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PRO TECT AUTHORIZATION
 

NAME OF COUNTRY: 
 Dominican Republic
 

NAME OF PROJECT: 
 Child Survival
 

NUMBER OF PROJECT: 
 517-0239
 

1. 
 Pursuant to Section 104 of the Foreign Assistance Act of 1961, a:;
amended, I hereby authorize the Child Survival Project for the Dominii.an
Republic involving planned obligations of not to exceed Four Million !;ix
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 fu1ii3 
in accordance with the A.I.D. OYB/allotment process, to help in
financing foreign exchange and local currency costs 
for the Project. The
planned life of Project is four years from the date of initial obligazion.
 

2. 
 The Project will provide support for a limited number of health and
nutrition interventions intended to reduce the rates of infant and chLld
mortality in rural and urban areas of the Dominican Republic. 
To thi;J 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 Dominican 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.
regulations and Delegations of Authority shall be subject to the folliwing
essential terms, covenants and major conditions, together with such other
 
terms and conditions as 
A.I.D. may deem appropriate.
 

a. 
Source and Origin of Commodities, Nationality 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 -omnodities or service; shall have the Uaited States or t:heDominican Republic theiras place of nationality, except as A.I.D. may
otherwise agree in writing. 

Ocean shipping, financed by A.I.D. under the Project, shall, except
as A.I.D. may otherwise agree in writing, be financed only on flag ve:.;sels of
 
the United States.
 

[LI
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b. Conditions Precedent to First Disbursement
 

Prior to first disbursement under the Grant, 
or to the issuance by
A.I.D. of documentation pursuant to which disbursement will be atade,
Grantee will, except as the
A.I.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 Agreement 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
a statement of the name of 
terms; and (b)
the persl who will represent the Grantee, and of
any additional representatives, together with a specimen signature of each
person specified in such statement. 

c. 
Special Covenants
 

(1) Project Evaluation 
A.I.D. and the Grantee will establish an
evaluation program as part of the Project. 
 Except as
in writing, the program will include at least one 
they may otherwise agree


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 attainient of 
and evaluation of problem areas 

the purpose of the Project; (b) identification
 
or constraints which may inhibit such
attainment; (c) assessment 


evaluation, to the 
of how such problems may be overcome; and (d)
degree feasible, of the overall development impact theof

Project.
 

(2) Support for ChildDevelopmfent. The GovernmentRepublic will assure of th Dominican an efficient flow of 
resources to the project by (a)
taking steps to assure prompt approval, provide adequate budgets andallocation of counterpart funds to all participating Dominican puiblic and
private organizations; (b) establishing within SESPAS, 
no later i:han 120 daysafter signing this agreement, a decentralized revolving fund for operatingexpenses in the selected SESPAS Health Regional offices; andyear three of the (c) allocating byProject, sufficient operating funds fromto sustain recurring costs materials 
the SESPAS budgetof and maintenance of equiptient in the 

target regions. 

Thoh,3s W. Stukel 
Director
 

USAID/Dominican Republic
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CHILD SURVIVAL (517-0239) 

PROJECT PAPER 

T. SUMMARY PROJECT DESCRIPTION 

A. Summary of the Problem 

Dominican children are dying or being severely weakened by the

cycle of malnutrition and infectious diseases at an unacceptable higl' rate,
especially in the southwestern border areas and the poorest barrios --,f tle
capital. The infant mortality rate (]MR) for the Dominican Republic iscurrently estimated between and 84 1,00080 per live births. Further, thesouthwestern and border areas have much higher mortality 
- Health Reglion IVheadquartered in Barahona has an IMR between 88 and 101, and Region VI
headquartered in San Juan de la Maguana, between 90 and 103. 
 These ore
much higher than the goal of 75/1000 stated in the AID 
 Child Survival
Strategy. Similar problems are found in the lowest-income neighborhoods of 
Santo Domingo.
 

Infant deaths are substantially underreported in 
the D.R., and areoften not listed by cause. For cases where the cause of death is known
(usually reports from ho!;pitals), the most common causes are intestiral
infections (36%), respiratory ailments (14%) and other bacterial infections
(13%). Malnutrition is listed as 
a cause of infant death in the

D-mographic 1ealth Survey (DIIS) (6%), although other studies attribu:e many
more deaths to malnutrition (13%). Historicalty in the Dominican Rej.ublic,high rates of Infant mortality have been toattributed malnutrition. In themid 1970s, it was reported that some 76% of infant deaths occurhere amongmalnourished children, demonstrating the interaction betwc.en poor nutrition 
and intestinal or respiratory infection. 

T7he child mortality rate (GIR - 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 goal of 10/1000. lereported leading causes of child death are intestinal infections (28,"),

respiratory infections (15%), 
and malnutrition (11%), all of which can be

substantially reduced by simple, home-based interventions and educatlon.
 

The problems summarized above are not being adequately treated bythe existing public health care system, the priv'Jte medical system, or thefew PVOs that have health programs in rural and slum areas. The physicaland organizational framework in buti.s place, improvements are needed inskills and knowledge of the personnel, and supporting supply systems,
information systems, and logistics.
 

http:betwc.en
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B. Summary of the Project
 

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 through the Ministry o:" Health
(Secretariat of State for Public Health and Social Welfare - SESPAS) andprivate voluntary organizations (PVOs). 
 The purpose of the four year Project
is 
to reduce average infant mortality rates from as high as 
103 per *L000 livebirths to 80 per 1000 and reduce the average child mortality rate from 18 per1000 to 10 per 1000 by 
1991 
in the most severly attected 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 services in maternal-child nutrition, diarrheal disease
treatment, and acute respiratory infections, shown to be the principal threats 
to young children.
 

USAID and Dominican counterpart institutions will carry out a servicedelivery 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. 
 'lhe Project will rapidlyincrease the service delivery capacity of public and private sector health
service providers who can address child survival problems in the areas where
they operate. SESPAS and Dominican PVOs 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 US38.0 million, of which USJ4.65 million
will be provided 
as an A.I.D. grant, and the equivalent of US33.35 million
will be contributed by the GODR in funding and in-kind counterpart. The AID
funds will be granted to the Technical Secretariat of the Presidency: due tothe intersectoral nature of the effort and the amount of CODR support:
required. A U.S. PVO (to be called the coordinating PVO, or C/PVO) will beassigned major responsibility for assuring that the program content isconsistent, that needed systems are strengthened or established, and that AID
funds are properly applied. 
 The C/PVO will be competitively selected to
receive a Cooperative Agreement grant. Tle Project will also provide fundsfor limited operational budget support, vehicles, and fieldsimple equipmentfor the promoters, their supervisors, and their parent organizations. Fundingwill 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 Agency aims
 
to reduce infant mortality rates 
(DIR) to 75/1,000 or below. The estimated
 
IR in the Dominican Republic is between 80 and 84 per 1,000 live births and
 
is even higher in the southwestern and border regions. 
 For instance, in
Health Region IV, whose headquarters are in Barahona, the IMR is between 88and 101; in Region VI, whose headquarters are in San Juan de la Maguana, it 
is becween 90 and 103. 

The incidence and causes of infant deaths in the D.R. arc
underreported. 'The most commonly reported causes are intestinal inf,_.ctions
(36%), respiratory ailments (14%) and other bacterial infections (13.3%).

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 cases in which badly malnourished 
 children die from other diseases,

other studies attribute even more deaths 
 to malnutrition (13.1%).

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, demonstrating the interaction

between poor nutrition, intestinal or respiratory infection and eventually,
 
death.
 

The nation's child mortality rate (CMR - 12 to 59 months old) is
estimated to be 18 per 1,000 children. In Health Regions VI and the WMRIV,
is estimated 
to be 24/1,000 and 22/1,000, respectively. According to the

A.I.D. BluepIrint for IXuvelopment , the Agency's cLild mortality goal is 10/1000
or below. The leading reported causes of child death are intestinal
 
infections (27.6%), respiratory 4nfections (14.9.), and malnutrition (10.9%),

all of which can be prevented by simple, home-based interventions and
 
education.
 

In the capital city of Santo Domingo, wlhere most of the nation's 
wealth is concentrated, the DIR is 72/1,000. Tlhe IR in the city's marginal
barrios far exceeds 75/1,000. The National Council for Children (CONANI)

reports that over 67% of infant and children deathi in the marginal areas of 
the city are caused by gastoenteritis, malnutrition, acute respiratory 
infections or diseases tiat could be prevented by vaccines. 

The0 nat ional imaternal mortality rate (lR) In mid-1980 wa:; 13 per
10,000 live hirths . ot I, Walth RNglons IV and VI have MM Rs of 18, nuch
higher than tOe national average. The principal reported causes of riaternal 
deaths include toxemia, hiemmorrhage, sepsis and abortion. 
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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.) 
 Infants and
children in Region IV suffer from the highest incidence of malnutrition,

51-587. 

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
2.5%. According to 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
lbs.). (7.04
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. 
11ealth Regions IV and VI report LBWs of 12% and 20%, respectively,
and VLBWs 0.8%.of With regard to the marginal ncighborhoodsDomingo, the incidence of LBW 
of Saito

is estimated at 20 to 25% andstudy found VLBW at 1.8%. Thea significant rise in LBW infants between 1983, when the rate was6.8%, and 1985, when it was 13.6%. 

The Tufts Nutrition Survey data shows thatDominican infants begin to decline quite rapidly during 
the growth curves of
 

the first year
life. A major contributing factor is the custom 
of 

of feeding infants andchildren only one or two meals a day. InadequaLe duration of breastfle ding,poor quality of weaning foods, lack of supervision of children(allowing them while eatingto spill food and permiting older children takeyounger ones) and the use to food fromof bottle feeding were also found to foster poornutrition. 

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, especially due to dilution of formulas; 
 (c) the practice of
joint breastfeedlng and bottlefeeding; 
 and (d) inappropriate hygienc.
 

SESPAS maintains 
a nutrition surveillance system for children under
5 years of age in the rural areas. 

of all children 

In 1986, a total of 135,581 chilcren (29%in this age group) were weighed. 40% of the childrenfound to be malnourished. wereOf these, 29% had Grade I malnutrition, IC% had
Grade 1I malnutrition, and 2% had Grade III malnutrition.IV In Health Regionsand VI, respectively, 57% and 48% of children wtre malnourished arid 2% ineach Region had Grade III malnutrition. SESPAS reports an increase inmalnutrition between 1984 and 1986 in Health Regions IV and VI. 



-5­

3. Diarrheal Disease 

Diarrhea is tile 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 Investigaci6n en Salu
 
Materno-Infantil (CENISHI), 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 group

living in higher income neighborhoods. A factor that contributes to the

frequent occurence of diarrheal disease is the lack of potable 
water and 
adequate sanitary and waste disposal facilities. in urban areas, only 60% of
 
households have running water in the home and an additional 15% have"reasonably" close access to a public water system. Only 22% of urban
 
households are connected to the public 
sewage system, with an additional 50% 
claiming to have household sanitary facilities. Only 30% 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
 
episodes of acute respiratory infection (ARI) each year. ARI occurs more 
frequently among malnourished children of low socio-economic status :living 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 due to measles and pulmonary tuberculosis are orher 
frequent causes of infant and child mortality.
 

As part of tIje Tufts Nutrition Survey, mothers were asked if their
 
children had been sick during the previous two weeks. 
 Of those who said yes,

48% cited respiratory pr'lems, 20% fever, 14% 
diarrhea, 11% skin and eye
 
problems, and 4% other undefined causes.
 

5. Other Targeted Infectious Diseases
 

The Dominican Republic has participated in the Expanded Program of 
Immunization (EPI) since 1978, under which underall children 5 years of age 
are immunized against diptheria, tetanus, pertussis, polio and measles, and 
all women of childbearing age are immunized against 
tetanus toxoid. Reported
mortality and morbidity rates for all five diseases decreasedhave since the
EPI began, especially since mass campaigns began in 1983. Ihe polio mortality 
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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 to70.3). Diptheria mortality was reduced from 1.58 deaths per 100,000 in 1974to 0.27 in 1982. Mortality due to pertusis decreased from 0.08 in 1978 to0.05 in 1982. Morbidity rates for diptheria and pertusis decreased from 8.95and 49.01 per 100,000, respectively in.1976, to 1.60 and 2.78 in 1985. 

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 in 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 9-21% 
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. Th.refore,
the effectiveness of the mass campaigns has not been fully demonstrated.
 

6. Birth Spacing 

Closely spaced births are associated with increased maternal and
infant mortality and morbidity. A 1975 study in the DomLnican Republicdetermined that the INR 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 ofuse family planning methods by Dominican women Is thought
to be the main factor contributing 
 to the Increase in birth interval. 

B. Beneficiary Po pulaItlon 

This Project intends to address the health/nutrition problem::; of women
of reproductive age (15-49 years) and 0- to 5-year-old children from the lowersocio-economic class, who primarily depend on public or subsidized healthprograms to meet their health care needs. The Project will initiall focus onHealth Regions IV and Vi (the Southwest) and 0 (the National Distric):,especially the marginal barrios of Santo Dimingo). Tle size of the targetpopulation is presented in the following table:
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Project Target Population 
(in 000) 

Region
IV VI 0 Total
 

Infants and Children
 

(0-59 mon.). 46 299
54 	 399
 

Women (15-49 yrs.). 67 109 580 756
 

Total 
 113 163 879 1,155
 

Covered by Project:
 
80% rural. 90 
 130 - 220 
60% urban. - 527- 527 

747 

Source of data: 	 Instituto de Estudios de Poblaci6n 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% live in remote areas that the Project is unlikely to reach, or
 
live in towns and have sufficient income to afford private services. In
 
region 0, the Project aims to cover 60% 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 neighborhoods of Santo 
Domingo, who are serviced by the city's large network of private phy.icians, 
pharmacies, private health insurance companies, th2 InstituteDominican of
 
Social 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 al: a free
 
public health clinic or go to a traditional healer. If 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 Institutu for 
Social Security (IDSS), and the Armed Forces and National Police. Public
 
health services also offered several CODRare 	 through smaller 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 
to
approximately 70% of the urban and 57% of the rural population. 
Sinc-e 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 is 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 auxiliary nurses and 
one or two physicians. In 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 is the home
base for teams of supervisors 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 II (517-U-028 and 517-U-030).Prior to the signing of Health Sector 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 more 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; Bisicos de Salud" (SBS).
 

The SBS only operated in rural areas 
of the country. Attevpt:s to
initiate an urban SBS in Santo Domingo failed as 
a result of high promoter
attrition 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 preventive 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 supervisory
 
system was nearly non-functional. There was almost no continuing education 
and re-training. Data collection and the information system were weak and
 
unreliable, hindering the systematic, constructive evaluation of the SBS.
 
Logistics problems abounded. lhere was a lack of flexibility, due to little 
decentralization of authority to the regional level. (See Annex 4) 

Unfortunately, the SBS has deteriorated even further since MSI's
 
1983 evaluation. During the 1983-86 period, most of SESPAS' resources were
 
utilized to viount 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%. Thei mass 
campaigns, which relied largely on trained outreach volunteers, resulted in
 
much higher coverage rates. In 1986, coverage ranged from 93% to 99.
 
However, the mass campaigns did not comply with World Health Organizat:.on and
 
certain EPI standards and therefore, these estimates may not be accurate.
 

Although the campaigns appear to have been successful in 
substantially increasing immunization coverage, the rural health Pysl:em had
 
become a staging ground for campaigns and little else. Since the change of
 
GODR Administration in 1986, campaigns have continued. SESPAS' current goal 
is to immunize all children under 5 years of age against diptheria, tetanus, 
pertussis, polio and measles, and to immunize all women of childbearing age
against tetanus toxoid. As is described in more detail in this Sect:.on, 
II.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 
priority is to revitalize the ruril health system. As part of this effort, 
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
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succeed: 
 it does not have the physical, financial and technical resources
needs to train and equip the new 
it
 

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 areas 
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 Infalltil-PLANSI) with the aim of revamping the rural health system be toto abledeliver child survival interventions throughout the country, and formed a
committee 
to develop an integrated child survival plan for SESPAS.
calls PLANSIupon international donors to assist SESPAS in implementing the following 
seven interventions:
 

- The Expanded Program of Immunizations;
 

- Oral rehydration 
 therapy (ORT) and diarrheal diseases control; 

- Growth monitoring and nutrition education; 

- Promotion of breastfeeding;
 

- Prevention of low weight 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 tile functions of
level of worker in eachthe system (promoter, supervisor, rural clinic staff,etc.). 
 This will be followed by staff training, beginning at tile 
central and
regional levels and concluding with field personnel.
 

As this project paper is being writtenl, SESPAS is completingdesign tileof PLANSI, while maintaining considerable communication with A.I.D. and
other donors.
 

An important constraint to PLANSI's success that SESPAS is
attempting to remove Is that SESPAS has traditionally been divided imitoseries of isolated, "vertical" delivery programs that 
a 

level to extend froi the centralthe point of delivery, bypassing regional authorities. 1he verticalprograms, such as mother child health, nutrition and immunizations, are oftenpoorly planned and coordinated, resulting in confusion and competition forstaff and resources at 
the delivery level.
 



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. Alo, SESPAS will strengthen its regional offices 
and is 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-naking at the regional level are essential. 

However, SESPAS 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. lospite a noticeable increase 
in funding in 1987, (due to special presidential subsidies to cover 
extraordinary costs associated with the purchase and distribution of medicines 
and vaccines), SESPAS has never allocated enough money to pay the recurrent 
costs of the rural health system. Although personnel cost., are covurud 
(personnel is by far the most costly line item in the SESPAS budget, 
accounting for 53% of SESPAS funds), approximately 90% of the budget pays for 
operating expenses (including personnel) , leaving I it le for medic inc and 
eqiIpment purchases, training and supervision, and other support fulctions 
that make health programs effective. A.I.D. is working with SESPAS I:o address 
this constraint under the Health Systems Management project and is also 
conducting several health care financing studies that will provide SESPAS with
 
basic information to assist in setting rational health care financing policies.
 

Another important constraint to PLANSI's sustainability is the lack
 
of a civil service system, which has traditionally resulted in the wholesale 
firing of thousands of employees without regard to the quality of thcir 
performance, and the wholesale hiring of thousands of employees 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, claiming 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 dialogue to promote stability 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 SB!S as an 
institution has always survived. For instance, although the SBS deteriorated 
during the 1983-86 period and eventually collapsed with the firing oi 
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 activities to rural communiies.

This network has 
been utilized time and again (albeit in an uncoordinatedi
 
fashion) by SESPAS officials, regardiess of political affiliation, and is
generally accepted as a 
permanent system, despite 
its constantly (changing

personnel. Moreover, the 
skills and knowledge provided 
to former S1S
personnel have provided rural communities throughout the country withthousands of people trained in health promotion. These people may no longerwork for SESPAS, but they are a resource for PVOs searching for skilled
 
employees and communities seeking basic health 
 advice. 

2. Private Sector Services
 

Several studies show that Dominicans of all socio-economic classesincreasingly began using (and paying for) private sector health servicesduring the 1976-84 period, largely because of 
perceived deficiencies in the
public sector delivery system, and that a large portion of Dominican familyincome is allocated to health care. Increased demand for private services hasresulted in increased supply. 
 For instance, in 1967, there were two 
Igualas
I'6dicas (health maintenance organization-type prepaid private health insuranceprograms) in the D.R. ; in 1985, there were seventeen. NevertolJt.-..s,
clients of private health 

most 
care programs are from the working class or above.There are few fee-for-service physicians that serve the lower classpopulation. In Health Regions IV and VI, where 12Z of the total Dominicanpopulation resides, there are only 2% of the nation's organized private sectorservices. These regions contain only 4% ot the ation's private j:hysicians,

7% of the nurses and less than one per ofcent th1e nation's dentists. 

Pharmacies also play a role in the health care of low incomeDouinican families; many Dominicans bypass the health system and go directlyto pharmacists, requesting a diagnosis and recommendation of which medicine tobuy. Nevertheless, 70Z of prescripLtions issued are never filled, mostly
because of lack of family funds. 

