technical areas. Lastly, the C/PVO will acquire
sufficient staff to develop and implement the M1S with data processing
capability in Santo Domingo and in each of the two regional offices, As
in other technical areas, it is recommended that local full time sta:if be
hired for these positions.

3. Short Term Staff

The Chief of Party of the C/PVO will be responsible for
defining the scope of work and scheduling the arrival of all short term
consultants paild with project funds. The following list of specialilsts
has tentatively becen developed with the understanding that the C/PVO will
identify the areas of expertise and length of tlme to be devoted to each
area:

Trainigg_Mgtﬁpds_gpd_ﬂugziculu@_gqu{gnmeﬂc (6 person-months): This
individual will work on establishing the training system, including
the identification and retraining if nceded of lead trainers to
conform to the training approach and scope of training activities
demanded by the Project.

Training Materials Development (4 person-months): Working with the
methods/curriculum specialist, this person will provide guidance to
the in—country training team in developing training materials for each
of the target groups of trainees.
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Management Information/Evaluation (6 person-months): This expert will
advise all participating entities on the design, operation,
appropriate use of electronic data processing, and uses of a
management information .system that supports operational research.
management decisions, and evaluation requirements.

Mass Media/Publicity (4 person-months): This person will help to

develop public information campaigns in various media, logos and other
means of identifying the project and its messages, and givinz them
wide exposure. S

Child Health (3 person-months): This person will augment tha

expertise of the resident team, being a source of current knowledge,
of solutions to special problems that may arise in relation to ORT,
nutrition, infectious diseases, and related matters,

Procurement/Logistics (1 person-month): This individual will provide

support in the design of the logistics system, and backstop the
procurement efforts of the project.

Budget

Detailed cost schedules for the C/PVO are included in Annex 10,

A
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ANNEX 9
PROCUREMENT PLAN

With the exception of a limited number of items to be procured by USAID
in advance of the arrival of the C/PVO, the C/PVO will be responsibla for
developing the specifications and procuring the bulk of the commodities needed
in the project. The C/PVO will also arrange for shipment, insurance,
recelving in Santo Domingo, rtorage, inventorying and distribution to the
end-user. The USAID Mission will assist with customs clearance in tne D.R,
once the C/PVO has supplied the corresponding shipping papers and procurement
documents,

The procurement plan calls for the development of specifications and the
placement of purchase orders as early as possible to assure the time arrival
of the needed items. Uniformity in types of cquipment is stressed (i.e.
computers, vechicles, AV equipment, office equipment) in order to facilitate
maintenance and upkeep. In stablishing specifications, the C/PVO should
consider the availability of authorized factory representatives and :rained
malntenance personnel in the DR as well as access Lo spare parts and delivery
time,

To facilitate the tracking of international procurements actions, the
C/PVO is encouraged to initiate procurement on specific target dates as
proposed in the Implementation Plan.

The C/PVO will procure locally and in the U/S/ on behalf of the project
using USAID procurement regulations and procedures. The C/PVO will make
payment to the vendors and will be reimbursed per the terms of the Cooperative
Agreement, If a procurement requires a source and origin waiver or any other
walver, the C/PVO will first discuss the nature of the waiver with the Mission
technical division and Management Office and, 1f agreed, will proceed to
prepare the waiver. The Technical division will clear the walver wiihin USAID,
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Annex 9 P.2

ILLUSTRATIVE LIST OF PROJECT EQUIPMENT

Description/Quantity Est.Costl/
Computer/Word Processors, 26,000

monitors, printers and
software for MIS (3)

Computer/Word Processor, 15,000
monitor printers and

software for C/PVO

accounting and training

materials development (2)

Calculators, desk top 600
wultifunction with tape

and visual read out, 10

digit , AC/DC (6)

Typewriter, electronic 3,000
spanish/english

charzcters large

carriage (5)

Copy Macuines, heavy 5,000
duty w/auto feed and

reduction capability (2)

Audio Visual Equipment 8,000
Cameras, VHS format

color, auto focus w/

tripod (2)

Color 19" Monitors (3)

VCRs VHS format (3)

Set of studio lights (1)

Supplies and tapes

Vehicles, general 192,000
passenger use, 4-2X4;

8-4X4 heavy duty $16,000

each

Procure

by Source
C/PVO us
C/PVO us
C/PVO Us
C/PVO us2/
C/PVO us2/
C/PVO us2/
USAID Us

Issue
date

Jul,.88

Apr,88

Apr,. 88

Apr.88

Apr,.88

Apr.88

Nov, 87

\

A
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Description/Quantity Est.Costl/
Office furniture 12,000