Private Voluntary Organizations (PVOs) also play an important rulein preventive health care. For instance, CARL-Dominicana distributes PL-480
Title [I foods to 140,000 beneficiaries 
(pregnant and breastfeeding mothers
and children under 6 years of age) through the Mi|iistry of Education Preschoolprogram, Ministry of htealth rural clinics and various other distribution situsthroughout the country, including orphanages. Also, Catholic Reliief Services,in collaboratioa with Caritas Dominicana, implements tie Applied Nutrition
Education Program. 3ri L ly, this program carries out growthi monitoring,nutrition and diarrheal disease control education in 10 rural communities
throughout the country. In addition, Church World Services, in co[laborationlwith Serviclo Social de Iglesia:; Dominicanas (SSLD), implements an integrated
community developmenit program, including health and nutrition aic-tivitlius, inthe border region of the country. Each Catholic biocuLIs has a prventLivehealth care program, implemented in coordination with local mother- groups.FUDECO (Fundaci6n para el Desarrollo Comuniltari ), lhe rupresentat v of theSave the Children FuundatLio in tie Dominican Republic, impiplmeunLs al 



- 13 ­

integrated community development program along the Haitian border, waich
includes some preventive health care education and a child sponsorshipprogram. Also, there are many other smaller PVOs working in the target areaof 	this project, providing a variaLy of preventive and curative health care

and education services to the rural population.
 

Many PVOs are interested in expanding their services to incorporatemore health and nutrition activities. 
 lowever, they face major constraints in
achieving this objective: 
 they do not have the physical, financial andtechnical resources needed to 
train and equip their personnel, establish
effective supervisory and information systems, develop educational miterials,
and institute adequate planning and evaluation systems. Therefore, :hey 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(PAHO) are the only other major donors that fund child survival activities in 
the Dominican Republic. 

UNICEF's assistance has been extensive in 	the arei of child survival.For instance, in 1986, UNICEF updated its 1983 diagnostic study of theSituation of Children in the Dominican Republic. This document provides
important data and analyses of the sLatus of child 
health in the D.R. UNICEFalso provided funding to the Dominican Pediatric Society to train hundreds of
Dominican doctors in 	ORT and diarrheal disease control. It 	 also assistedSESPAS in establishing oral rehydration centers in most of its major publichealth facilities, as well as autonomous oral rehydration centers in marginalneighborhoods of 	 Santo Domingo. Between 1987 and 1991, UNICEF expecl:s toprovide approximately 12.5 million in 	 fund ing for a range of multisectoralpublic and private sector child survival activities;. UNICEF will assistPLANSI, but has not yet decided which specific acLivities to support.
doubt, SESPAS wit reques;t UNICEF to assist in 
No
 

regions and activities notcovered under the USAID Child Survival Project.
 

PAIIO plays an advisory 
 role in its relaiionship with SESPAS. Although
its financial resources are limited, PAIIO relies on a cadre of 	residentadvisors to provide continuous technical assistance In such areas as ORT,health administration, water and sanitation, and immunization. PAIIO expectsto 	provide about $50,000 per year to 	 fund technical assistance in child
survival and water and :;ani tatton activities.
 

PAIIO is the lead organization in the 
 D.R. inithe LAC AcceleraledImmunization program and PAIW, USAID, UNICEF, BID, Rotary International andSESPAS meet periodically to monitor the program's impiementation. Tlis modelof 	donor coordination has worked so effectively that it will be rep]icated inthe planning and implimutation of 	 PLANS. USAID [willmaintain consLantcommunication with donors involved in child survival so that assistance 
programs do not duplicate one another. Moreover, USAID will encourage SESPAS 
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to seek the assistance of other donors in such areas 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. Strategy 

Fifteen million children under the age of five die each year in
developing countries, accounting for more than half of all deaths in these 
countries. Malnutrition, disease, unsanitary conditions, closely spaced

births and lack of maternal education all interacL in a vicious circle to

bring about high infant and child death rates. 
 Two simple technologles, oral
rehydration therapy (ORT) and immunization, can break this circle
significantly reducing the rates of infant and child deaths and disability.

It is estimated that uI) to half of Infant and chi Id deaths, or one qarter ofall 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 be core components
of 
A.I.D. 's child survival strategy: nutrition and birth spacing.
 

A.I.D. has joined other donors in a worldwide effort to achieve

targeted reductions in infant and child mortality by the end of the decade.

The aim is to prevent two million deaths through the 
use of ORT, provide 80%

immunization coverage by the end of the decade and use child surviva.

interventions as 
the basis for building a more sustainable health care system
over time. The Agency's Blueprint for Development includes among it goals
the reduction of infant mortality to less than 75 l)er 1,000 and the reduction

of child mortality (ages I to 5 years) to less Lan 10 per 1,000. (Please

refer to Annex 4 for a summary of A.I.D. child survival policies.) The
Project described herein applies the Agency's Child Survival Strategy to 
health conditions in the Dominican Republic.
 

2. Mission Stratgy. 

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 achieve this 
development goal, USAID/DR supports economic recovery and growth in the
Dominican Republic through a private sector-led expansion and diversification
 
of the country's economic base. 
 'lue objectives ar, as follows: 

- continued progress in implementing tihe CODR's economic
 
stabilization program; 

- expanded private investment in ind us rial and agricultural
sectors and the development cf a broader base of non-trudit ional 
exports; 
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- rapid diversification of the agricultural sector into

non-traditional crops with foreign exchange earning potential; 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 needs.
 

In addition, the Action Plan states 
that:
 

"The USAID program is focused on 
those elements of poverty with
which the Agency's Strategic Plan is 
most concerned. 

efforts that will create or 

First, we are supporting

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 public
sector cannot afford 
to provide. 
 This should have a significant inpict 
on
hunger problem because the

malnutrition in the iominican Republic is mor.- afunction of income level 
than the availability of 
food. However, in 
the 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 proLlm are
felt. The Mission 
will address other health problems by attempting :o makethe large and poorly financed public health system
able to more efficient and betterprovide services to 
those who cannot afford to secure 
them on theirown. To address the currently rising rate of infant mortality, wePVOs are usingto implement child survival interventions and 
to expand the avalability
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, wewill help broaden the coverage and lower the cost 
of private health service
systems. 
 We will 
also help the country reduce population growth by increasing
the availability of voluntary family planning services."
 

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 hlild Survival Project.
 

3. Relationship to OtherMission Projects
 

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 lealth Sector Loans I and II
(517-U-028 and 517-U-030) have been incorporated into the design of the ChildSurvival project.

517-0174), which is 

Also, the Applied Nutrition Education Project (ANIP,currently being implemented by CHS and Carltas LX:minl cana,aims to improve infant and child nutrition by carrying out regular growthmonitoring and 
providing nutrition education to parents. 
 A recent evaluation
of ANEP has shown that these Interventions have had 
a significant po.itive
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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 complemented by the
Mission's Family Planning Services Epansion Project (517-0229), the LACAccelerated Immunization Project (517-0242), 
the PL-480 Title II program, and
the Health Systems Management Project (517-0153).
 

The five-year, 15 million Family Planning Services Expansion 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 O)NA1OFA infamily planning methods and providing improved logistics support and more 
effective records systems.
 

The five-year LAC Accelerated immunization program, which is jointly
funded by A.I.D. , PAID, UNICEF, the Inter-Anerican Development Bank and RotaryClub International and implemented by SESPAS personnel with assistance from
PAHO, became operational in the summer of 1987. 
 Under this; program,
imunizations will be provided by promoters according to guidelinesestablished under the Expanded Program on Imunizations (ELI). 

Thus, in addition to the activities to be implemented under theChild Survival Project, the Mission is supporting Limmunlizations and birthspaciog under other Projects, thereby supporting the full rang,_, of child 
survival interventions.
 

Under the Mlission's Health Systes Management Project (517-0153),SESPAS is revamping its financial management, management information and humanresources systems. 
 With regard to financial management, the project should
significantly improve the chances of sustaining SESPAS' child survivalactivities after the Child Survival project ends because, starting ill
SESPAS' budget will be 1988,based on programmatic targets set by each SES'ASoperating unit or program (e.g. growth monitoring). This will ensure thateach activity is allocated the amount of funding it needs to meet thlobjectives it sets. 
 In addition, under the Health Systems Management project,indicators of efficiency, productivity and quality will be establishcd forSESPAS programs and activities. 

The Health Systems Management project also aims to establish auniform information system throughout SESPAS and to install computercapability at the regional level. Therefore, all information system.;activities to be carried out under the CLild Survival Project will bc! done incoordination with activities being carried out under the lialth Systcem,;
Management Project. 

In addition to Its; health programs,
efforts that 

USAI supports other dcvelopmentseek to alleviate the poverty underlying poor health conditions. 
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As part of their activities, these projects seek to increase rural incomes and
economic activity in the areas covered by 
lealth Regions IV and VI. in the
area near Azua, increased agricultural production of non-traditional crops is
being improved under the On-Farm Water Management Project. 
 This Project seeks
to increase yields of 
irrigated agriculture in 
the Ysura River Basin,
benefitting 5,000 farm families who are being organized into water users'
associations and trained 
to make more efficient 
use of water on 
their farms.
 

The Agribusiness Promotion Project has provided credit to supportthe growth of agribusinesses in 
the two regions. 
 These businesses provide
employment 
to about 3,UUU to 
4,UU 
tarmers and tarm workers.
 

F. Project Rationale and Strategy
 

1. Alternatives Considered
 

a. National vs. Regional Approach
 

Ideally, a child survival Project should be implemented
nationally, thus 
reaching as many children as possible. 
 The institutional
analysis has shown that, with the exception of immunizations and family
planning, SESPAS and the potential participating PVOs are generally :oo weak
administratively to mount a major national child survival Project 
at this time.
 

The SESPAS imunizaLion program has been operatingbasis for over on a national10 years. Family planning services are also offered via theSESPAS network of staff and facilities. 
 What lais
stability and 

given these two se:vicescontinuity is the degree of outside support they rec.aIlve in the
form of budgetary and technical assistance. 
 The immunization programa has
received special financial assistance and vaccines from PAHO and UNIaEF over
the years and technical assistance has been forthcoming

Program for Immunization; (EPI). 

from PAHD's 6cpanded

UNDP, 
UNIPA and A.I.D. have been the
supporters of primary
family pianning services. Funding and technical assistance has
been provided to the National Council on Population and the Family (CONAIPFA)which, in turn, implemont; voluntary family planning services through the
SESPAS infrastructure. 
 Unfortunately, the othler 
interventions propo:.ed
present Project have not by the
been fully developed within SESPAS nor have the
majority of 
their staff been 
trained in the delivery of 
these services. 
While
SESPAS has considerable experience in immunization: 
and family planning, the
PVOs, particularly CARE and CRS/Caritas, have tienutrition education and 

major experience Ingrowth monitoring within selected regions of the 
country.
 

Another major factor that has 
Influenced the initial geographic
focus of the Project Is 
the high turnover 
would make the 

of SF,;PAS field personnel whichimplemenLation of a nation wide program very questionablethis time. at
As documented in several evaluations, the rural health services
offered by SESPAS have deteriorated substantially in the last four years and 

http:propo:.ed
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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 in 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 side, the
Project design team recognizes that without experienced community health
workers, program implementation is bound to move more slowly than if these
services were being introduced to a well functioning delivery system.
 

For these reasons, all parties to this Project have agreed that
the present child survival Project beshould carried out according to a phasedimplementation plan, whereby new and improved child survival interveitions are
initially introduced in selected regions of the country, rather than
throughout all health regions simultaneously. By concentrating Projact
resources In a limited g-ographical area, more management attention and
technical assistance can be concentrated on fewer Larget communities. Then,
after conducting a detailed mid-term evaluation that focuses 
on the attainment
of service delivery objectives and the quality of service administration,
additional resources may be 
provided by A.I.D. and the GODR so 
that Project
activities can be rulic,±Led in additional needy regions, 
or in such special
situations as 
Sugar Council workers' communities.
 

As far as PVOs are concerned, durinL, tihe
phase, initial implemntationassistance will be provided to those that only operate in the selected
regions. 
 When the Project reaches the phase of naLionwide replication,
assistance may be provided to PVOs operating in otlher regions of the country. 

b. Criteria for Selecting Initial Participating; Regions
 

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

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

- They are located in the Southwest, which is the poorest region ofthe country, with 38.6% of the families earning an income belowthe poverty line. The illiteracy rate is 41% 
for persons 15 and
 
older.
 

- 58% of the population under 5 years of age in the Southwest
 
suffer from malnutrition, 
 Infant mortality in 1982 was estimated
 
as 
86.1 per 1,000 births. The Westinghouse Demographic amdHealth Survey of 1987 indicates that the region has an infantmortality 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 furtner 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 public health staff, hospitals,
subcenters, rural health clinics, supervisors and promo:ers.
 

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 those
 
regions have also indicated their wit.Lingness to participate.
 

The Southwest region contains a wide variety of PVO heacquarters
and branch offices and many have expressed interest in
 
participating in the Project. 
 They include: CARE, CRS,
FUDECO/Savo the Children, Caritas, SSID, church and civic groups,

and service clubs such as Rotary and Lions. Also, due to the
 
relative isolation of the region, there appears to 
be lo'ss
 
potential for conflict and duplication of effort among these
 
organizations than there would be among organizations located in 
more accessible regions.
 

While the:se rugions have both acute, necds, and a basic y stemservice delivery, they also have 
of 

the most geographically dispersed populations
in the country (55 Inhahltants per Kn2 ), which will make it difficult to
 seet the Project objectiye to provide services 
to 80 of the population.

Also, according to the Social Soundness Analysis and evaluations of other
Projects implemented in the Southwest, the people uf 
this region tend to be
less accepting of new ideas and very individualistic, rarely band ing together

to carry out mutual benefit programs. Nevrthelcs, CARE's Title II
Enhancement Program, which includes growth muniLuring (nn activity to be
 
implemented under the Child Survival Project), 
is meeting with success in the
Southwest. The 
Project plans to build upon this experience.
 

In addition to Health Regions IV and 
Vi, the Project will support

child survival activiti.s 
 in urhan barrios of Santo Eumingo. The selection ofparticipating barrios will be left to the coordinating PVO, in consultation
 
with participating local PVOs, USAID and SESPAS. 

c. Private vs. 'uhlic Sector Approach
 

In order to 
reduce infant and child mortality and malnutrition in80% of the families in the target regions, many well-trained, well-equipped 



- 20 ­

community-based health workers are needed. 
Since no single organization in
the Dominican Republic has such an extensive and effective health deliverynetwork, several alv'ernatives that were considered for achieving this level of coverage are 	summarized below.
 

Alcernative One: Relying Only On SESPAS. If this 
alternativewere selected, all Project funds would be made available to SESPAS to 	augmentthe number and improve the effectiveness of its promoters and supervisors in
order to better reach the target population. However, past experici:.e hasshown that SESPAS cannot adequately meet the recurrent costs nor successfully
administer and evaluate a large, community-based rural health prograni.
Moreover, in addition to the information 
 provided in the preceding section, itshould be recognized that since SESPAS does not have a civil service system,its personnel 	change sporadically. No sooner are 	 iiew personnel trained(usually at the expense of international donors), than are they 	removed by newGODR administrations or Ministers. Therefore, iL would not be advan:ageousfor SESPAS to become the nation's 	sole provider of child survival services. 

Alternative Two: Relying
have 	

Only On PVOs. Although sever-tl PVOsdemonstrated their ability 	to deliver child-s-irvival interventLi,:ns on a
limited scale in the Dominican Republic, 
 they are, unfortunately, a minority.
In fact, relatively few PVOs in the Dominican Republic provide health care.Moreover, those that work in health have a limited ability to train, superviseand support large networks of community-based health workers. Also, if A.I.D.were to greatly expand PVO cap:1city to deliver child survival interv,.:ntions,the existing 	 SESPAS rural health system would be duplicated.reasons, USAID decided against 	
For these 

supporting a child survival effort implemented
solely by PVOs. 

Alternative Three: A Mixed Public/Private Sector DeliveryStrategy. 
Despite tle weakness within the private and public sector healthproviders as 	noted above, the Mission believes, ba:sed on the findings;institutional analysis, 	 from thethat there is sufficient 	adiinistrative capacity todeliver a limited number of child survival interventions through SESP*ASselected PVOs who are presently engaged in 	
and 

health care. The Project,
therefore, will assist those interested public and private health institutions
that work in 	 th.e target area so that they may be upgraded to deliver childsurvival interventions more effectively and efficiently. In essence, theProject wants to build upon and strengthen the present institutions in the

field who qualify for support.
 

Given the mixed sectoral approach, and the change from pastpractice that this Project represents for the delivery of health services, theUSAID determined that the funds should be provided in a way that requirestop-level support of the government, while retaining for USAID the essentialconceptual direction (and financial control of AID funds) during this 	 initialeffort. By making a Handbook 3 grant, followed
coordinating entity under 	

by the careful selection of acompetitive procedures, tie can assure the technical 
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and management expertise that is required (discussed below).
 

In discussions with the Technical Secretariat of the Presidency
and the Secretary for Public Health, it was agreed (and later ratified by
letter) that a governmenit-to-government grant 
to the TSP would meet i:hese
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 with USAID
the Local Currency Program, and thus is in t unique position to assure the
kind of top-level, intersectoral support and resources 
 that this Projectrequires. In total, the CODR will provide nearly 44% of Project resources, asa combination of the work of and support for nearly 1,000 SESPAS per,:.onnel,
and RD43,000,000 
 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 Agreement 

To provide detailed plans for key activities, coordinate and
provide technical cohesion in the implementation of this private/public sectorapproach, a U.S. based PVO with known expertise in child survival health carewill be selected competitively and assisted with a Coopecative Agreement.
This organization, to be known as the Coordinating PVO (C/PVO) will rnanage andfinancially 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 suchProject resources as training and educational materials, transportati*on andrelated Project supplies. This will achieve a number of objectives:
 

- The C/PVO will provide technical expertise to design the detailed 
approaches, plans for training and educational materials
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 foroperational planning the baseline analyses on which the Project
is based, and develop plans of action to meet the identified 
needs.
 

- Provides relief for USAID's limit:ed 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 adini,,trative burdens associated 
with direct methods; 

- At the same time, allows USAID, through the involvement 
provisions of the Cooperative Agreement mode, to continue toinfluence the design and implementation of the Project, and tochange, if necessary, the conditions of the Cooperative Agreement; 
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- Assures that a proven team is providing its institutional 
capacity to the Project, by selecting a PVO from a roster

developed by AID/W of entities with child survival expertise; 

- Through tie Competitive selection criteria and process, the PVO
will be chosen not just on technical grounds, but also :,ased onits track record in managing A.I.D. grant resources for training,

commodities, technical services 
-- in effect acting in AID's

place -- under previous Field Support Grants or Cooperai:ive 
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 PVOs in carrying out our assistance; and
 

- Builds into the Project, through the C/PVO, the flexibility to 
shift Project resources 
to or away from participating

organizations according to their performance. 
 Th1iis wil.i providethat participating organizations who do not live up to :huir
commitments in the Project can be dropped if, after a reasonableamount of Project assistance, there is no visible improvement in 
their performance. 

There is ample precedent in the DR of private sector in. ;titutionsreceiving 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 Scudh
Carolina 
works with the National Malaria Eradication Service and a private

university on 
 Vector Control Research. The Mission believes that thisadministrative arrangement will not jeopardize the autonomy of theparticipating entities 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 institutionIs have agreed u,-on a
service delivery strategy that 
provides a rapid response to the nation's
malnutrition and childhood infectious disease problem by implementin2 
alimited number of proven interventions in targeted communities.
 

A rapid response to the rising incidence of infant and chi'd 
morta.ty and morbidity is needed to reverse these negative trends ald bringcredibility to provider organizations, particularly SESPAS. Thus, the Projectwill rapidly increase the service delivery capacity of public and pr:ivate
sector health service providers who can address child survival problems in theareas where they operate. In order to deliver services as effectivelypossible, the Project as

will concentrate on a limited number of intervntions

that have proven to bemost effective in diminishing infant and child-I 

http:morta.ty
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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 implementing
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 
before
 
leaving the site.
 

To support coimaunity-based workers, administrative personnel will be
trained to manage and evaluate the services offered under the Project. 
 The
Project will supply resources to improve prograiming, information and record
 
keeping, transportation, logistics, and mass media education. 
Al.;o,
participating institutions will be assisted to develop a simple management

information system that will enable them to track resources and their impacton improving the health of the target population. Special conditi-onls will beincorporated in the Grant to the CUDR to provide for the sustainaIbility of the 
program after A.I.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.I.D.
 

III. PROJECT DESCRIPTION 

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 measured by a reduction in average
infant mortality rates from as high as 103 per 1000 live births to 80 per 1000and reduction in the average child mortality rate from 18 per 1000 to 10 per
1000 by 1991 in the most severly affected health regions selected by the
Project. The purpose is to improve the quality and expand the coverage ofchild survival service; offered by SESPAS and PVUt in selected regions. 

B. End of Project Status.
 

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

I. Reduce infant mortality and diseases by the following amounts and
 
means: 

-Reduce malnurition from 40% to 30/ of child population 

-Iteduce low birth weights by 50% 
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-Reduce diarrhea by 20% 

-Reduce infant and child mortality due to diarrhea by 30%
 

-Increase 
use by mothers of 
proper diarrhea treatments;
 

-Decrease infant deaths due to acute respiratory infections; 

-+Ithers improve recognition and treatment of respiratory
 
infections; and
 

-Improve access to immunizations and family planning services

under separate but coordinated projects.
 

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

-Improved delivery of child survival services 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 personnel providing improved child illnessdiagnosis and tCeatment, prenatal caro, and related services; 

-Reduced referral of ill children to clinics due to early
identificat ton and treatment in the hom,.,;
 

-Increased 
 public awareness of child survival problems, causes, 
prevention & treatment; and 

-50% of comImummities organized and actively supporting promoters' 
efforts. 

More detailed objectives for each service and for the delivery system
are provided in unex 3. 

C. Project Methods and Techniques 

1. Introduction 

The Project, conducted principally through the plans and activities
of tile C/PVO, will support SESPAS and toPrOs provide effectivelydelivery teams thruughand service centers the following services: (1) growt.Ii 

http:growt.Ii
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monitoring 	and related nutrition services for mothers and children under 5(promotion 	 of breast feeding, preparation of weaning foods, improved feedingof 	children and pregnant/lactating mothers); (2) diarrheal disease control,including 	oral rehydration therapy for diarrhea (ORT); and (3) properprevention 	and treatment of acute respiratory infections (ARI). 
 In addition,
the Project will coordinate with the Family Planning Services ExpansionProject and the Expanded Program of Immunizations to 
improve the same delivery
systems' ability to help prevent diseases and increase families' knowledge of

and access to child spacing.
 

This Section describes how the delivery system is expected to 	workas 	 the Project evolves, the content of the services to be delivered, and thedual support techniques of rapid response and service improvement. 

2. 	 Delivery Modes
 

The existing system of 
health service delivery, discussedBackground and 	 in thefurther in the Institutional Analysis Sections, consists of two
basic modes used by both SESPAS and PVOs: (a) delivery to families andcommunities through outreach teams of promoters and their supervisors, anddelivery at service centers to clients or 	
(b)

which 	 patients bring theirchildren. Thlese modestwo are not mutually exclusive; often service centersact as a base for paid or volunteer outreach team.s. As 	 the philosophy of theProject is 	 to support and improve 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 supportmechanisms 	 and information/reporting systems. Promoters 	 are front-line healthworkers in frequent contact with families. In theySESPAS, receive a stipend,while in 	 PVOs they may be volunteers, school teachers providing their timeoutside working hours, or 	persons on modest stipends. Supervisors are anyonewho directly supervises or supports the promoter, and area managersdifferent 	titles within SESPAS and PVOs 
may have 

(they may bu the chief health personfor a PVO, 	for example). Area managers are those wlho oversee groups of
supervisors and the linkare next in the manageiient and information chain.Regional or headquarters staff thoseare responsibl e 	 for their organi:Lation'sprogram for the country or in the region, and arU Clie staff who 	 repor: andwork most 	 closely with the C/PVO. 

The community level health promoter i.s tHc key person in 	 thedelivery system as he or she is 	 the point of contact between the heall:hprogram and the beneficiary population. otherAll 	 program staff, onein wayor 	another, ply supportive roles to 	 the promoter. If the promoter cannotrelate effectively with the beneficiary population, the program will riotable to reach its objectives and the supporting 	
be 

staff will have played a 
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superfluous role. 
 Therefore the Project, working through the participating
provider, must thatassure promoters are able tc deliver child survivalservices, including the health education necessary to 	cause a positive changein 	 the mother's behavior so thati she is able to protect the life and health ofher children. The major responsibilities of the promoter are to: 

o 	 Provide leadership and directioi, in the implementation of a
simplified community health assessme!nt resulting in 	 a census,community health profile and map of the promoter's area of 
influence;
 

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

o 	Act as liaison between the larger health delivery system and thefamily and facilitate the referral of 	 individuals for services
offered at 	higher levels of the delivery systems; 

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

o 	 Maintain accurate and complete documentation of health Statistics
and refer requested information to higher levels of the delivery 
system; and 

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

In 	 summary, each promoter will teach families about need usethe andof 	child survival interventions through month] y-1io visitsve to approximately60-80 families. While mothers are the prime objeLc of the program, in manyDominican homes the children are tended by older subllngs, aunts orgrandmothers. Promoters will also hold community meetings and organizedactivities on 	 such topics as the growth monitoring profile of all children inthe community. The health promoter will be trained in technical ski'L[s forteaching and assisting families to 	carry out child survival actions and willbe 	 responsible for maintaining up to date records. Each community will havedesignated lol\ation 	 awhere records and minimal equipment and supplies wiLl bekept. Provider organizations, with technical assistance from the C/?VO,be encouraged to explore different work incentives for promoters to 
will 

oe:couragebetter performance, in recognition somethat promoters are volunteer!;, whileothers receive a small stipend and few are paid a linimum wage. 

The Project will not encourage the involvement of promoter:; incommunity development or income generation activities per se. 1heparticipating organizations who have their own programs in these areas will be 
pursue withfree to them their own resources. 
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Primary responsibilities of supervisors of promoters will be to:
 

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

Supervise the promoters' work -n ac co accure that tle

information/education given by promoters is accurate;
 

o Verify promoters' reports, perform spot checks, and sum~iarize
 
data for the iaformation system; 

o Promote communities to organize health committees to work on
solutions to m.jor health problems; and 

o Serve as a resource for the community in supplying information,
making contactL with other institutions, and encouraging thecommunity to organize to combat the causes of the princI.palillnesses in children under five and pregnant and lactal:ing women
(i.e. , water and sanitation, income generation, food 
availability, etc.) 

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 rehabili:ation or

supplementary feeding posts.
 

The Project will seek to improve the quality of information

(educational materials) provided by these centers, the technical and
interpersonal practices employed by the paid and volunteer staffs of the
centers in working with mothers and 
 children, and the record-keeping andgeneral administration of the centers. centers an outreach program 

Where the are supportingto work with and educate families 
not 

in their homes, thewill be encouraged and assisted to establish such practices, inProject analysis finding line with thethat in--home services are more likely to have lastingeffects than treatments or lectures delivered in centers. 

3. Content of Services
 

The key services to be provided by the Project are described here as
they are expected to be delivered through the two methods by the endProject. Some of these activities are occurring new 
of the 

in some locations, butthe 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 infants and children under 5 
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years old and plot these measures on a growth chart which will be lo:ated 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
encourages 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 (luring
weaning; and demonstrates 
preparation and conservation of proper wearning
foods. The promoter will record 
(by family) indications 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 Childhlealth/Nutrition service includes maternalhealth/nutrition, infant and child nutrition, and food supplementation.Maternal Health/Nutrition promoters 
In 

identify pregnant women monitorand themfor signs and symptoms of pregnancy complications such as edema or vaginalhemorrhage and refer complications to the nearest medical facility; referpregnant 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 onsetof pregnancy, medical healthor problems reported by andwomen, referralsmade. Supervisors coordinate the oftransfer complicated pregnancy casesrural clinics or hospitals, monitor households 
to
 

to determine whether raquired
promoter tasks are being performed, arrange for retraining if necessary, andverify promoters' reports with clinics and spot checks with pregnant vomen,
and summarize data for area 
managers.
 

With respect to Food Supplementation, promoters identify infants and
children with moderate to 
severe malnutrition (C6mez II/Ill) and refer them to
rural clinics or nutrition rehabilitation centers for food supplemenlation.
They then monitor supplemental feeding of these malnourished children, andtrack and record growth/weight data on progress of children in rehab-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 beingare performed, and provide information on availability andproper distribution of 1L-480 or other supplemental feeding theto familiesund,2r their aegis through rural clinics or other fac ilities, should that 
become necLssary. 

When working on 1)1arrheal Disease Control (DDC) , promoters creatdiarrhea and other minor infections within their competency, distributIe oral 
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rehydration salts (ORS) envelopes to families and child caretakers, 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 more 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 feces disposal, proper food
handling and storage). A key task is to educate families in the preparation
and use of oral rehydration therapy (ORT) solution, and to identify whetherORT was applied correctly during the last episode. 
 Promoters are to note in
the family records (preferably on the growth chart) the number of diarrheaepisodes of each child under 5 years of age experience since the last home
visit. Supervisors provide backstopping
traditional remedies are 

to ensuru that harmful localnot being perpetuated by promoters as an alc:ernativeto ORT and perform outreach to mothers' clubs and local schools for teaching
teachers and school children ORT anduse diarrhea control principles, 'Teysummarize promoters' reports on diarrhea episode.,; and treatments (with saltsor home-prepared remedies) after validation of reports. 

Diagnosis, 
(ARI) 

treatment and prevention of Acute Respiratory lafectionsis a relatively new area for this country, and will require training ofmedical personnel, promoters and supervisors to recognize the signs
symptoms that distinguish and
between mild, moderateDelivery teams will record cases in 
and severe cases of ARI.the family record, and in severely ill ARIcases, refer them to rural clinics for treatment. The delivery teams andservice centers will learn to teach families to recognize respiratory symptoms
that require taking the tochild medical facilites, i.e., fast breai.hing,noisy breathing, nasal flaring and cyanosis. They can administer simple
treatment measures such as ORT solutions and aspirin for mild ARI cas.es, andhelp educate families regarding home treatment for mild and moderateARI such as continued breast cases offeeding and/or feeding, hydration, humidifyingthe child's environment, home remedies and proper intake of antibiot.cs whenprescribed. The effort also involves educating families regardingtransmission and prevention of ARI, including their relationship with
enrivonmental factors such as 
crowding, especially at night and damp housesites and construction; and helping families to understand thatcauses of severe, (and some of theoften fatal) respiratory Infections, can be prevented byimmunizations, i.e., pertussis, tuberculosis, measlespromoters and diphtheria. Thewill record reported or observed cases ARI familiesof amongserved. Supervisors 

carried 
will verify that the above measures are being properlyout, and follow up on supply lines to thatassure promotersminimum equipment and medicines necessary 

have the 
to treat mild ARI cases (i.e.,aspirin, functioning thermometer, ORT packages, etc.) 

Not all promoters and supervisors will provide all of these servicesor tasks at the outset of the Project. A phased program of skills developmentwill be designed by the C/PVO to build up to the full array of services andeducation described above.
 

http:antibiot.cs
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The following services will be provided in conjunction with the
Expanded Program of Immunizations and the Family Planning Services E:pansion
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 5 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
Alternatively, vaccinations to them.

will be accurately recorded in the appropriatespace of the growth charts that will be left in the home as part oson Nutrition. Families will taught post 

the work
be to them on their doors in plasticprogram 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 theirpermanent vaccination card. 
 At the time of the promoter's regular visit,
he/she will theenter vaccination date in the appropriate cell of theperm- ent card, and in their own records for supervisors to summarize and pass 

on.
 

In disseminating messages on Birth Spacinig, promoters will helpmothers understand that short birth intervals are associated with low birthweight 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 11ot only
important for their child's nutrition (discussed above), but also related to
avoiding unwanted pregnancy, and counsel mothers ou the availability ofdifferent methods of birth control, and the advantages and disadvantages ofeach one. 
They will distribute condoms and contraceptive pills 
to households
that request them per program norms, refer women to clinics for all otherbirth control devices, and orrecord update regularly the birth control statusof women of childbearing age. Supervisors will ensure the availability ofcondoms 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 forproviding support to the delivery modes and services described above. On e iscalled rapid response, anti the other is service improvement. In fact, bothinvolve improving service delivery, but the first has a special purpc.3e, whichis to begin having impact in term a areas,the short ini few without having todelay during the development of the more detailed programs of training,educational materials, and budget/commodity support that the core ofwill be 
the Project.
 

http:purpc.3e
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a. Rapid Response 

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

The child survival services that lend themsel\ys to the rapid
response technique are those that (1) are more (2)widely known and practiced,
which do not require extensive inputs of technical training and materials, and
(3) those that 
are already becoming operational under related 
projects (or for
which training and educational materials already exist
health/nutrition projects). 

as a result of previous
These are nutrition education, ORT,immunizations, and child spacing.
 

For the PVOs, the kinds of support tlatverified are most needed (to bein the final Institutional Analysis report) are technical assistancein service delivery, training of staff, and educational materials.
cases, financial support In a few
is required for staff expenses or expendable supplies.
 

It 
is likely that a significant portion of the 
immediate supportwould be channelled to CARITAS and to affiliated organizations such as the
Women for Barrio Rights project 
 run by Sister Maria Coleman, a trainednutritionist. Her program, located in Santo Lbmir,,o, includescomponent of a heavynutrition education based on local foods, organization ofneighborhood youth and preschool teachers to weigh childrenand Consultation Centers, other 
in her W.ighing

and services of simple medicinesfor children. and first aidShe would like to expand into more basic health survic,2sas ORT, outfit more of suchher centers, and improve her educational program formothers. With RD30,000 in funds or equipment/;suppl [es she could ext.:nd toten more neighborhoods with an upgraded program. 

CARITAS's AIpplied Nutrition Education Programearly in CY 1988 could be expandedby initiating operations in Baralhona, expanding to 'lOadditional 40 communities in the San Juan/Azua area, and establishing abroader program in the Arclidlocesis of Santo Domingu (which includes rural and
urban areas). The Diocusis of larahona has existing plans and partial fundingto launch the ANEP program there, and could begin training of local
supervisors and promoters in January. A good stock of educatioial materials
has recently been built up under the program, bur mayIn need to be augmented.
the Southwest, CARITAS/ANEP training could also be attended by promotersfrom SSID, FUDECO, and iarish-level. PVOs with thir own programs. Funids would
be needed for supplementing staff salaries, incentives for volunteer
promoters, and costs associated with training.
 

The institutional analysts have ma(lof a preliminary identification15 private organizations (9 in the Capital, and 3 each in Regions 
l.V and
VI) that would be candidates for early support.
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SESPAS is working on 
the details of its National Plan for Child
Survival (PLANSI), and will seek counterpart funding for that program, andaccelerated support from the Child Survival, Expanded Immunizations, and
Family Planning Projects in the following areas:
 

o 
Training, beginning with k-y headquarters and Regional staffs in
ORT, immunizations, and nutrition education;
 

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

o 
Training of Regional staffs (including promoters) in Ch:ild
 
Spacing.
 
USAID will work with local consultants (using PD&S iund:s)


further specify the 
to
 

target agencies and resource needs that will cona;titutethe Rapid Response, and with SESPAS to develop It.; plans and presentation tothe Technical Secretariat for part of the planned counterpartactivities will amount. 11esetake place during the interim between the signing of the GrantAgreement with TSP,the and the selection and arrivalarrival, of the C/PVO. Upon itsthe C/PVO team will validate these plans, and begin immediate action 
to provide resources. 

This Rapid Response effort will be a gesture of good faith onpart of the Project, taking advantage of the best programs and existing 
the 

resources that in fieldare the at this time. It Is likely that theseresponses will 
be geared largely to service centers, in urban or otherwise
accessible areas, where, with the removal of one or two con;traints, and a
minimum of training, a child survival service that is compatible with the almsof the project can be expanded or upgraded. It is estimated that 10 to 20percent of the resources in selected budget categories will be applied in this
technique (See Section Ill-D, Project Inputs). 

At the same time, tile C/PVO will be expected to mobilize rapidly
to begin the more broad-reaching effort improveto services, described below. 
b. Service Improvement: Supporting TAchnical and ministrative 

Services for Implementing Agencies 

Service Improvement by the C/PVO will provide the servicedelivery providers with the following administrative skills: 

- Capability to develop job descriptiuns, 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 system; 

- Capability conductto program resources planning, including
establishment and monitoring of logistics systems to assure an 
adequate amount of supplies at all points of delivery; and 

- Financial management and controls. 

In order to support and improve child survival services so thatthey are compatible with successful efforts in other countries, the C/PVO,experienced and internationally recognized provider 
an 

of health and child
surviva] and Project management, 
 will provide a range of supporting servicesstrengthen the delivery capabilities ofto SESPAS and the participating localPVOs who will carry out the implementing tasks. The C/PVO will be responsiblefor making sure that key supportive administrative functions are fulfilled a timely way. In many cases, the C/PVO will carry 
in 

out these functioms byusing its own personnel, and in other cases it may contract the function toother qualified organizations. These support functions are describec below: 

(1) Program Planning and Identificat ion of the Target Population 

The C/P'VO will fill in the detaits of the needs assessmentconducted for this Project in Regions IV, VI and the selected marginal barriosof Santo Domingo, to more precisely identify the target population for eachchild survival intervention, and to verify the numbers, location andaccessibility of the persons who should be offered services under the Project. 

Secondly, the C/PVO will verify and update the list ofnongovernmental institutions which provide health or social services :ocommunities in the Project area that was provided in the Project'sInstitutional Analysis. 
These institutions will 
be contacted to confirm their
interest in participating in the Projo.ct. 
 For those organizations that desire
to participate and meet 
the criteria for participation, the C/PVO will solicit
their program requests, and when necessary will introduce the entities 
to a
program planning methodology which will permit them to define what chlId
survival services they will offer, to by what whatwhom, means, on tinmeschedule, with which resources and, finally, how the impact of the effort willbe evaluated. 
 Utilizing this sub-grant application process, the C/PYO willselect the entities that will deliver services with Project resources.SESPAS, the will work 
WithC/PVO primarily at the regional office level (withparticipation where essential of key headquaiturs staff) to determnin actionplans, staffing requirements, training needs, and other resource requirementsto establish tihe initial program in the target regions. This plan wi lI be thebasis for SESPAS' request to the Technical Secretariat for budgetary support,including funds from the Local Currency Program. 

http:Projo.ct
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(2) 
 Developing Selection Criteria for Participating Institutions
 

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 ExecutLve Unit
of the National Plan for Child Survival (PLANSI), which will be the principalprovider in the Project. However, for SESPAS to receive funds under theProject, it must present to the Project Executive Committee and the TechnicalSecretariat the program plan cited above. The plan will have to meet: thecriteria established by the Executive Committee withi advice from the C/PVO. 

Category Two consists of PVO providers that have asubstantial service delivery network and staff capable of delivering theinterventions proposed by the Project. 
 These PVOs will be eligible i:.o
receive
Project resources and TA under a sub-grant with the C/PV0. ategory Two PVOsthat 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 arePVOs small provider organization.:; who,once they meet the selection criteria, will have access to the Project'straining facilities, educational materials and technIlical assistance. However,
funds will not be provided to these PVOs. 

The C/PVO, in consultation with the Executive Committee andUSAID, 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 volunteer workers 
at the community level to implement at least one child 
survival intervention;
 

- Have 
 a service population of at least 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/PV0, and implementilng 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/PVO may
subcontract for services using 	USAID approved contracting procedures.instance, the C/PVO 	 For may 	wish to contract for tihe development of training
materials or mass media educational messages. 
 The 	C/PVO will also be expected
to 	procure most Project equipment and supplies (except for those needed
immediately upon the C/PVO'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 Information.
 