Executive desks

and chairs (10)

Secretary desks

and chairs (3)

Tables (6)

Visitor chairs (30)
Filing cabinets (4)
Computer stands (5)
Cabinets for supplies (3)

Air Conditioners (8) 4,000
Service Delivery Supplies
Scales (1500) 105, 000
Cassette Tape players 9,000
Tapes and batteries (1500)
Growth monitoring record 19,500

books and carrying
bags (1500)

Annex 9 P,

Procure

by Source
C/PVO DR
C/PVO Us
USATD us2/
C/PVo us2/
C/PVO DR

Issue
date

Feb.88

Apr.88

Nov.87
Apr.88

Apr.88

1/ Cost does rot include shipping which is estimated at an average of 257 of

the value of the goods.

2/ May require source and origin waiver (Code 935).
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DETAILED COST SCHEDULE
PROJECT ADNMINISTRATIOXN

(US$000)
AID COUNTERPART GRAND
INPUTS FX LC LC IN KIXND TOTAL
Technical Assistance
PSC Coord. (A.Weeks) 140 140
Coordinating PVO:
Salaries-chief of
party, 2 regional
acdvisors and eight
local T.A. teao 470 311 781
Overhead 217 145 362
Allowvances-quarters,
education 295 295
Others-Off. rental,
off.
equipnent, supplies
and furniture. 34 120 154
Logistical support 60 60
Furniture and ap-
pliances 60 60
Travel and transp.-
International anc
in-country travel 42 42
1,318 576 - - 1,894

Evaluation

To be performed by
an externoal evalua-
tion team, contracted

L.. MCATR
v} ~

“asaa

(9]
(]
o

[
o
(@]

200
200

9 01 1 afeq

01 X3INNV
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AID COUNTERPART GRAND
INPUTS FX LC LC IN KIND TOTAL

Audit

To be performed
by an external
audit firm con-
tracted by the

C/Pvo 50 50
50 50
SUETOTAL 1,418 726

N
A
[
Fal
S




DETAILED COST SCKEDULE
SERVICE LELIVERY

(Us$000,
AID COUNTERPART GRAND
INPUTS FX LC LC IN KIND TOTAL
Rapid Response
Educ. Materials-
Printing 121 121
121 121
Commodities
Scales 111 111
Cassette tape play. 5 5
Growth Monit. Rec. 1 2 3
Vehicles 192 192
309 2 311
Budget Support
Part. PVOs (Subgrants
to SSID, FUDECO,
CARITAS,IDDI, PPS) 40 40
LC Counterpart Contrib. 55 55
In Kind counterpart
contribution 50 50
40 55 50 145
Training
SESPAS Participants 5 55 60
PVO Participants 10 27 37
15 _82 __ 97
SUBTOTAL 309 178 137 50 674



AID COUNTERPART GRAND
INPUTS FX LC LC IN KIND TOTAL
Service Improvement
Training
Salaries and Perdiem:
Perdiem:
Nursers and auxi-
liary workers 495 495
SESPAS Particip. 218 218
PVOs Participants 108 108
Health Educ. 5 57 62
MD Participants 95 95
Salaries
1 Training Dir.,
2 training mat.
dev. specialists,
2 master trainers, .
art work, 2 secs. 224 224
Transportation
In-country travel
for trainers 17 39 56
Subgrant to DPS 50 50
Printing and supplies 21 21
Office Space 19 19
Contingencies 81 81
286 1,143 - 1,429



AID COUNTERPART GRAND
INPUTS FX LC LC IN KIND TOTAL

Educational Materials
Printing 704 704
Salaries-1 Dir., 6
material dev. staff,
2 clerk typist 155 155
Perdiem and transp.
for evaluators and

materizl dev. Staff 35 35
Office Space 12 12
Office Supplies 8 8
Office Furniture 2 2

916 916

Social Marketing
Mass Media Educ.
(TV, radio, pos- A
ters, etc) 60 25 85
60 25 85