The 	 C/PVO shall provide technical assistance and informationto 	the implementing agencies or subgrantees in the following health and

administrative 
areas: 

o 	 DiarrheaL disease control, materni, /child nutrition, and 
infectious respiratory diseases; 

o 	 Health services planning, programming and budgeting; 

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

o 	 Management information systems and 	evaluation; 

o 	 Social marketing and 	mass media publicity and users education; 

o SeJ 	f-financing mechanisms for program sustainability; 

o 	 Commodity procurement; and 
o 	 Supervisory systems. 

Technical assistance will provided
long 	

be by a combination ofterm C/PVO personnel and short term advisors. TA from relevantcentrally-funded Project such 	as PRITECIH and IEALTIICOM will be requested asneeded. (See 8,Annex Technical Assistance Plan). 

The C/VO will provide up-to-daLe Luchnical informat ion onthe 	 specific interventions promoted by 	 the Project by means of in-servicetraining programs, technical bulletins, or other means 	 they may devisa. 

(5) 	 Developing and Producing liucationa Materials 

Educational materials will developed thebe under supervisionof 	 the C/PVO to explain the value and use of 	each oi: tile sorvirni t*1 h, 
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delivered by the Project. The Project will draw upon already developed and
 
tested materials whenever possible, particularly the growth monitoring
 
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 ow" 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 due 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) basic content regarding child 
survival technology, (2) training methodology which emphasizes hands-on, adult 
learning techniques rather than extensive lecturing or reading requlrements,
and (3) training in program organization, supervision and administral. ion which 
will assure the trainees' familiarity with their role in the overall delivery 
system. Wherever possible, staff of public and private agencies wil*t be 
trained together, assuriiig uniformity of content of messages, and offering an 
opportunity for improved field coordination and sharing of experience. 

Mhe content will be developed In a set of training materials 
that carry forward in learnable modules the basic messages and treatrents of 
the program in each intervention or type of service. For the training
directed at medical personnel, the materials and methods will be developed in 
cooperation with the Ibminican Pediatric Society, following an asses.nment 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 been previously taught to the various health staff.
 
Initial training will last approximately 1 to 2 weeks followed by courses
 
every 3 months of 1 to 3 days. At each successive session, additional topics
will be learned, or more depth of information and skill will be imparted in 
topics already covered. In addition to imparting new skills and knowledge,
the staff training program will also serve to monitor and supervise program 
implementation. These periodic training sessions will also serve as a tocal
 
point to discuss program implementation problems and allow trainers 1to
 
evaluate health personnel progress in absorbing and utilizing infonition
 
given to them. Additionally, the supervisors of pro,,ocers will receive 
Special training to equip them with the skills to deliver training .ss iLons 
directly to their promoters and community groups as well as perform on the job 
training with the promoters. 

The C/PVO will develop a cadre of lead or master trajiners,
based on assessments and observed performance. 'lhese lead trainers twill work 
with each training organization (with frequent tests with the trainee groups) 
to prepare training methods and content modules. The lead trainers %willin 
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 materials and training methods. The C/PVO will be
 
responsible for setting up the system, bringing in subject-reatter specialists
 
as well as advisors in training methods and materials. As the training system
 
is established and beginning to be extended, the C/1JVO will conduct periodic 
assessments to ascertain whether the content and methods are being maintained, 
whether modifications are required, and whether content and methods are 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 period, to 
develop and test the approach and begin selection and training of trainvrs, 
and then to expand the coverage of the system without sacrificing qu.:ility. 
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 thedegree to which the population under his/her jurisdiction conforms to thehealth behaviors stressed by the program (i.e. children with immunizationcards up-to-date, mothers breastfeedwho and limit the use of bottle, etc.).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 their performance, as suggested in the "LessonsLearned" (See Annex 3), supervisors' basic supervision skills will be
enhanced, including ways to motivate workers to perform better.
 

In the SESPAS rural health delivery systems, community-levelsupervisors are located at or near rural clinics and are responsible forsupervising 6-10 promoters, depending on geography and population density.
Under this Project, a "delivery team" concept will be established, utilizing
the community level supervisors and promoters as 
the basic work team. The
performance of individual promoters will be combined to determine theperformance of the team as a whole, thus permitting a comparison ofperformance among teams. Different incentive systems which reward high
quality performance 
will be tested as part of Ph-ases Two and Three 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 ai.sure asmooth flow of equipment , supplies, and other support materials through the
health delivery system. Beginning 
 in Phase One, the C/PVO will carry out theinitial major procurement of Project equipment and supplies. Included in thisprocurement will be office equipment for the C/PVO, supplies needed t:o developtraining and educational materials, vehicles and work related equipment forfield staff, such as scales for weighing of childrun in the growth mcrnltoringcomponent of programthe (See Procurement Plan in Annex 9). Once the initialprocurement orders have been placed, the C/PVO will set up a logistics systemfor receiving, inventorying, storage, and distribution of Project equipmentand supplies. The system will establish a central storage area and assuretimely delivery of supplies to participating agencies, who will be chargedwiti, the responsibility to assure that community level workers receive thenecessary 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 select:ed 
 and
that transportation and living costs reach the participants in a timely

basis. The C/PVO, in coordination with 
the Health Systems Managemenr: projectteam, will work with SESPAS to establish a well-controlled yet responsive
mechanism at the Regional Offices to make payments for approved expenses toall individuals being trained under the project. 'tils will be a covunant ofthe 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 withTA 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, procurement
status and receiving reports, inventory of properties, status of Project
supplies, and vehicle use and repair. Tere is ample experience in tile
 
development and functioning of these reporting mechanisms 
 which shall be

instituted by the C/PVO in consultation with USA1D and user
other gro:ups. 

The hLlaltLh information system will be integralan part of tile
overall health 'Iesystem. information system, will provide tillely irnformation 
relevant to each servite delivery level in tile pogr; m, starting with 
promotors and supervisors, and rural clinics and other deliveryservice 

centers, and regional. offices 
and ending with decision makers at the central
 
or national level. Unlile many information 
 systems that have been reviewed
 
for inclusion in this Project, the proposed Information system will Ibe

designed to reinforce tile 
 family, promoter and supervisory behaviors stressed
 
by the Project. For example, mothers 
will be instructed on the use ind
importance of their child's growth chart and immunization record giving them

tile necessary knowledge to take corrective action when child
a stops gaining
weight. A record of proiloter visits to the family will be maintained In the
home so that it is accessible t the supervisor for review. Family records 
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 tile growth chart which indicate.,, the
growth of a children to a mother, the family records will give the promoter a 
health status profil of all the families under her jurisdiction. 

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

The promoter will prepare a Community map showing each
household, major public buildings (clinics, schools and churches), roads and
paths, and resources, such as water pumps, garbage dump and irrigation 
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canals. 
 The map will help the promoter visuailize her service area, the
location of his/her clients, and w'll allow her to plan her visits. 
The map
will be used to identify households with children under the age of 5, pregnant
mothers, malnourished children apd cthers who need special attention from the
 
promoter.
 

The promoter will est iblish and maintain a Family HealthRecord system consisting of at least t 
le following information: name- and
birth date of every family member 
 residing in the household, years ofeducation, immunization status and date 
f vaccination (for each targeted
vaccination), parity of all women of chi.d bearing age, pregnancy status of
women of child bearing age at tile 
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). Accompa. ying this record will be ,:i
duplicate 
copy of child growth charts of the family. This record willaccompany the promoter when a house is visitwd. These data are among the mostimportant for Project thatthe in they form te basis for program monitoring
 
and evaluation.
 

A Vital Events Register will a'so be maintained by thepromoter. Births and deaths bewill reported ii the information system as
 
they occur.
 

The promoter will complete a Pro.\ter's Activity ort aRe onmonthly or quarterly basis summarizing his/her act. vities, vital events, andthe health status of the families in the catchment irea. At tile family level,growth monitoring cards, immunization record cards, -nd promoter home visit
 
card will be kept.
 

The Supervisor 
will receive the ProILter's MonthlyQarterly (to be determined by the C/PVO) Activity 
or 

Rei- rt, compile and comparethe information areafor his/her impact and forward th information to the
regional level. Promoters who report performance withii or above the
acceptable norms will be congratulated and those who below normfa. 1 the willbe visited more frequently to rectify the problems encou tered. 

The C/PVO is encouraged to consider the Antroduction ofcomputers to facilitate the processing of this volume of imformation.Computers when applied 
are 

to data processing similar to what iy proposed here,known to save time, reduce errors and save money in the long run. Beforethe information system is computerized, the C/PVO will presciit to USA[D theresults of a feasibility study which assesses the contributin of the computercompared to a manual systeum in ofterms cost, speed, operat ersonnel and 
long-term maintenance.
 

Another key element of the Project's information system willbe a bi-monthly newsletter to be distributed to all persons and organizationsworking in any way with the Project. The purpose of the newsletter is to 

http:environmer,.al
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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 L.arge
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
presented in simple form. 
 Using a newspaper-like format, 
the newslet.ter 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 infor.tion andreporting 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 infcrmation
will be made available fron the Project Information and Reporting Sy;temdescribed in the section above. However, until the information and :reporting
system has proved reliable on a broad scale, the Project will estimate Tier Iinformation through sentinel samplea or site information system. 'ilbis system
will be phased out as the Information System becomes operational. Tier IIinformation, which deals with health service delivery coverage and the quality
of those services, will be addressed to some extent by the Information andReporting System. 
 However, special studies will be conducted to ver:lfy this
data through observation and interviews. It is contemplated that the-:;e studieswill be carried out by CENISMI, a Dominican research group with ties to SESPAS 
and the Robert Reid Cabral Children's Hospital of Santo Domingo.
 

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

The final evaluation will follow the AID Evaluation
Supplement to handbook 3, as well as theanswer information requested byA.I.D.'s Heal h Intornation System. An extended Lessons Learned secrion of
the PES will be developed for sharing the experienced gained under t" ';Project with other A.I.D. Missions that are planning or operating sinilar 
Projects.
 

(11) Operational Research 

Operational research will be carried out by the C/P":' throughCENISMI and in coordination with participating institutions. Some operational
research will be conducted before implementation of certain Project 
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activities. Other rasearch, focusing on technical, managerial andadministrative aspects of the Project, will be carried out under nonnalconditions and within the context of the program.
 

Specific topics to be addressed will be determined during
Project implementation, depending on 
Project needs and priorities at: the
time. 
 In 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 theor
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 solutioni;; 
 and
alternative incentives for community health promoters. 

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

(12) 	 EKpanding Mass Media Publicity.
 

To create awareness and increase utilization of the services
offered 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 be
developed to support each of the major interventions in addition to posters
that encourage support for the community health worker or promoter asfamilies can depend upon 	 a personto improve the health of their 	children. Well placednewspaper 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, breast
feeding, prenatal care and birth spacing, all educational messages arid
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 an Donor
Activities Including 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, 

entities 	

a sizable number of PVOs and community developmentthat deliver health and social services in the target area have beencatalogued. 
 To make maximum use of the resources available through the
Project and those in the hands of existing groups, coordinating
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committees will be established at the central and regional levels of thedelivery network. 
At the central level, the Project's Executive Committee to
coordinate activities between the major partners including the SESPAI;, the
C/PVO, USAID and the major PVOs, 
such as CARE, CRS, and FUDECO. Also, the
C/PVO staff will maintain technical liaison with the child survival iLctivitiesto be initiated by UNICEF and PAHO. 
 By means of the International Health
Donors' Committee in Santo Domingo, UNICEF, PAIO, IDB and A.I.D. alroady meetto share inforination on future investments and plans that affect members' programs. This donor forum is expected to continue for the life of Project. 

At the regional level, the Regional Coordinating Conmitteewill contain representation of the major implementing private and publicsector providers and will serve as a body to facilitate implementation of 
Project activities.
 

Both the Executive and Regional Coordinating Committ:ees will
receive regular reports from 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 thisProject from the beginning of its design and Peace Corps Volunteers (PCVs)have participated with the collection of background information. Civen thefact that the Peace Corps in the DR is already involved in child survivalactivities, the C/PVO and the implementing organ.izations will be encouragedseek PCV participation in 
to

the Project. H1ealth volunteers can serve i n a widevariety of service delivery and administrative roles imparting skill.; to their 
counterparts. 
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D. Project Inputs
 

This section provides a summary of the principal inputs for theProject. Additional discussion and tables related 
to the financing of the 
project are in Financial Analysis (Section V-E), and in Annex 10. 

1. A.I.D. Resources for Project (USt4,652,000)
 

a. Project Administration (US42,144,000)
 

The C/PVO will be expected to provide a project managerent andtechnical assistance team that includes three groups: (1) resident expatriate

manager/technicians; (2) short-term mattersubject specialists, and (3)
locally hired technicians and administrators. Each group is discusscd below,
followed by mention of other professional services that will be needcd on-site. 

(1) Resident Expatriate Staff 

This will include a Chief of Party (42 person/monthis),
acting essentially as the Project Director, and reporting to the Executive
Committee. This person will be a manager based in Santo Domingo, wiLh overall 
technical coordination rusponsibilitLies to oversee design, planning, and 
content matters. Two Regional Child Survival specialists (42 person/ionths

each) will also be part of the resident team, to be based in Regions IV and

Vl. Each member of the resident staff will work oil 
 the Project for 42
 
person-months. 

(2) Short-term Specialists
 

Short-term expertise is expected beto required in the 
following areas and levels of effort:
 

Iraining Methods and Curriculum Development (6
person-months): This individual will work on establishing the trainiag

system, including the identification and retratniulg 
 if needed of lead trainersto conform to the training approach and scope of training activities demanded
 
by the Project.
 

Training Materials Develoiment (4 person-months): Workingwith the methods/curriculum specialist, this person will provide guidance to
the in-country training team in developing training materials for eac:i of the
 
target groups of trainees.
 

Management Information/Evaluation (6 person-months): This 
expert will advise all participating entities on tihe design, operation,
appropriate use of electronic data processing, and uses of a management
information system that supports operational research, management decisions, 
and evaluation requirements. 
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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 Ilealth (3 person-months): This person will. augment

the 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 (I person-month): 
 This individual
will provide support in the design of the logistics system, and backstop the
 
procurement efforts of thu Project.
 

(3) Local Staff 

We anticipate that the C/PVU will require the services of

the following locally recruited personnel:
 

Financial/Procurement Management: This person's job is co
control the project accoumts-, and advise PVO's on financial management; and tosupervise and track procure.ment activities. Working for this person will be one fulltime accountant, a half-time auditor, and ain adminlItrative amsistant. 

Clerical and other Support: lhe C/IVO will require at
least two secretaries/typists (one bilingual), 
and a messngr/driver.
 

ln addition, the C/PVO will require a number of other
specialized services for significant periods of time, including those ofsenior trainers, materiaLs developers and producers, and information

system/computer specialists. 
 The C/PVOs applying for issistance will be given
the option of engaging tLeL';c services by the metLhod 
they see as being most
cost/effective, whether as additionaL staff, 
under individual purchase orders, 
or through organizational subcontracts. 

Othlier inlputs to be financed by ilise funds include the

USPSC Project Manager, uvaluations, and audits.
 

b. Service Delivery (US$2,508,O00)
 

() Rapid1 ( Rsp1)onse 

The A.I.D. resources that will bu provided to 
selected
 
agencies immediately on project startup total 
US$487,000, allocated as 
follows:
 

(a) Commliodit Ies (US3311,000)
 

'hese funds will be primarily used for advance purchase
by USAID of all project vehicles, and scales to weigh children, and 
miscellaneous light field equipLpment or office equipment fur PVOs. 
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b. Educational Materials (US3l21,000)
 

These funds will be used to print existing educational

materials, principally from the ANEP, for use by existing PVO and SESPAS
 
nutrition teams.
 

c. Budget Support (US340,0O0)
 

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 (US415,000)
 

Short intensive training will be given to service center
staffs and promoters in proven existing technologies, 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 US2,021,000 in the
 
following manner:
 

(a) Iraining (US3l,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 lor development of c: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 (US5143,000)
 

Included here are the computers and word processors forthe MIS 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. 
 Based on submitted proposals,
these subgrants will be used for limited additional staff, consultani: help,
stipends or other expenses for for volunteer workers, etc.
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(d) Management and Evaluation Information (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 kiy management and evaluation tool
 
for the project, the community-based uanagement 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:13,350,000)
 

a. Rapid Response
 

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

(1) Traiiihi- (US.482,000) 

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

(2) Budget Support (US l05,000) 

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

b. Service improvement 

The GODR will dedicate the equivalent of US03,163,000 t:o the 
program, allocated as follows:
 

(1) Training/Social Marketing (US.l ,168,000)
 

Counterpart funds will finance the per diems of trainees, 
and expenses of trainers (including specialized training of medical personnel
 
by the Dominican Pediatric Society) for the training mentioned above, and
 
contributions of time or space by local media to tlhe social marketing 
activities.
 

(2) Budget Support (the equivalent of US.1,995,000) 

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

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



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

INPUTS 


Project.Administration
 

Techn. Assist. 


Evaluations 


Audit 


Service Delivery
 

Rapid Response 


Commodities 

Educ.Materials 

Budget Support 


Training

Subtotal 


Service Improvements
 

Training:

Salaries and Perdiem 

Educational material 

Social Marketing 


Commodities 


Budget Support 

r-gL & Eval. Info 

Subtotal 


TOTAL 


FX 


1,318 


I00 


1,418 


309 


309 


120 


120 


1,847 


AID 
LC 


576 


100 


50 


726 


2 

121 

40 


15 

178 


286 


916 


60 

23 


360 

25b 


1,901 


2,805 


TABLE 1
 
CHILD SURVIVAL
 

SUMM£1ARY BUDGET BY MAJOR ACTIVITY 

COUNTERPART 

TOTAL 
 LC 


1,894 


200 


50 


2,144 


311 

121 

40 55 


15 
 82
487 
 137 


286 1,143 

916 


60 

143 


360 1,045 

256 


2,021 2,188 


4,652 2,325 


IN KIND 


50 


50 


25 


950 


975 


1,025 


TOTAL 


105 


82

187 


1,143 


25 


1,995 

'
 

3,163 


3,350 


GRAND 
TOTAL
 

1,84
 

200
 

50
 

2,144 

L|
C 

311
 
121
 
145
 

97

674
 

1,429
 

916
 

85
 
143
 

2,355
 

5,184
 

8,002
 



Table 2 
CHILD SURVIVAL 

SUMMARY BUDGET BY INPUTS 
(US 000) 

Grand 
Inputs 

Technical Assistance 

Training 

Commodities 

Budget Support (Subgrants) 

Evaluation 

FX 

1,382 

56 

309 

100 

A.T.D. 

LC 

832 

1,403 

20 

400 

100 

Total 

2,214 

1,459 

329 

400 

200 

Counterpart 

LC In Kind 

1,225 25 

1,100 1,000 

Total 

1,250 

2,100 

Grand Total 

2,214 

2,709 

329 

2,500 

200 

Audit 50 50 50 1 
TOTAL 1,847 2,804 4,652 2,325 1,025 3,350 8,002 
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IV. PROJECT IMPLEMENTATION 

A. 	 Organization and Implementing ResponsibilitiLes 

This section focuses on the role of each participant in the programincluding USAID, the coordinating PVO, executing PVOs, 
 SESPAS central level
and regional offices, and other GODR organizations. The chart on 
the

following page illustrates the organization of the Project.
 

USAID will reviuw the proposals received from qualified PVOs
interested in thebeing coordinating PVO. Their proposals will refine andflesh out the major design elements discussed above. USAID, in consultationwith the CODR, will select the C/PVO from the applicants for assistance. APSC Child Survival Specialist will function as Project Officer in thE 	 liealthand Population Division to monitor thie action plans and imuplementation by theC/PVO of the Project. This individual will partici'pate in planning, meetingsof 	 key committees, and operational research and evaluations. 

The Coordinatin. PVO will have detailed design and operationalresponsibility for all Project components under a cooperative agreemient withA.I.D. that allows for substantial involvement by A.I.D. inreviewing/approving staffing, subcontracts, plans, and training or educational 
materials.
 

The Executive Committee consisting of SESPAS and local PVO
representatives will serve as 
an advisory board to 
the project and
Coordinating YVO. Its function will be to 
review and advise on implementation
plans for the entire Project, and Project budgets. 
 They will oversee
implementation, attempt resolveto conflicts between the andparties 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 SESPAS
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 :
--------- : USAID :
 
:Monitoring and 
 : Committee 
 : PVOs :
 
:Evaluation 
 SESPAS:
 

:Project : :Technical Support:---: Project 
 :------ l'inanc.ial

:Planning, :_ 
 __ : Director : : and:Development : 
 :_Coord. PVO : : AdminisLLtLv.a: 
:and : Training System :-/. : Suprt
 
:Administration:
 

: . : PVOs : :SLPAS :Other! CODR :* Project : : : :Organizations: 

* I I 

:Implementation: :Community Groups: :Region 
 : : Region
 
: :CoiNummittee: : Committee
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B. Implementation Plan: 
Schedule of Principal Events
 

Phase I - Rapid Response and Installation of C/PVO (Months 0 ­ 6).
 

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. The following tasks will
 
take place:
 

1. 	 Project Authorization signed (USAID) 
 September, 1987
 

2. 	 Project Agreement signed (USAID) 
 September, 1987
 

3. 	 Issue Request for Application to
 
Int'l PVOs (USAID) 
 October, 1987
 

4. 
 Issue PIO/C for initial procurement (USAID) October, 1987
 

5. 	 Contract local firm to prepare rapi.d
 
response programs with PVOs October, 1987 

6. 	 Organize Executive Committee October, 1987
 

7. 	 Prepare Coop. Agreemeni: (USAID) November,1987 

8. 	 Contract CS Advisor (USAID) 
 November, 1987
 

9. 	 Deadline to receive C/PVO applications November, 1987
 

10. 	 Review and select C/PVO (USAID) December, 1987 

11. 	 Review rapid response proposals submitted 
by SESPAS and PVOs 
 December, 1987
 

12. 	 C/PVO Long Term Staff arrive;
 
Est. office, hire local staff 
 Jan-Feb, 1988
 

13 	 C/PVO to fund rapid response programs February, 198-B 

14. 	 ST TA arrives to work with SESPAS & PVOs to: March, 1988 
- Complete definition of interventions 
- Establish implementation plan 
- Finalize TA, training and procurement plans 
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Phase II - Service Improvement Start Up 	 (Months 7-10)* 

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/PVO) 
 March, 1988.
 

2. 	 Assess SESPAS and PVO information, logistics, March, 1988.
 
and supervisory systems.
 

3. 	 Provide TA to PVOs and SESPAS in program March, 1988.
 
planning/application for subgrants of
 
AID and LC funds
 

4. 	 Est. information, logistics and supervisory 
 March-Dec., 1988.
 
systems.
 

5. 	 Development of field test and reproduce 
training and educational materials for
 
staff and beneficiaries March-Dec., 1988 

6. 	 Develop mass media education/publicity 
campaign material 
 April, 1988
 

Finalize implementation plan for services
 
and training delivery in Reg. lV, VI
 
and Santo Domingo. 
 April, 1988
 

8. 	 SESPAS and PVOs to make formal 
 April, 1988
 
application for project and LC subgrants
 

9. 	 Select training centers 
 April, 1988.
 

10. 
 PVOs and SESPAS to select and pre-test May-June 198
 
supervisors and promoters for training
 

Phase III - Service lmprovement Implementation (Months 11-48) 

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 equipment and education
 
materials to be fully functional. Support
 
systems will be installed and working
 

1. 	 Commence in-depth training of provided 
 July, 1988
 
staff
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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
 

5. Conduct mid-term evaluation 
 Sept - Oct., 1989 

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 detail above in

the Service lmprovement Section. 
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 hasagreed in writing to appoint USAID as its agent to manage the AID funds, most

of which will be dedicated to the Cooperative Agreement with the C/PV0. 
 Under

this arrangement, there is no need for conditions precedent, other than a

legal opinion and the appointment of a TSP rel)resentative to participate in

the Executive Committee. The Government of the Dominican Republic should 
covenant to support for child survival, and agree:
 

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 selected
regions that will allow ior timely payment supportof cots for field 
personnel.
 

3. 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: Key Factors in Child Mortality and Morbidity and 
Preferred Interventions 

This section provides a description of the key factors affec:ing child
survival and how they interact, and of the technologies that are mosi:
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 gins), 
experience

higher mortality through the first year of life and beyond.
 

A poor nutritional state of the mother, both before and during
pregnancy, is the most common cause of low B.W. 
 of 	 an infant. A womcn'snutrient and caloric needs rise during pregnancy and increase furthel when
breast feeding. Therefore, 

from 	

a women who does not allow her body to recoverthe nutritional loss has handicapped the life of her newborn fro thestart. This, along with numerous pregnancies and short birth intervals, areimportant risk factors for low B.W. 
babies.
 

Nutrition plays a major role in 	 the survival of a child during the4-6 month period between birth and tile weaning periud when supplementation ofbreastmilk begins. It 	 is at this time that bruastfLcding is of majorimportance. During timethis period the birthweight will double, as ,allinternal organs grow and develop. This is the most critical time aof child'sgrowth process, when healtL is very sensitive to interruptions due to eitherinadequate nutrition infection.or breastmilk particularly aids in providing
a balanced diet and natural protection 
 from diseases. Breastfeeding isessential. Infants who are weaned early or 
never breastfed at all are
significantly 	 at
higher risk of illness, malnutrition and death. 

Beyond the age of 6 months, breastfeeding alone will not meet thenutritional needs of an infant, as most nutrient needs double. Change in body
organs during this time and an increased exposure outsideto environmental
factors all play a part in the basic readiness and need to accept solidfoods. The new supplemental diet introduce,; tile child to common contaminants
in 	 foods and water, while greater mobility brings him in 	 touch with a range ofnew diseases carried by children and adults. Also, the passive ilnllun.tyinherited from the mother ias begun to 	decline. a result,As the wean'ingperiod is marked by frequent illness. These illes,,;vs include bothrespiratory and diarrheal diseases, as well as tile major childhood coitagious
diseases (measles, pertussis, etc.). 

http:ilnllun.ty
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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 lac:king in

traditional weaning diets. 
 These diets frequently lack protein, vitamin A,

and E, and as a result they are 
at increased risk of malnutrition during the

weaning period. 
 Foods for young children have to be of high nutritional
 
density, with more calories per given amount, because while their nei:ds 
are
high, their stomachs are small. 
 Growth monitoring plays a fundament.l 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 diseases raise a child's
metabolic rate, thus raising their food requirements, certain parasitic
organisms complete for the 
ingested food, and diarrhieal diseases work to
inhibit food absorption. Many times these diseases occur together, posing an even greater risk to the child. Socially, when a child is 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 Lu the body's inability tofight off and resist disease. The child becomes caught in a vicious cyclethat becomes a downward spiral: malnutrition reduces resistance to disease,
and illness results in less food intake, and worsening nutrition status, with
higher vulnerability to disease. 
 As the cicle proceeds, both tile severity andduration of disease have been shown to increase, leading to the higher infant 
mortality rate among children who receive an inadequate diet. 

To combat the cycle discussed above, this project will rely on 
the

growth monitoring intervention as its major point of contact with the family.
Through growth monitoring, promoters 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 technologies has been shown to be brief, thus enabling the child to
 
resume growth rapidly. Growth monitoring has been used in the Catholic Relief

Service/Caritas Applied Nutrition Education program with considerable success

here in the Dominican Relublic. Through the monthly weighing visits of the
promoters to the homes of high risk children (under 2 years of age and/or in
 
second or third degree malnutrition), the promoter is able to observe

firsthand the practices azId habits of the mother with her child as well as

provide advice to the mother regarding its improved 
 care. 

Up to the 1970i, the established strategy among donor agencies to

combat malnutrition 
 in tie Third World was to improve the overall diet of the 
country through improved food supply and distribution, However, this :itrategy

war, based on the assumption that economic growth and industrialization were
prereqvisites to overall health improvements. As thesue assumptions were not
been borne out in the early 1980s, and infant malnutrition persisted, a new 
approach was needed. 
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Within the earlier strategy, it was thought that programs shouldfocus 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 malnourished 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. 
In
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.
 

The promoter is generally a member of the community, and i.concerned about welfare healththe and of community members. The prooter's
work is to follow up on each case to assure that thi mother is 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. Diarrhea 

The primary cause of infant and child death in the world today isdiarrheal 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 sugar and salt act toreplenish the electrolytes and water 

to 
lost from the body during a diarrheal


episode. 
 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 it can be mixed using premixed

packets or made from common home ingredients, which inexpensiveare and
readily available. has been medicalORT a major advancement in child 
survival, second only to the advent oi vaccines.
 

During the 1970s, improvements in water and sanitation were t:h1ought
to be the preferred strategy 
to combat diarrhea and parasiltes. Inadequ.ite

quantities and of absent orquality water and inadequate sanitary facilities 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 waiting for water sanit:ation
projects to 
prevent the diarrhea itself. 
 Feeding is also stressed in order to
control the severity of the nutritional impact on the child. 

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

The effective distribution of ORS packets is critical to 
the
 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 is presently purchasing ORS packages 3 times a
 year to supply their hospitals, rural clinics, pharmacies and health personnel.
 

The Dominican Republic, like other countries, has set up Oral
Reydration Units. 
 These units, principally attached 
to hospitals and rural

clinics, 
ire uised when the child is brought in by the mother for diarraea.

Each unit conLains 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 of disease. 
 Climatic

conditions, overcrowding, and poor hygienic practices all play mayor roles in
 
the causes of this disease.
 

ARIs 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 
ost dangerous.
 

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

In the past, ARIs were an area that had been overlooked by heinternational health community, possibly due to the lack of a simple solution
such as ORT. However, increasing attention has been given to this area,the four most important infections (measles, diphtheria, pertussis and 

with 

tuberculosis) being targeted by the EPI. This increase in awareness and more

medical improvements, along with better nutrition, sanitation and housing
conditions, are all working together to 
produce a more rapid decline of 
ARI in
developed countries. 
Similar efforts at early awareness and treatment are 
needed in the developing world. 
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In the Dominican Republic, the Project will concentrate i:s efforts
 
on 
the education of mother3 and effective case 
management and prevencion 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, assuring
prompt attention either by proper case management by the mother or timely

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 prir ipal components necessary to design and implement an ARI
control program nationwide. 
 This project follows those guidelines which are
 
built into the activities discussed in Section Iii and Annex 3.
 

4. Disease Control
 

Through the World Health Organization's Expanded 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 Uithin
 
their reach. Tre ability to 
control these diseases has been achieved, and it

is now a question of the will to 
take thte necessary steps. While progress

continues to be made, most developing countries lag behind.
 

Because the targeted diseases strike in infancy, immunization musttake 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 mother, 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 is 
a critical step in
the chain of events. The goals to be achieved are educating people on the 
importance of immunization to children's health, overcoming the
 
misconconceptions that discourage this, 
and explaining where and when 
these
 
immunization services are 
available. It is a strategy that is 
simple,

effective and 
low in cost. Universal coverage 
can 
be achieved and sustained;

coordinated and systematic effects are 
required to support this goal. 
 Each

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 hin;. to pass
it onto, the epidemic stops before it begins. 

In the Dominican Republic, the social soundness surveys havc found
'hat the educational messages are nut being delivered with the vaccines, and
that a strong emphasis is needed so that mothers know why their children need 
immunizations, and what is vaccine is for. 
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5. Birth Spacing
 

Short birth intervals are a universal health risk for all childrenworldwide. 
 It is a risk that effects every socioeconomic level as wo.ll. 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 
recover from the demands of 
to
 

. prior pregnancy and breastfeeding. They are
often physically exhausted, which may cause 
the birth of a premature,

underweight infant and result in inadequate breastwilk.
 

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 o'nd her survival chances as well.
 

The culture, economics and politics of a nation have a major impacton 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 planiiing information and
concentrate education on 
the national, familial and individual motivw.tion 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 bearingchildren at healthful ages provides, these deservechanges 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 positiv 
effects
in the Dominican Republic. 
Starting on this foundation, with additional
technical improvements, training, 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 andinterest to participate in the Project of 
public and private organizations
that provide child survival services -- in essence, to test the assumptionthat existing networks could be built upon to provide the desired services,
and that the kinds of support planned ar( appropriate to make the networksmore effective. The purpose was to assess a number of factors, includingexisting services being provided and the size and kind of population served;the specific services, either supplementing or substituting for presentactivities, that the institutions might take on; and the needs oZ 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 point 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 others in
coverage in all services. 
 This Section covers the PVO network. The SESPAS
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
rapital, 18 in Southern Region VI (Azua/San Juan de la Maguana), 13 :in
Southwestern Region IV (Barahona), and 13 in Eastern Region V (Higuey).
of this total, 85 are 
providing either the services contemplated under the
Out
 

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 agencies include church hea].Lh
dispensaries (both Catholic and Protestant), and community 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, espeLially in the private organizations), we find
that the numb;7 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 partial data 
(excluding public sector institutions) show that
the most widely provided services are nutrition-related services and "other
related services". 
 Under "other related services", many organizatiorns 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 treatment of ARI, oral rehydration and family planning.
Falling far arebehind pre-/post-natal care and immunizatiois, the latterpresumably 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 delivery.
 

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 PVOs
 

Type of Service 


Nutrition education,
 
breastfeeding, growth

monitoring 


ORS distribution &
 
education 


ARI 


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


Immunizations 


Family planning/birth
 
spacing 


Other related
 
services 


TOTAL NUMBER OF
 
ORGANIZATIONS: 


Santo 

Domingo 


14,960 


9,310 


6,250 


1,880 


375 


4,855 


5,480 


29 


Region/Population Served
 
Region Region Region Total
 
IV V 
 VI Served
 

10,760 300 9,460 
 35,480
 

6,600 210 
 880 17,0(00
 

15 115 450 6,830
 

350 55 
 210 2,495
 

450 115 
 - 94%0 

1,500 50 - 6,405 

30,500 1,080 360 37,71'.0
 

10 7 9 
 55
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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 
their
accomplishments, hence they have had little motivation to 
keep record3. 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 io.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 Asociaci6n Dominicana
 
para el Desarrollo de la Mujer (ADOPEI). 
MUDE works with rural women's groups
on income generation, and ADOPEM has an established network of

microentrepreneurs composed mainly of women heads of households in th! poor

barrios of Santo Domingo. These fall in Category Two, 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 their needs as 
follows:
 

Region No. Orgs. 
 Type of Assistance Needed
 
Tech. Ed._Materials Training Funds Other
0 (SD) 42 37 
 39 35 14 4

IV 18 
 18 16 
 17 3 1

VI 13 7 
 12 7 ­ 3
 



Organizations with
 
some child survival
 
service that wish
to participate 


Organizations with
 
some CS services
 
that are not
interested 


Organizations with
 
related services
 
that wish to
 
participate 


Organizations with
 
no CS service that
wish to participate 


Organizations with
 
no service and nointerest 


Total Interviewed 
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Interest in Participation Among PVOs 

Regional Location 
Santo Ltningo Region IV Region VI Total 

32 17 9 58 

3 

6 1 3 10 

4 1 5 

8 
8 

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 eva].uating
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 sumunary data shows that:
 

1. There is 
a solid network of agencies that are providing many

of the services 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 minimum of staff, space, and
 
financial resources, and while many would like to improve,

their needs 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 secondary to the
 
needs mentioned 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
 
agencies will be 
a major focus of the Project.
 

5. Administrative capacity varies widely. 
Financial records,

organizational effectiveness, planning etc. will need
 
improvement in a number of service providers.
 

6. Motivation is high to participate in the Project, generally

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 ARI, pre-natal 
-',are,
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vaccinations, and family planning. 
The consciousne.3 s of ARI
and what to do about it is still low; vaccinations have been

handled by national campaigns or at medical facilities; and

family planning, for many groups (especially 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 consisten. 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 ineat child survival uceds, andthat the kinds of support tiLat withare planned (trainLUJ, materials solid
content, and a minimum of cash and equipment) are appropriate.
 

C. Social Soundness Analysis
 

Preliminary findings from the social soundness analysis, bascd on asurvey of 400 families (almost exclusively mothers) in the target regions,
encouraging. They that is
show there 
are 

a strong desire for knowledge ,Lndimproved practices that mothers, particularly younger ones, can apply to carefor their children and to thiemselves during pregnancy and lactation.Ninety-five percent of mothers demonstrated interest and willingness toparticipate in the project. Based on the type of responses given related tomothers' dcceptance and Iarticipation in the project, we estimate thlit 66% ofthe mothers interviewed are 
highly motivated and interested iii activcly

participating in the project. 
 however, a large percentage of these expressedthe need for the project [niplementors to come and talk to the community beforeactual implementation and for the project to reach them in their homLs. 

The total child population under 5 years of age in the familiesvisited was 602, with 432 living in urban areas (Santo Domingo andcities/towns in Health Reegions IV, V, and VI) and 170 in rural area.;. 80% ofurban mothers and 72% of rural mothers were housewives. Surprisingly enough,the mothers' education level and formal schooling was higher than exp:,ectedwith only 7% urban and 21% rural mothers being illiterate. At least 51% ofurban and 79% of rural f.iiiles interviewed fell below the poverty line(DR$293.20 monthly income according to "indicadores Basicos 1986" published byONAPLAN). Further, it is believed that more families actually fall below thepoverty line due theto 30% to 40% rate of inflation experienced since the
time of the ONAPLAN study. 

The survey found that 75% of the children under 5 were illweeks preceeding the interview. families 
in the two

198 (33%) reported that at least onechild had been sick while 101 families (17%) reported two or more children 

http:DR$293.20
http:consciousne.3s
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sick. 
 Principal illnesses were "gripe" or lower respiratory tract ailments
(69% of the total child population under 5) and diarrhea (21%). 
 The;3e figures
support the project's focus 
on Diarrheal Disease Control, Acute Respiratory

Infections and Nutrition.
 

The use of health facilities when children are ill varies widelyaccording to 
the Health region and urban/rural mix within each Health region.
For example, 37% of the families take their children first to a private clinicwhile 39% go to a SESPAS Sub-Center when their child is ill. If nut satisfiedwith the services given to the child, 41% then take the child to a privateclinic and 31% go to a Hiospical. In Health region IV, in the rural areas, 66%first go to a hospital, followed by 40% to a private clinic or physician ifnot 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 areperceived to be vaccinators, none of 
the mothers surveyed take their children
 
to the health promotor, if one exists, in the community. However, in theurban areas of all regions, and especially in the capital, mothers 
were very
interested in establishing a health promoter system in their communities. 

In the barrios where the survey was carrild out in the Santo Domingo,26% reported having Church related health facilities, 22% reported havingSESPAS health facilities and 22% 
reported having CONANI facilities. Of a
total of 79 responses requesting mothers to 
list organizations supplying
health services in Region VI, 45 had heard of SLSPAS rural clinics and relatedfacilities 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
 
facilities.
 

Some of the knowledge gaps are remarkable. A number of mothersinterviewed admitted that 
they had no understanding of the vaccines that had
been provided to 
 their children by the national campaigns. They acceptedthem, but did not know what diseases were being prevented (or by as.ociation,
what the consequences to their children would be if they were not vaccinated),and as a result, many said they would not 
take their other children t:o 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 TV 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 behavior, 18% fell: that
nutrition, ARI and DUC were sufficie t, 11% were interested in hygiene, 10% in 
nutrition and 10% in family planning. 