Cormodities
Trzining and Educ.
functions support

(2 veh.) 32 ’ 32
Cassette tape play. 33 33
Growth monit. recd's. 5 8 13
Three cocputers 25 25
Typevwriter-calcu. 1 1
Casset.tzpes and

batteries 10 10
Office Equipment 16 5 21
Audiovisual Equip. 8 8

120 23 143
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AID COUNTERPART GRAND
INPUTS - FX LC LC IN KIND TOTAL

Budget Support
Participants PVO
(Subgrants to
SS1ID, FUDECO,
CONAN1, 1IDDI,

DPS, etc.) 360 360

LC Counterpart Cont. 1,045 1,045

IK Counterpart Cont. 950 950
R 360 1,045 950 2,355

Management and Eval.
Information
Technical Assistance
Salaries

1 Dir, 1 Prog,
1l assist, 2 data

processor. 150 150
Printing and foros 62 62
Supplies 22 22
Office Space 14 14
Office furniture 4 4
Perdiem and transp. 4 4

256 256
SUBTOTAL 120 2,021 2,188 975 5,184
PROJECT TOTAL 1,847 2,805 2,325 1,025 8,002
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FOR U, 5, CORRESPONDENTS;:

U. S, AID MISSION
APO MIAMI 34041-0008
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INITIAL ENVIRONMENTAL EXAMINATION

Project Location Dominican Republic

Project Title : Child Survival

Funding : "Y 1987 - $2,750,000 ~ ¢
LOP - $4,600,000 -~ G

Life of Project : Four (4) years

IEE Prepared by W. H. Smith, Mission Ingineer

(',\j\ V\".’/ T 7, <t/ /‘c.‘/Er}r/"

Date

Environmental, Action Recommended; Negative determination

Concurrence: Thoumas W. Stukel, Director, USAID/DR

A s Wbt

Date: ?//\.L(I/S"7
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I, EXAMINATION OF NATURE, SCOPE, AND MAGNITUDE OF ENVIRONMENTAL
IMPACTS

Contributing to USAID's goal of improving the health of children
in the Dominican Republic, the Child Survival Project will deliver
selected services in three targeted geographic regions., The purpose
of the four year Project is to improve the quality and expand the
coverage of child survival services offered by SESPAS and PVO's.
This will be measured by reduced average infant mortalicy rates from
as high as 90 per 1000 live birchs to 75 per 1000 and reduced
average child mortality rates from 18 per 1000 to 10 per 1000 by
1991 in the wmost severly affected health regions selected by the
Project. The target population of approximately 500,000 low-income
children under the age of 5 and their families will be given access
to education and services in maternal-child nutrition, diarrheal
disease treatment, and acute respiratory infections, shown to be the
principal threats to young children.

No wmajor physical works are planned under the project and no
additional land or water use will be required.

II. RECOMMENDATIONS TOR ENVIRONMENTAL ACTION

The proposed project will not have an impact on the natural
environment of the DR, and will have a positive impact on the human
envirgnment by iwproving the health of Dominican children, It is
recommended that the Mission Director approve a Negative
Determination for this project,
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IMPACT 1DENTIFICATION AND EVALUATION FORM
Impact
Identification

and Evaluation.
(see 1/)

Impact Areas and Sub-areas

A, LAND USE

1. Changing the Character of the land through:

a. Increasing the Population .....ee..... N
b. Extracting Natural Resources ......... N
C. Land Clearing .siveevevevennneoernnnss. N
d. Changing Soil Productive Capacity ..,. N
2, Altering Natural Defenses teetenaresenennn N
3. TForeclosing Important Uses Ceecesenenrnnas N
4, Jeopardizing Man on His Works ..evevvevo.. N

B, WATER QUALITY

1. Physical State of Water B N
2. Chemical and Biological States tererterensa N .
3. Ecological BalanCe sueeeveveenssesnnenonss N_

C. ATMOSPHERE
l. M-r Additivus Il...l".........l.......'. N

2. Air Pollution et esesest et ensrannesnonss N

3. Noise Pollution e et ettt eat ettt acsenreses N




NATURAL RESOURCES

1. Diversion, Altered Usec of Water .o.eee...

2, Irreversible, Inefficient Commitments ...

CULTURAL

1. Altering Physical Symbols sevvevecenienns

2. Change of Cultural TraditionS soeeeeeseess

HEALTH

1. Changing a Natural Environment ..........

2, Eliminating an Ecosystem Element ........

GENERAL

1, International IMPacCES veeveesenceononcess

2. Controversial TWpactsS veseeesceoesoeesees

3. Larger Program Impacts .,.

No environmental impact,
Little environmental impact.
Moderate environumental impact,
High environmental impact,
Unknown environmental impact.

Page 4 of 4
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