On the basis of the preliminary findings outlined above, itbelieved that their is adequate existing demand 
i.s 

for project interventions,
that the project is focused on the proper health interventions, that educationlevels of mothers is adequate to enable the effective dissemination of
information, and that their is recognition and acceptance among the population
of the organizations identified for involvement in the project.
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D. Economic Analysis
 

The main output of the project, from the economic point of view, is
hoalthier mothers and children. 
The improved heaLth (mental and phy:.ical) can
be expected to result in immense social as well 
as strictly economic benefits.
 

Healthier 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; atd 

4. Survive to bo productive.
 

Healthier mothers with healthier chlildrut are bLtLer ahl.u, to use theirtime with higher productivity in pursuits other than caring for sick children,
including:
 

1. time for other family members;
 

2. enhanced participation in community act ivitis; and
 

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

While we have not put numbers on the project's economic benefits,which consist of substantial near-term cost savingS as well as substantiallyimproved economic produ,:i:Lvity of healthier mothurs and the healthier adultsthat 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 t8,002,000 as follows:
 

Table 3 
Summary Budget by Source & Fund
 

and by type of Contribution
 
(Us000) 

AID Grant (O00s X)% 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 
 13%
 

J3,350 42% 

8,002 
 100%
 

From above it is obvious that the couniterpart requirement of 25% ismet by cash contributiouni alone and that the total counterpart contribution tothe project amounts to 42%. 

The Summary Budget by Input is shown In Table 2, Section '111-D.The relative importance of inputs contemplated under the project and thepercentages of those inputs to be financed by A.I.D. can be illustraLed as 
follows:
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Table 4
 
Percentages of Project inputs
 

(US$o0o)
 

Input as
 
Percent of 
 Percent of
 

AID's funding Total Financing
 

Technical Assistance 
 46% 
 28%
Training 
 30 
 34
Commodities 
 10 
 4
Budget Support 9 31Evaluation/Audit 
 5 
 3
 
100% 100% 

A total of 76% of A.l.D.'s funds
and Training. 

will go into Technical As;sistanceThe sum of Technical Assistance is attributable to the ProjectAdininitration activity of the project but alllike adbinistrative overheadcost burdens, that could be allocated entirely to the operational components
of Service Delivery. For 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 Lhe other hand, will. supportthe Budget Support and Training Inputb. See AnnUeX 10 for a detailed breakdown
of the proposed inputs.
 

Thu timing ruquirements for A.I.D. and counterpart contributions are shown in Table 5 on the following page. 

Conclusions: The financial plan appears reasonable, completeadequate to accomplish the project's proposed 
and 

outLIut objectives. Thavailability of counterpart financing on a timely basis is reasonably assuredby virtue of the fact tLhat it 
generations which are 

will be funded from PL 480/ESF local cuLrrencyjointly programmed by AiD and the GODR. In addition theescablishmunt of satisfactorya decentralized revolving fund arrangenentwithin SESPAS will be a covenant tied to A.I.D. approval of TSP's relase oflocal currency for budget: support to SESPAS. 
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Table 5
 
Projection of Expenditures by Fiscal Year
 

(US000)
 

AID Counterpart Total

Fiscal Year 
 FX LC Total LC IK 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 4,652 2,325 1,025 3,350 1,847 6,155 8,00­
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2. Methods of Implementation and Financing
 

The Implementation and Financing Methods to be employed by theproject are shown in Table 6. 
Only the Direct Payment Method of financing
will be used and this is a preferred method under the Administrator',. 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 all
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 AID.
 

Table 6 
Implementation and Financing Methods 

(Us.000) 

Total Implementa tion Financing
Cost Me t hod Mt hod 

Technical Assistance
 
Coordinating PVO 1,754 Cooperative Agreem./PVO 
 Direct Payment


Management Info.

System 256 Cooperative Agreem./PVO Direct Payment
Project Manager 140 PSC Direct Payment 

Training 
 1,398 Cooperative Agreem./PVO Direct PaymentCommodities- Rapid Resp. 311 USAID Direct - PSA Direct PaymentCommodities- Serv. Imp. 143 Cooperative Agreem./PVO Direct PaymentBudget Support 400 Cooperative Agreem./PVO Direct PaymentEvaluation 200 Direct Contract/ind. or 
lnst. Direct Payment
Audit 
 50 Cooperative Agreem./PVO Direct Payment 

The evaluation activity, the PSC, and the rapid response commodity 
procurement will be contracted directly by AID.
 

Conclusions: All implementation and financing methods to beemployed by the project atre preferred methods under the Administrator'sPayment Verification Policy Guidance and no justifLcation ri.quirel.is Themethods selected appear to be well-suited to proposed project activil:ies andthe selection of a Well-qualified and capable coordinating PVO shoul help
assure achievement of the project's objectives. 

3. inLernalCuir.ol. V.inc abiit y _nd ALtuI i 

The )rilncil)al implementing agent for this project will be a USregistered PVO which, by dfint ion, will hav y eMlls o. financla0. l11ingenIltand internal controls which are adequate to account fur .1..d control AIDfunds. Thie C/PVO will a]so have sufficient local oIccouItlng and man.Lgement 

http:inLernalCuir.ol
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staff on-site to monitor the flow of funds and commodities to other
participating PVOs and GODR institutions involved in project implementation.
Possible weak points in the system include the use of local funds by GODRentities, payments of 

distribution system to 

salaries and per diem for training, and the supply
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 reviewed by the Financial Analysis
Division of the Controller's office. 
 In addition, at least once a year, AID's
ok'n financial analysts will perform financial and compliance reviews 
on
selected areas of project implementation and payment verification reviews 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 design and are expected
to be adequate under the circumstances. 
 Adequate levels of audit and
financial review are provided for in the project design.
 

4. Recurring Costs
 

The project strategy is aimed at providing a "rapid responsenation's malnutrition to theand childhood infectious disease problems byimplementing a limited number of proven interventions in targeted communities"
(Final Project Strategy, II,F,2). 
 There is interesL, however, in seeing to it
that these interventions be sustained after the termination of A.I.D.'s
assistance. 
 To mitigate any recurrent cost implications, the project calls
for the bulk of the recurrent costs i.e., 
payment of salaries and routine
operating costs, to be paid by the participating organizations 
as part of
their regular budget.
 

Nonetheless, 
the project will create some recurrent costs 
for
participating organizations, including the of vehiclerepair, continuous in-service costs maintaineace andtraining,
(See section II,C). 

and provision of educational materialsFurthermore, there are some 
elements of the project thatwould contribute to 
a follow-on or replication effort, if desired, at 
the
project's mid-term evaluation, including, e.g.,
activities. the MIS and heavy training
While the one-time costs of these elements will be cover,±d under
the project, 
their continued implementataion would result in some 
recurring
costs for the local PVs, SESPAS or 
other local untitles.
 

In the case of SESPAS, these recurrent costs will be dealt with as
part of the Health Systns Management project.
implications of the other The recurrent costorganizations will be
implementation further studied during projectand the decision on replication taken depending on 
a findingthat these costs can be borne by the participating ,,tities. 

Conclusion: 
 At this time, 
the issue of recurrent costs after the
A.I.D.-financed project terminates is 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
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PROJECT DESIGN SUMyARy 
 Life of Project 
 IFY1987-19sl
LOCICAL FRAMEORK 
 PACD
Project Title & Number: Child Survival (517-0239) Sept 1991
Date Prepared Sept 11 
 1987
 

--.----

Narrative Sumary 
-


Objectively Verifiable :n Icators
Proram or Sector Goal: M:.ns of Verification
status of Doiiaichildren Important Assumptions
To improve the health tcstatistics which show reduced
,y 
 !-Regional and national
! Child and infant mortality ! reporting systems ;_Economic and climatic conditions
remain stable or 
improve
 
average infant =DrtaV:y rates


* fro'm as hi -h as 90 per :000 live
 
births 
to 75 per 1000, and
* 
reduced child mortality rate from
 
18 per 1000 to 10 per 1000 by

1991 in toe most severely
 
health 

I 
regions.

Proje.: Purpose:
-Improved delivery o' child survival services ' ct Sunly/Proectlnfo.Syst..End of Project
---0-of rural (and 601. of :-Family visit records 
Iby SESPA5 and PlOs involved in puzlic health -Communitybsereodyse
Syst. !-Communitybasedrecord systemcan
Santo Doin~o) target pop. 
!-be activated thru promoters n 

: & summaries by region !-GODR support remains strong
receive services 
 !-Supervisor reports and
!-SOL of community health promoters : observation/monitoring !-SESPAS decentralizes financial
! responsibility to selected regionalreceive regular supervision
!-Reduce malnutrition from 40% to 
! by C/FVO field staff.
!- Dacgraphic data offices. on target !-Staff remains stable once trained
! 30 of child population groups
!-LDY birth wei&hts reduced by 50i !-Other donor assistance and
-


!-Diarrhea reduced by 20% 
Infant and child mortality : coordination continues
rates; disease-specific
-Infant mortality due tc diarrhea !-C/PVO can establish effective
=ortality/orbidity data
!- reduced by 30% in under 5s ! working relationships and technical
-
Nutrition Surveillance 
 credibility with participating
!-Increased use by mothers of proper
! diarrhea treatments Infcrmatin
!-Field observation of fami- institutions. 

- Dacreasel infant deaths due to lies by CS staff
! acute respiratory infections
 
!-o:hers 
 improve recoznition &
 
! treatment of respiratory infect.
 
!-Improved access 
to immunizatlons
 

and family planning services
 
under separate but coordinated
 
projects
 

AZ
 



Project T Page 2 of 3
itle & Number: Child Survival (517-0239)
 
NarrativeSary 


O ively Verifiale Indicators
...... 	 Means of Verification
~! Outpu t'Idca ors 	 ------ant A-1,53 	 ptionspromoters and supervisors trained in 	 I o t n
i-Consistent 	 A s m t o s
technology and supervision, data collection 	
approach to child sur- !-MIS system
!
& reporting 	 services (diarrhea, nutrition, :-Clinic reports


respiratory infections) being
 

applied cooperatively by SESPAS
- eliable data collection syster based in 	 !
and PVO's, including educational !
materials, use of ORT, etc.
co==nities, and 	 !-Spot checks on MIS system
showing SO validity 
 !-Data flowing regularly

e s t a b l i s h e d 	 S ,
 

-1,400 medical personnel providing improved 
 !-Improved clinical performance
child illness diagnosis and treatment, 	 '-Surveys of clinics
for referred children following
prenatal care, and related services 
 training
Reduced referral of ill children to clinics 
 !-Nuber of children referred 
 !-Clinical records correlated
due to early identification and 
treatment 

in the hore 	

! for clinical treatment of severe 
 to project service deliv.
dehydration, malnutrition & res- !
 
piratory infections decreases
 

-Increased public avareness of child sarvival
probl:es, causes, preventicn & treat=exi : !-Social rarketing surveys showchanges in responses over 
time
 
!-5D% of Communities organized and
 

actively supporting pro=oters'

efforts.
 



Project Title & Number: Child Survival Page 3 of 3(517-0239) 

N;arra ive Su---ary 
' "v Verifiable Indicators ' In p u t s 1:sns of Verification


i fn s) I n I=portant Assuptions- ( t i l l ~e i a t r ­
, US! illions) -i n 

!-Controller Records 
 !-AID Funds will be
- A.I.D. COUNTERYART '-C/PVO Reports 
 ! available
 

a. Tech.njcal Assistance . FX LC ,-STP reports
: LC
1.3 . TOTALb. Training 2.1


C Co-o~ities 1.4
- 1.2.. 2.6 
I 

1 22. 
d. Project Support .4

.1 2.1 2.5 
. .2 

e. Audits, evaluations .5 

1.8 2.8 
.3 

g : 



ANNEX 2
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"ARO INTERNACIONAL DE LA VIVIENDA"
 

DES. 
SANTO DOMINGO, D. N.,
S7 t'q1 j1L 1 2
 

Sefior 
Henry H. Bassford
 
Director Agencia Internacional
 
para el Desarrollo-AID
 
SU DESPACHO.-


Distinguido Sr. Bassford:
 

El. equipo t6cnico de esta Socretaria ha trabajado
conjuntamente con el Dr. Lee

mdtica de los 

lougen en la revisi6n Progra-
Servicios de Salud rural a Nivel Nacional.Re
sultando como Urgente y Prioritario, disefiar 
e implementar
un proyecto de Salud Rural que incluya acciones de Salud
tales como: Inmunizaciones, Planificaci6n Familiar, con­trol do diarreas, promoci6n a la NuLrici6n, Prevenci6n y
tratamiento de infecciones respiratorias agudas.
 

En tal sentido me permito solicitarle su coopera-.
ci6n t6cnica y financiera de la Agencia Internacional para
el Desarrollo para el disefo e implementaci6n de un Progra
ma de Salud Rural quo actualizar6 las funciones del Promo­tor de Salud, con el objetivo bsico do reducir la morbil.­dad y mortalidad Infantil y Materna, logrando un bionestar
familiar y colectivo do 
la poblaci6n dominicana.
 

La persona de enlace entre ambas insti tuciones lo
serd el Dr. Miguel Campillo, Director Nacional de Salud.
 
Agradeciendole do antemano su acostumbrada colabo­... 7 raci6n, queda do Ud. muy atentamente,
 

1)D 
PI'I)O 
CON 

CONT Dr. Ney B. Arias
 

Secretario do Estado de Salud Pfblica
I-I(O "y 

Asistencia Social
 

ifSO 
- NBA/mg.
 

AI(
-61OU-10N 

http:Nacional.Re


U. S.AID IvISSION TO DOMINICAN REPUBLIC 
AMERICAN EM1BASSY, P.O. Ii. 22201 

SANTO DOMINGO. DOMINICAN REIUILIC 

FOR U. S. COIR.ESINUVN'I'.S; 

U. S. AI) MISSION
APo MIA.I 3.10.I1-0008 

JuL 2 

Dear Dr. Arias:
 

The general purpose of 
this letter is 

regarding the content and 

to express our mutual understanding
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 Project.
 

Various studies conduct.d by ONAPLAN and other entities during the
years have shown that the health status of many low income 
past two
 

Dominican familieshas been deteriorating. 
 Both public and private institutions working in
public health have expressed their concerns about increasing ratesmortality and of infantillness, particularly in certain border regions. 
 Since April
our staff has participated in a number of meetings
and with SESPAS and CENISME,with voluntary private organizations
regarding this problem. 

such as CARE, Caritas, and SSIDIn these meetings we have discussedof supporting integrated action program, focussed initially 
the pUssibilitiesan 

on regions
having the most negativu indicators. 

The proposed Child Survival Project will be implemented throughVoluntary Organization and will 
a Private 

support education and servicesinterventions: in three key(a) oral rehydration therapy, (b) nutrition, and
infectious respiratory ailments. (c)

This four-yearinitially on the SESPAS Health 

program will be focussed

Regions IV and VI, and selected
capital where barrios in thechild mortality indicators are highest. USAID will continue to
support two complementary projects being implemented by SESPAS, one in familyplanning and forone immunizations, that are alsoalso components of the child

survival strategy.
 

ILIs Excellency 
Dr. Ney 13. Arias 
Secretary of State for Public Health and Social lssistance 
Santo Domingo, D. 14. 



In order to assure the this program is well Integrated, carefully planned,applies the most recent knowledge of andoral rehydration,prevention of respiratory nutrition, anddiseases, and that it is organized rapidly to 
internationally recognized private voluntary organization (PVO).
be selected competitively under A.I.D. regulations by The 


deliver services, the project will be managed by a coordinating
 

PVO will
a joint AID/OR
selection committree. 
 Project funds will be channeled through the selected
PVO under a cooperative agreement with A.I.D., 
financed with project funds.
The coordinating PVO will be responsible for technical assistance, program
planning, development of 
a training program, 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 program planning at 
the regional level, theeducational materials, training of health and medical personnel at. all levels,
 

application of 
and delivery of services. 
 SESPAS and participating PVOs will be eligible to
receive commodity, training and technical assistance financed under the
cooperative agreement with the coordinatin., PVO.
 
The materials and experience of the projectapplication. will be availableThe delivery of education for national 
through and servicesa combination will be carried outof SESPAS field staffcommunity organization and private voluntary andthat are working in the target regions.
 
The grant funds presently available
million. from A.I.D. are approximatel,',Under our present plan, these US$2.7fundsPVO for technical assistance 

will be used by the coordinating(both internationallimited andamount of commodities (such as 
local), procurumeit of aoral rchydrationweighing children); salts ann1"training scales forof fieldselected operational staff of the implementing agencies;costs for service delivery. and

the Dominican Republic will be partly 
Counterpart contribution byfinaiced by proposed allocaiiona ofWD$3,000,000 underRD$I,fO0,00 the PL 480 Title I program,0 of contributions and by approximatly

estimate in kind by the participatingthat the in-kind support entities. Weof the government will be about: IR$650,000,and of the private entitlies approximately {D$J350,000. 
With these resources, and this method of implementation,the project will be able we anticipate thatto achieve the following objectives:
 
1. 
Increased numbers of public and private field units operatin. successful
child survival programs in the selected regions; and 
2. 75 percent of primary health care personnelPVO's, (including doctors, nurses, and health 

of SESPAS and participating 
received promoters) will haveshort-teri training in child survival interventios. 

By 1991, we expect the following impact in the selected project areas: 
1. Reduction of infant mortality from approximately 90/1000 to 75/1000. 
2. Reduction of child and 
infant morbidity by 20 percent.
 



__ 

3. Reduction of malnutrition in children under five from 40 percent: 
in 1985
 

to 25 percent;
 

4. Reduction of low birth weights to 
less than 15 percent of all bi.rlis;
 

5. Increase in immunization coverage co 80 percent; and
 

6. Increase in the number of diarrhea episodes treated with oral ru:hydration
 
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 followj:
 

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

September 1987: 
 Obtain project approval and sign agre.ment wilh
 
GO DR. 

January 1988: 
 Complete the competitive selection of the
 
coordinating PVO atid sign cooperatlive agreement.
 

February 1988: 
 PVU arrives in country.
 

May 1988: Detailed plan cowplcL:d; field operations begin. 

So that we may obligate these funds for use in the Dominican Republic duringthis U.S. government fiscal year (which ends on Suptember 30, 1987), we 
propose to make a governu-nr-to-governmeiit grant to the Technical Secretariat 
ot the Presidency. Under the terms of the proposed grant agreement, theTechnical Se:cretariac agrees to authorize AID to act as agent in the
competitive selection of the coordinating PV) and to sign the cooperative
agreement which will be financed with project funds.
 

We have discussed this arrangement with Ing. Cuillermo Caram, the Technical

Secrutary of the Presidency, and lie 
has concurrud with this procedure.
 

in order to formalize this understanding, please Indicate your agrement by
signing the two originals of this letter, and ruturning one co A.I.D. 

Sincerely,
 

Thomas 14. SLukci
 
Director
 

Concurr ed __ 
 _
 
Nay B. Arias L.
 

Secretary of the Presidency
 

Date:
 

, ,,j[ ', i:bl.U
 



U. S. AID MISSION TO DOMINICAN REPUBLIC 
AMERICAN EMBASSYP.O. Bc, 22201 

SANTO DOMINGO. DOMINICAN REPUIBLIC 

,01 FOR U.S. CORRESPONDENT.S: 
U.S.AID MISSION 
APO MIAMI 34041 -0008 

Estiwado seffor Secretario:
 

El prop6sito general de esta carta es expresar nuestro mutuo entendimiento en
relaci6n al contenido y motodo de ejecuci6n de un programa de acci6n para
roducir la toortalidad y worbilidad finfantil y de niflos 
por debajo de cinco

afios. Esce programa se 
llamar5 Proyecto de Supervivencia Infantil.
 

Varios estudios llevados a cabo por ONAPLAN y otras entidades duranite los
6ltimos dos affos han dewoscrado que el estado de 
salud de muchas faiuilias
dominicanas de escasos 
recursos se 
ha estado decrriorando. !s int;Lituciones
tanto pdblicas 
como privadas que realizan programas en salud pLbli(:a 
han

expresado su preocupaci6n sobre las crecientes Lasas de mortalidad y
worbilidad infantil, particularmente en ciertas regiones fronterizas. 
 Desde
abril nuestro personal ha participado en varias rouniones 
con SESP.S y
CI"NISHE, y con organizaciones voluntarias privadas tales como CARE, Caritas y
SSID con relaci6n a este problema. 
 En estas reuniones hemos discutido las
posibilidades de apoyar un progrania de accL6n integrada, inicialmete onfocado
 
a las regiones con los indicadores iwds negativos.
 

El Proyecto de Supervivencia Infantil propuesco ser5 impleoentado uediante una
organizacl6n voluntaria privada y propiciara la educaci6n y los sarvicios en
tres intervenciones claves: 
 (a) terapia d2 rehidrataci6n oral, (b) nutrici6n,
y (c) infecciones rospiratorias agudas. Estc programa de 
cuatro afios cstar5enfocado inicialmente a las Regiones de Salud IV y VI de SESPAS, y barrios
seleccionados en 
la capital (Regi6n 0) donde los indicadores de mo: talidad son
ias altos. La Misi6n de la A.I.D. continuar5 apoyando dos proyectoucompiementarios que csi:5n 
siendo ejecutados por SESPAS, uno en planificaci6n
familiar y orro para in,,unizaciones que tambin son componentes de una 
estrategla de supervivencia infantil. 

Su Exceluncia
 
Dr. Nuy B. Arias L.
 
Secrecario de Estado du Salud Pdblica
 

y istencia Social 
Secretarfa de Es6tado de Salud Pbljca 

y Asistencia Social 
Santo Domingo, D.N. 

/
 



Para 	asegurar qua este 
programa est6 bien integrado, cuidadosamente
planificado y aplique las ins recientes conociwientos sobre rehidrataci6n
oral, nutrici6n, y prevenci6n de enfermedades respiratorias, y que 
sea
r~pldamente organlzado para la entrega do servLcios on un
preferimos 	 corco plazo,que el proyeccto sea admlnistrado per una organizaci6n voluntaria
privada (OVP) coordinadora internacionalmente reconocida.
seleccionada competitivamenre bajo las regulacioties do 
La OVP setr 

de seleccl6n conjunto do la A.I.D. y el CORD. 
la A.I.D. per un couiicg

Los fondos del proyecco ser~n
canalizados medianto la organizaci6n voluncaria privada seleccionada bajo un
acuerdo cooperativo con la A.I.D., financiado con los fondos del Froyecto.OVP coordinadora tondr6 a La su 
cargo la asistencia t'cnica, planificaci6n global
del programa, desarrollo de 
un programa do adiescramiento, admlnistraci6n
financiera, compras, apoyo logistico, y control y evaluaci6n de la efectividad
o impacto del programa. La OV coordinadora tribaJar6, a su 	vez, con SESPAS y
las OVPs en la planificac16n del programa a nivul regional, la aplicaci6n do
wateriales educativos, adiestramiento del personal do salud y m6dico a odes
los niveles, la entrega de surviclos y evaluaci6n. SESPAS y las 
CVPs
parcicipantes serin elegibles para 	recibir smuiiiiistros, adiestraiuinroasistencia t6cnica financiados bajo el 	
y

acuerdu cooporativo con la OV'

courdinadora.
 

Los materlalcs y la cxperiencla dul proyccLo osLarln dlsponible; Fara suaplicaci6an Lodo cl pals. La entrega de survlcios y educaci6ncabo 	 :. llevar5 amudiance una coiubinaci6n del personal do campo do SESPAS y la:organizaciones voluntaras privadas y comunitarias que trabajan on las
regiones selucconadas. 

Los fondos do la donaci6n actualmonce disponiblus do parte do la 1..I.D.alrededor de 	 sonUS$2.7 millones. Bajo nuestro propuesco plan, usLos fondos ser~nutilizados para la asistencia tdcnlca (tanto Incuriiaclonal come lccal), comprade una cantidid liwitada de suatnistros y equlpo (tales coma sale derchidratac16n oral 	y balanzas para 	 pesar nlos); adiestramiento dcl personaldel canpo de las aguncla; ejecutoras; y algunos costos limicadus ce operac16nseluccionados para 	 Ia cnirega de los uervlcios. Li contrlbucl6ncontrapartida 	 LCdo la RCptbllca Dominicana estari parcialmenre finariciadauna asignaci6n propuesca 	 par
do IW$3,000,000 bajo el prograwaI, y 	 par aproxiLadamen de la PI,-480 TftuloRD3$1,O00,00U de contrlbuciones en uspecie por partede las entldadus parllclpantes. Nosotros estiwamos clue al aportedel gobierno ser5 de 	 en especieolrcdcdur do RDO650,OO0 y CI do las encidadet; privadas

coma de IW$350,000. 

Con ostos rucursos, y uste uiLodo do cjecuci6ii, aitticipamos quo el. proyeccopodr6 alcanzar los siguientes objocivos:
 

1. 	 Incremenar la cantidad unidades serviclodo de (clfnic:as, clubusde madres, etc.) tanto p6blicas como privadas que ofrccun prograiasdo supervlvencia infantil exito:o; lasen reglones sUl.ccionadas; y 
2. 	 75 par clettu dl peruonal involucr[ado en atenci6n primarla desalud on SLSPAS y on las particlpant. OVI's, habr rucLbidoadiuscratuinto a corLo plazo cil incurvencioans de supurvivencia 

IiifantLil. 



Para 1991 esperamos los siguientes tipos do 
imp'acto en las regiones
seleccionadas;

1. Reducci6n do i 
 ortalidad infantil en las regionus seleccionadas de
 

aproxlmadamente 90/1000,a 75/1000.
 

2. Reducci6n de la worbilidad eninfantil un 20%; 
3. Reducc16n de la walnutrici6n en los niffas por debajo do 5 aios do un on 1985 a un 25%; 

40% 

4. Reducc16n de los nacimientos de 
bajo peso a wonos do 
un 15% dJl total do
nacimientos;
 

5. Auwentar la cobercura do ininunizaciones a un 80 por cienro; 
6. 
 Aumentar el nuiuro do episodios do diarred Lratadosrehidrataci6n oral de la 

con torapta deactual 
tasa de 20 pur ciento a 75 po. ciento. 
Nuestro calendario para completar los planLudocumentaci6ni requurida 

pa'ra estu pryucto, y Lapor la A.I.D., Cs Ul sigulente:
 
julio-agosto do 
1987: 
 Terwinar iot turudIUs do Cawl)u y dseffo 

del proyecto.
 
sel)Ciembre de 1987; 
 Obtener la aprobaci6n del proye,::Co y

firniar ul acuordo con el CORD. 
encru de 1988; Terwinar la :ulecci6n coml)etiCiva du la

,0VI coordinadora y firinar el acuerdo 
cooperacivo.
 

febrero de 
 1988; Llega la OVII al p)afs.
 
mayo do 1988: 
 ,erwinaci6n dcl plan detallado, comienzan 

lau opcraclaoIU du cUpao.A fin do poder obligar eusos fondosDominicana sur utilizadosdurante esLe affo fiscal 
pura en la Replb.Lica
(quo terwina cl 30 do
nos proponamos !;Uptiewbre do 1987),hacer una donacl6n de gobierno aTcnico de la Prosidencla. goblerno al Secrctaiadobajo los tCrwinosdonac16n, el Secretariado T'cnico acuerda 

dcl i)ropucsto acuerdo du
autorizar a la A.I.D.agunte en la sej.ecci6n competiva a actuar comode la OVP coordtnadora yacuerdo cooperativo do firmar elque seril financiado con fondos del proyecto. 

Ilemos tratado e6te arreglo con cl ni,. Cuillermo Caramu,la Precidencia, Scrutarlo T''cnico dvy C1 eLst6 du acuerdo con este procedimien~o. 

'. 



Para poder formalizar u!te untendimieito, le agrudtcer6 indicar su
concurrancia firinando abos originalas d, us ta c.arca y dcuvolvl6ndortus uno.
 

M'uy atentameite, 

Thouius W. Stukel 
Director
 

Aprobaci6ai;
 

Or. NLey Bi.Arias L. 
Secretario de Estado de Salud P'Gblica 

y %-ssenciaSocial 



U. S. AID MISSION TO DOMINICAN REPUBLIC 
AMERICAN EMBASSY, P.O. Bo, 22201

SANTU DOMINGO. DOMINICAN REPUBLIC 

FOR U. !;. CORRESPONDENT.: 
U. S.AIm MISSION 
APOMU, MI 34041 -0008 

JUL 291987 

Dear Ing. Caram:
 

The general purpose of 
this letter is to express 
our mutual under;3tanding
regarding the general content and method of implementation of a p::ogram of
action to 
reduce mortality and disease in children under five years of age.
This program will be called 
The Child Survival Project.
 
Various studies conducted by ONAPLAN and years other entities during the pasthave shown that the twohealth status of many lowhas been income Dominica:n familiesdeteriorating. Boh public and private institutionspublic health have expressed their concerns 

working in
about increasing rate.; infantofmortality and illness, particularly in certain border regions.
our staff has Since Aprilparticipated in a number of meetings with SESPAS and CUNISME,and with voluntary prJvate organizations such as
regarding this problem. CAME, Caritas, arid SSIDIn these meetings weof supporting an 
have discussed the possibilities
integrated action program, focussed 
initially on 
regions
having the most negaive indicators.
 

The proposed 
 Child Survival Project will be implemented through a PrivateVoluntary 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 program will be focussed
initially on 
the SESPAS Health Regions IV and VI,
capital and selected barrios in thewhere child mortality indicators are highest.support two complementary USAID will contine toprojects being implemented by SESPAS,planning and one one in familyfor immurizations, that are also components of the childsurvival strategy.
 

His Excellency
 
Ing. Cuillermo Caram
 
Technical Secretary of 
the Presidency

National Palace
 
Santo Domingo, D. N.
 

0I
 



In order 
to assure 
that the program is well integrated, carefully planned, and
applies the most recent knowledge of oral rehydration,prevention of respiratory diseases, and that ic 
nutrition, and
 

is organized rapidly 
to
deliver services, the project will be managed by a coordiaating
internationally recognized private voluntary organization (PVOJ.
be selected competitively under A.I.D. regulations by 
The PVO will 

selection committee. Project funds will 
a joint AID/CODR

be channeled through the selected PVO
under cooperative agreement with A.I.D., 
financed with project fuids.
coordinating L'VO will be responsible The 
planning, development for tUchnical assistance, programof a training program, 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 
program planning at

educational materials, training of health and medical personnel a1: 


the re61onal level, the applicatioin of 
and delivery of services. all levels,
SESPAS and participating PVO's will be eligible
receive commodities, training and technical assistance financed uinder the
 

to
 
cooperative agreement with the coordinating PVO. 
The materials and experience of 

application. 

the project will be available for national
The delivery of education and services will be carr.ed out
through a combination of SESPAS field staff anid
community private voluntary and
organizationf; that are working in the target regions. 

The grant 
funds presently available from A.I.D. are
million. Under approximately US$2.7our present plan, these funds will be usedPVO for technical assistance by the coordinating(both international and local),
limited amount of commodities procurement of a(such as oral rehydrationweighing children); training salts and scales forof field staff of the implementingselected .perational costs for service delivery. 
ag;encies; and 

the Dominican Republic will 
Counterpart contribution bybe partly financedI{DJ3,000,000 by a proposed allocationunder the ofI'L 480 Title I program,U3l,O00,000 and by approximatelyof contributions in kind by the participatingestimate that entitivs.the in-kind support Weof the govrnluent willand of the be about RD$650,000,private entities approximately RD350,O00. 

these resources,With and this method of im1pleMOLICation,
the project will we anticipate thatbe able to 
achieve the following objectives:
 
I. Increased numbers of public and private field


child survival in 
units operating successfulprograms the selected regions; and 

2. 75 percent of primary Lealth care personnel of SLSI'ASPVO'S, (including doctors, 
and partu.cipating 

nurses, and heualLh promoters)received will haveshort-term training in child survival interventions. 
By 1991, we expect the following impact in the selected project areas: 
I.. Reduction of infant mortality from approximately 90/1000 to 75/1000. 
2. Reduction of child and infant morbidity 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 )irths;
 

5. Increase in immunization coverage to 
80 percent; and
 

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

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

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

Sel.camber 1987: 
 Obtain project approval and sign agrcement with 
GODR.January 1988; Complete ,he compeLitive selection of the 

coordinating PVU and sign cooperativc: agreement.
 

February 1988: 
 PVO arrives in country.
 

blay 1988: 
 Detailed plan completed; field operations begin. 
So that we may obligate these funds use inthis US. 

for the Dominican Repub].ic duringgovernment fiscal year (which ends 
on September 30, 1987), 
we propose
to make a government-to-government grant to the Technical Secretar:i.atof the Presidency. Under the terms of the propoted grant agreemen:, theTechnical Secretariat agrees to Vuthorize A.I.D. to a8act agent i thecompetitive selection of the coordinating PVO and to sign the cooperativeagreement which will be 
financed with project funds.
 

We have discussed this arrangement with Dr. Ney B. Arias L., 
 Secret:ary of
State for Public Health and Social Assistance, and with the principal PVOsthat work in public health, and they have concurred with this procedure. 

In order t6 formalize this understanding, please indicate your agreement by
signing the two originals of this letter, and returning one A.I.D.to 


Sincerely,
 

Thomas W. Stukel
 

irjctor
 

Conicurred:_ _ 
 _ 
 _
 
Ing. Cuillermo Caram
 

Technical Secretary of the Presidency
 

Date: AUG 5 - M/81 

http:Secretar:i.at
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U. S. AID MISSION TO DOMINICAN REPUBLIC 
A-MIEKICAN L' ASSY,Po.. i± 22201SANTO DOMINGO. DOMINICAN REUI.jILIC 

FOR U. .. CI(RESPION ENT:.
29 '3, 7M ISSO NAPO NU&,u .34041 "0008 

Escimado seaor 
Secrecario:
 

El prop6slco general de esta carca 
us expresar uuestro mutuo en 
tLdimienco en
 
relacl6n al contenido y mztodo de ejecuc16n de un programa de acci6n para
 
rezucir la mortalidad y morbilidad infantil y dc nifios
aiios. 
 Esce programa se por debajo de cinco
llamard Proyecto de Supervlvencia Infanci].

Varios 
estudlos llevados 

ltiaos dos affos 


a cabo por ONAPLAN y oLras entidades dura: nce los
han demoscrado 

dominicanas de 
escasos 
recursos 

que el estado de salud do wuchas fawilias
se
canto pdblicas ha estado dOcLriorando. 
como Las inisltuciones
 
expresado 

privadas que realizan projrawas en saludsu preocupaci6n sobru las crecienLU 
plblI.ca hanmorbilidad 
infancil, particularmente Lasas du wortalLdad y


abril 
nuestro personal ha 
en ciercas regiones ironceri:as.

participado Desde
 en variasCI;NISME, y con organi-acio reuniones con SESliASn e s voluncarlas yprivadas tales
SSID con relacl6n a es6e como Cproblema. tE, Caritas y
posibilldades de apoyar un 

En estas reuaionus hemos discutido las
programa de acci6n incegrada, inicialmfii-Le enfocado
a las regiones 
con 
los Indicadores ma's 
negacivos.
El lProyecto de Supervlvencia Infantil propuesto ser5 implemencado mudlante una
 
organizaci6n voluncarla privada y propiciar5 la
cres intervenciones claver: 
 uducaci6n y los scrvicios
(a) terapia de en
y (c) infeccioacs rehidrataci6n oral, (b) nutrici6n,respira orias agudas.enfocado inicialwente ESLL pro-ramaa de cuatrolas Regiones 1os escaraseleccionados de Salud iVen la capital (Regi6n 0) donde 

y VI de SESPAS, ) barrios
n5s altos. los indicadores
La Nisi6n de la de mcrualidadAID continuar .on
aloyando dos proyectos
eo"mplumetarios
familiar y ocro que CSLrn & ulndo uJecutadospara inmunizaciones po SLSPA.S,que uno en planiflcaci6nLawbienescracugeia t;on colnpo0ljeItesde supervlvencia du uriainfanttl. 

Su xcelencia 
Ing. Cuillermo CaraeSecrucario TiLcnico de la PresJdencia
 
Palaclo Naclonal 
Saut o Domingo, U.N. 

http:plblI.ca


P~ara asegurar que e±l programa este' bien integradol cuidadosamuenLEc planificadoy aplique las uis recientes corlacimientos sabre rehidrctaci6n oral, nucrici6n,
y pL-cvetci6n de elifertuedades respiracorias, y que soa r~iamai urganlizadopara la entrega de servicios, el prayecta ser5i administrado par Lina
organizacj6n voluntaria privada COVP) coordinadora internacionaliionturecoaocida. 
 La OVP sent seleccionada cowpetitjvnmente bajo la's 
regulaciones
do la A.I.D. por un 
comite' de selacc16n conjunta de la A.I.D. y -I CORD.fandas del proyecto ser~n canali2adas Los
mediante la organizac1.6n v:lIuntariaprivada seleccionada bajo 
un acuorda cooperacivo con
los Ifondos la A.I.D., Ifinnciado condel proyecto. La OVP caordinadora Lu.ndrji a u~u carl~oLicnica, 1:' uaListLnciaplanificaci6ti global del programa, duLsarrollo do un pru.,,rdiudadiescramjiento, adwinistraci6n financiura, do 

coznpras, apoyo logfsrihco, y controly evaluac16n de la ef~CCtividad e iuipacto

Lrabajar5, a su vez, 

del. prograwa. La QVP c-jordinadora.
con SESPAS y las UVPs en la planificaci6n d:A ptograa a
nivel regional, la. aplicac16a de 'aLerialus eduCatiVOS, adecam~personal de de~lsalud y uF~dico 
a todos los flivLles, la entregaevaluac16n. SESPAS y las OVPs 
do seirvicios yparticipanc.s 
 uran Lclegibles pant recibir
sum1inistros, adiUStra~uiento y asistciicia ceCnica fJinaniciados baj) el acuerdocooperaciVo Con la OVI? coordinadora. 

Los wacLeriales y ia exporiencia del proyeec ustarin ditponibl s para suaplicac16ii en 
toda el palfs.
cabo inedlanltt 

La untruga do stervicios y udjucac16n so lluvarS auna carnbinaci6n dci. personal do cainpo do SE1SSPASorgaIniZaclores voluntarias y .:asprivadas y COwuilfariais quo crabajan o~n lasrugiones sulLecconaddis. 

Los fandas dei la donac16n accuane disponibles de parte do la A. l.D.airudedor US$2.7 sonde luillanes. bajo nuLuscro prpue±stu plan,utilizados uso, L1aI1doa sui~para la asistencia t~cnica (LatLo interiaciona1de una coumb '.ocal), coupt'acantidad liruilada do suminiscros y equipo (talus
rehidracaci6n como salt-s duoral y balanzas para posar riiiasi); adlestLramiunto tIel per!;onaldel canipo do las ai.encias ejecutorau; y algunot; Costas lituitado0s d opurac16n!Suiecionados para ­la enc~rega do los survicioa. Li contribuci6n duL~concraparcida do la Rupi~blica Dowainicana estar parcialujenLUuna a~.Lgnaci6n propuci'a finonciada purdu IW$3,000,000 bajo ul programa de 1-L-480 TILUlOI, y par aproximuadaiucite laRUI.,OO,0oo do contribuciomus
de InS entidadu.s parcicipantes. on especi par parce
Nosocro!; u!;tljllru: clue ui aportcdel gobicina sur5 du± vn 'spt2cicijrededur do IW$650,000 y Qi do las; cncidadcs privadascumu de Rw$350,000. 

Con escos rtecur:sos, y e! Le Uiv'todo do ujucuci6ti, anLICipanioS quo (!I proyLuccopodr6 alcaazar los siguientes objeaiVos: 

1. Increwontar la cancidad do uritdades de servicio (clinicas, cIlubus doiuadres, etc.) Canto pilblicas cawa privadas quo oirecun prugrias dosupervivoncia infantil exitosas en las rogiones scieccionadau; y
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2. 	 75 por ciento dul pursonal involucrado en aUnc16n primaria de :aalud en
SESPAS y en las participances OVPs, habra recibido adiustrawiu±ico a corcoplazo en incervencione:s de supervivuncia Infantil.
 

Para 	1991 esperamos los siguientes impactos en las reglones de proypctos

seleccionadas:
 

1. 	Reducci6n du la mortalidad infantil en 
las regiones seleccionadas de
 
aproximadamenre 90/1000 a 75/1000.
 

2. 	R!ducci6n de la morbilidad infantil 
en un 20%;
 

3. 	 Reducci6n de la InalIurici6n en los niiios por 	dobajo de 5 ailos do 
un 40.
 
en 1985 a un 25%;
 

4. 	Ruducci6a de los LaciwiCnLAos du bajo peso a menos du un 15% dul rotal do 

naciwienaos; 

5. 	Aumenar la cobLrLura do inwunizaclones a ua 80 por clunto; y
 

6. 	Aumuntar el nmero do episodios de dLiarrea ratados con crapia do

ruhidrataci6n 
 oral du la actual tasa do 20 por cienco a 75 por ciento. 

Nuuscro calendario para complecar los planes para esce proyecto, y la
documecncaci6n roqacrida por la A.I.D., 
es el sisuilcn~c:
 

julia-agusca de 1987: 
 Terrinar los osrudios do campO y disuiio del
 
proyucto.
 

septciwbre do 1987: 
 Obrener la aprobaci6n del proyecto y firmar el
 
acuerdo 
con cl CORD.
 

enero du 1988; 
 Terwinar la selecc161 caiUpetciiva de la OVP
 
coordinadora y firwar 
L acuurdo cooperativo.
 

febrero do 1988: Llega la OVP al pais.
 

mayo du 1988: Terwinaci6n del plan detallado, cowi-nzan las
 
operaciones de campo.
 

A fin do poder obligar ,Oscos fondos 
para ser utilizados en la Rep 6 blica
Dominicana 
 durante oste aflo fiscal (qua tcrwitia el 30 de septiembre de 1987),

nos 	proponctuo 
 Iacer una donaci6n de gobierno a gobierno al SecretariadoTLcnico do la Presidencla. 
 Bajo los t6rmiaos del propuesto acuordo dc
donaci6n, el Secrecariado 'ficnico acuerda auorizar a la A.I.D. a actuar cowo
 
agancu en 
la selecci6n competitiva de la OVP coordinadora y do firwar el

acuerdo cooporativo que setr financiado con 
foUdos del proyecto.
 

r 10, 



tlewo~s Ceatado este airreglo con el Dr. No.y U. Arias L. ISalud Pulblica y A-sistencia Social, Secretario d.a Estado dey con las principa±1ossalud pu'blica y todos esta'n de acuardo con esce 
UVPS que trabaja.n en 

procedim±iento.
 

Para poder forinalizar esce encendirnienco, le agradecere'indicar su
concurrencia firmando ainbos originales de esta carta y devolvifidonos uno. 

Huy atentaweonte,
 

Ttiowas 11. SLUkC.d
 
Direc tor
 

Aprobaic16k--l ~m
w C .7 ­

Su.crecario Tticnico de la Presidencia
 

AACS L 
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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 all illustrative descriptioni of the specific tagiks andctLvlities that Project designers expect to see SESPAS and PVO promoters andtheir supervisors performing by thirdthe year of the Project in eacl one.Included inl the tasks are the data collection and reporting associate2d with
 
each service.
 

OBJECTIVES
 

The target population of approximately 500,000 low-income children uader theage of 5 and their families will be given access to education and se.vices.This is expected to result, by 1991, in the following status of targ.-tfamilies and operatioaal characteristics of the delivery system: 

Maternal and Child NutritLori
 

(Status of families)
 

o Grade 1, II and 11 malnutrition reduced from 40% to 25% of ::he child 
popula tion; 

o Low birth weight rates reduced by 50%; 

o Exclusive breastfeeding up to four months and continued brea;;tfeeding 
during weaning by 70% of benefiting mothers; 

o Improved weaning practices will be carried out by 50% of benofiting 
mothers; 

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

(Project Operations)
 

o 90% of community health promoters trained in Growth MonitoringPromotion (i.e., weighingsaccurate and recording, and appropriate
educational mes:ages given to mothers); 

o Decrease in the number of severely malaourished cases refurr,-d to thehealth facilities djue to improved problem identification and treatment 
taking place in the family. 
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Diarrheal Disease Control/ORT
 

(Status of families)
 

o 
Diarrhea prevalence reduced by 20%;
 

o 
60% of diarrhea episodes treated with ORT;
 

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

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

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

population; 

o 50% of Project mothers continue feeding during diarrhea episcodes; 

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

(Project operations)
 

o Decrease in the numbers of severely dehydrated diarrhea cases referredto health facilities due to early identification and treatment in the 
home;
 

o 80% of the target polulation will have increased access to ORS packets; 
o Oral Rehydratlon UtiII:s installed in 100% of public sector health 

clinics; 

o 80% of health workers trained in proper diarrhea case management; 

o 
Increase in the number of physicians, interns and medical students
using oral rehydratlon instead of intravenous treatment; and 
o Increased number of pharmacists recommending ORT use for rehydration 

Acute Respiratory Infect Ions 

(Status of families)
 

o Decrease infant mortality due to ARI by 15% in children under 5; 

o 90% of children immunized against measles and 80% mothers immunized 
for tetanus; 
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o 	70% of Project mothers will be able to 
recognize, know and practice

appropriate prevention and timely management/treatment of ARI cases;
 

(Project Operations)
 

o 
Increase case management capability to 
80% in health facilities;
 

o 
Increase appropriate drug prescriptions and use at clinic level;
 

o 80% of health personnel trained in appropriate management of ARI. 

General/Overall
 

o 
8U/. Of the target rural population (and 6U/. in Saato Domingo) covered
 
by all strvices;
 

o 	Establish a reliable community health record system in 90% of all
 
target communitis;
 

o 	80% reliability of all information collectCd;
 

o 	 80% of the commlnity health workers receive regular supervLsioni; 

o 	 50% of all communities organized with their own community health 
comm LI tees; 

o 
80% of target rural communities (and 60% in Santo Domingo) 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 measure) all infanits and children ander 5 
years old and p)lot these measures on a growth chart which will 
be located in two places: the household of the participaL Lgfamily, and in the family health records that will stay with the 
promoter;
 

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

o 
Educate mothers about the value of exclusive breast feedi:,g

(meaning only noth,!r's wilk) for the first four months of life and 
prolonged bruastfeeding during weaning; 



- 83 ­

o 
Demonstrate preparation and conservation of proper weaning foods;
 
o 	Orient the mother as 
needed to the use and preparation oi baby
bottles (yet the orientation of the program will be to discourage


their use whenever ppssible); 

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

o 
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 if feeding practices are
changing, and check validity of proauoter reports;
 

o 
Recommend incentives or awards for promoters whose tar;seC
families are showing notable progress; and 
o 	Once validated, summarize indicator data for area or re-gional

management information system.

Maternal and Child Health/Nutrition: 
 This ;urvice includes maternal 
a'trition, infant and child nutrltion, and food supplemenLtaLion. 

Maternal Nutr.ui.)-,: 

Promoters:
 

o 	 Identify pregnant women monitorand them for signs and symptoms ofpregnancy complications such as edema or vaginal hemorrhage and
refer complications to 	 the nearest medical facility; 
o 	 Refer pregnant women for regular prenatal check-ups at the nearest 

medical facility; 

o 	Educate pregnant women regarding personal hygiene and ofcarebreasts during lactation, so as 
to reduce infant diarrhea;
 
o 
Suggest that pregnant 
women and mothers consume vegetables and
fruit which are locally available and are often not eaten;
 

o 	Teach mothers about the importance of increased fluid and foodintake during lactation; and 

o 	 Record information about the onset of pregnancy, medical or healthproblems reported by women, and referrals made. 
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Supervisors: These individuals will perform three tasks:
 

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

o 	Monitor households 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 educai:ion if
 
necessary; and
 

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

Food Su pplementation: 

Promoters:
 

o 
Identify infants and children with moderate to 
severe malnutrition

(G6mez 11/111);
 

o 	 Refer children to rural clinic:s or autrition rehabilitation centers 
for food supplementation; 

o 	 Monitor supplemental feeding of these malnourished childr-n; and 

Track and record growth/weight data ono 	 progress ot childrt.n in 
rehabilitation, and on 
return home.
 

Supvrvisors: 

Visit families systematically in the
o 	 area of a promoter todetermine through empirical methods whether the above tasks are 
being performed: and 

o 	 Provide inforiztion on 	 availability and proper distribution
PL-480 or other supplemental feeding 	

of 
to 	 the families under theiraegis through rural clinics or other r'icilitles, should that become 

necessary.
 

Diarrheal Disease Control (IJDC): 

Promoters:
 

o 	 Treat diarrhca and other minor infoctions within the promter's 
conpe tency; 

o 	 Distribute ORS envelopes to families and child caretakers under
their aegi . to ensure they have a stook of* 4 on hand to treat their
children's diarrhea should it occur; 
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o 
Identify signs and symptoms of acute diarrheal disease and
complications such as 
signs of dehydration and anorexia;
 

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

o 	 Educate mothers how to identify diarrhea per WhO standards (3 of
mere 
loose watery stools within 24 hours) and when to take their
children to health professionals for care; 

o 	Educate mothers about basic causes of 	diarrhea and th'tir relation
to 	hygiene practice (i.e., handwashing, proper feces disposal,

proper food handling and storage);
 

o 	Promote exclusive breastfeeding for the first four months of life,
followed by good weaning practices;
 

o 	 Educate mothers in the dangers of antidiarrheal drugs; 

o 
Educate mothers in appropriate dietary management of acute diarrhea;
 

o 
Educate families in the preparation and 
use of ORT solution
prepared with home ingredients throulhi flip charts or leaflets, and
in-home practice; 

o 
Identify whether ORT was applied correctly during the last: 
episode;
 
o 	 Test family members' competency in the preparation and usc! of ORT


and reducate when necessary; and
 

o 
Note in the family records (or preferably the growth chart) the
number of diarrhea episodes of each child under 5 years of' ageexperience since the last home visit. 

S.upervisors:
 

o 	Ensure that harmful local traditional remedies are not beingperpetuated by promoters as an alternative to 	ORT; 

o 	Perform outreach to mothers' clubs aad local schools for teachingteachers and school children ORT anduse diarrhea control 
principles;
 

Perform on site monitoring to assure 
o 	
that errors are not being made
by 	mothers in mixing ORS solutions and leeding is continued during

the child's bout of diarrhea; and 

o 	Summarize promoters' reports on 	 diarrhea episodes aad treatments(with salts or home-prepared reined [es) after validation of reports. 
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Acute Respiratory Infections (ARI):
 

Promoters:
 

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

o Teach families to recognize respiratory symptoms that require
taking the child to medical ficilities, i.e., fast breathing, noisy

breathing, nasal flaring and cyanosis;
 

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

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

o Educate families regarding transmission and prevention of AP.l,
including their relationship with enrivonmental factors such ascrowding, especially at night and damp house sites and construction; 

o 
Help families understand that 
some of the causes of severe±, (and

often fatal) respiratory infections can be prevented by
immunizations, i.e., pertussis, tuberculosis, measles and
 
diaptheria; and
 

o 	 Record reported or observed cases of Ai among families served. 

Supervisors: 

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

o 	 Verify, summarize, and pass along data on cases, treatments, and

where necessary, call for additional training or medical Yupport;
 

" 
Ensure that local traditional remedies are 
not being perp.tuated by

promoters as treatment for ARI; and
 

o 	 Follow up on supply lines to assure that promoters have the minimumequipment and medicines necessary to teat mild ANL cases (i.e.,aspirin, functioning thermometer, ORT packages, et-.) 
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Not all procioters 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.
 

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.
 

Immunization: 
 This activity will be aimed at achieving timely vaccination
 coverage in children under 4 years of age. 
 The basic program of vaccinations
includes BCC, DPT J-3, Polio 1-3 and measles. 
 Promoters 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 (See the Section on Nutrition).
Families will be taught to post them on their doors in plastic prograim
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 professionalwill give a vaccination certificate that the family members will take withthem 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 :ard, and
in their own records for supervisors to summarize and pass on.
 

Birth Spacing
 

Promoters:
 

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

o Encourage mothers to accept 
a minimal birth interval of two years;
 

o 
Help mothers understand that breast feeding is not only importantfor their child's nutrition (discussed above), but also related to
avoiding unwanted pregnancy;
 

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

o Distribute condoms and contraceptive pills to households that
 
request them per program norms; 

" Refer women to clinics 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 households, and summarize
 
promoter data for area/regional reports.
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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 id:ntifying

lessons learned that should be considered in its design. The two mo.t

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 cf a

low-cost rural health delivery system using village level health 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, 1975, 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
 
immunizations, family planning advice and contraceptives, and refer persons

with more complicated health problems to a network of newly built rural
 
clinics and hospitals. The promoters also provided health education to
 
promote proper nutrition, encourage better sanitation practices, and collect

information on vital statistics from the communities in which they wcrked. In 
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 II (517-U-030) signed in
 
November of 1978, provided additional funding which when added to thc
 
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 perceived 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 Health SectorLoans I and II conducted by Management Sciences for Health (MSI). The
 
evaluation findings are summarized as follows:
 

USAID Health Sector Loans 1 and 11 helped initiate and expand a rural

health delivery system in the Dominican Republic ba,;ed on about 5,40C, 
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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:
 

i) the infant mortality rate,

ii) the mortality rate for children aged 1 to 4 years, and
 

iii) 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 nearly 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
 

f) Lack of flexibility due to little decentralizationI 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 spent 
on
 

http:strong.or
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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 services 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 reiteration of
the service philosophy, continuing education, or 
effective supervision. SBS
productivity appears to have declined in the past 2 years and is 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, therecommendation 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 consolidated and led

back to its original objectives and goals from its present almost

directionless state. 
 Except 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 system.
 

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
is 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 Immunizations (517-0242) Projects will provide a

major source of the technical assistance and financing to carry out 
t:he 
recommendation.
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2. Field Personnel Recommendation:
 

Promoters and supervisors should be qualified people chosen because
 
of their dedication to the goals of the SBS. Thosc personnel who do not fit
 
these criteria should be replaced. The formal continuing education program

and improved supervision should bc 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 promoter., and supervisors a.ssociated
 
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 selected by the locaA 
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 write). 
 In view of this development and
 
the key role that promoters and supervisors play, USAID proposed to -cequest

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 persons 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 persoa.
 

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 retrained, he or 
she should be replaced.
 

Response:
 

The Child Survival Project proposes to revive and strengt]hen 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 promoters.

Promoters who cannot fill their role will be requested to assume another
 
position in the Project or their agency, or leave the program.
 

4. Salary Recommendation: 

Salary support for promoters and supervisors should receive high
priority and should continue at 
this point if at all feasible. An ex:tensive
 
financial analysis of the SESPAS operating budget might identify othe r areas
 
where budgetary savings could be achieved at less 
cost in tcrms of he!alth 
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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 aroas so as 
to cover
 as much of the rural area as feasible. This coverage would include rural
 areas in the vicinity of rural clinics 
as well as more remote areas
(comi.unities under 400 population) not presently included in the system. 
 itis estimated that this additional coverage would require about 1,200

additional promoters and 120 additional supervisors.
 

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 areas 
should be made,

a.,; these are areas of great need. 

Respose: 

The recommendation implies that SESPAS should be the orgaization
to expand health coverage. 
At this time, USAID does not agree with the
recommendation in the light of the general deterioration and politicLzatlion ofthe SESPAS rural health system.

the 

Instead, the Mission recommends strengtheningexisting SESPAS staff and infrastructure and complementing their presentcoverage with assistance to PVOs who are presently engaged in child .5urvival
activities. 
 This strategy should increase coverage without increasing SESPAS'
recurrent cost problem. 
 PVOs will clearly have recurrent cost problems as
well; however, they rely more on the use of volunteers at the commun:.ty leveland their overhead is generally lower. will receivePVOs also assistance onalternative forms of financing under the Project.
 

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

http:commun:.ty
http:RD$50.00
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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 health.
 

Resp.onse: 

By its very nature, the child survival program will operalte 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
 
regional 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, However,

the Project will experiment with a transportation stipend to the supervisor 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 iiformation 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 needed for evaluation purposes. Four person

months of TA are dedicated to this function. 

8. Logistics Recommendation:
 

Logistics problems, such as 
the supply of cotton, alcohol, forms,

thermoses, and transportation expenses for the promoters should receive 
priority attention.
 

Response:
 

The logistic system will be revamped making the supervisor
 
responsible for the availability of supplies, information forms, and
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educational material at 
the community level. 
 At the regional level specific
personnel will be trained in the ordering storage distribution of su.plies on
a timely basis. 
 Four person months of TA are dedicated to this function.
 

9. Clinic Staff Training Recommendation:
 

Orientation and reorientation programs at 
regular intervals are
required for personnel assigned to 
the rural clinics (including especially 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 clinlic
improve the quality of in o::der to
care. 
 Minimal laboratory services should also be
considered for the rural clinics.
 

Response : 

The Project recognizes the important role that rural healt:h clinics
with their medical staff play in the child survival Project. Consequently,
the rural clinic physicians (known as pasantes) will be 
trained in child
survival techniques by such groups as the Dominican Pediatric Society.
pasantes will be The
brought into the planning proces, of thosepromoters that supervisors andwork in the catchment area of the rural clinic. Whilo theProject does not contemplate the distribution of drugs atihiportant to establish effective referral services 
this time, it is 

to the rural clinics wheregeneral medical care and selected medicines will be available.
does not The Projectplan to provide laboratory equipment to ruralthe clinicsfrequent turnover of due to thetheir staff; however, such a request will be conlsideredbased on its merits once the Project is underway and key rural clinics have
been identified.
 

lO.Water/Sanitation Recommendation:
 

Continue support of expanded water and sanitation systems,, with

health education.
 

Response:
 

The child survival Project has targeted its rusources to the
selected primary interventions supported by A.I.D./w and UNICEF.
nevertheless, fully recognizes that water is an important component 
The Project.
 

survival strategy. Therefore, the Project plans 
to a child
 

to seek the participation of
SESPAS regional offices and PVOs who are also working in such areas Lis
sanitation, water, income generation, complementary feeding agriculturalandproduction 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 eager to enter into child survival services. This is
the kind of complementarity that the child survival Project is striving for.
 

The NSH evaluation concludes with a getieral 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 og Relevant A.I.D. Policies
 
on Which The Child Survival Project 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 (EPI), to reach the
 
target of 
80% coverage for six vaccines: 
 polio, measles, diphtheria,

pertussis, tetanus and tuberculosis. In addition, in the Americas, A.I.D. has
joined with the Pan American health Organization to interrupt transmission of
wild polio virus, thereby eradicating poliomyelitis from the Americas. 

Government of the DR, in collaboration with A.I.D. and 

The
 
the Pan American HealthOrganization has recently signed the Country Plan of Action. 
This st-rategy


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 internatl.nal
 
donors, is universal access 
to ORT, using a combination of ORS packets and
home-available solutions, and appropriate use 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 ORT by 1990.
 
3. Two million lives saved from diarrheal deaths.
 

Key elements of the strategy to achieve these targets are: 
 1) policy dialogue

with key decision makers; 2) infrastructural development; 3) use 
of t:he 
private sector; 4) local production of ORS packets: and 5) developme-at of
comprehensive national diarrheal disease prevention and control program.
 

Nutrition Sector Strategy
 

A.I.D.'s nutrition sector strategy is 
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 Strategv
 

A.I.D.'s goal, in collaboration with host governments and internatioal donors
is to make a wide wariety of family planning services universally avwilable 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 4ssues; 
2) developing service delivery capability via technical
assistance, tr aing, provision of commodities, managementand improvement; 3)developing and using multiple delivery systems inicluding community b iseddistribution, clinic based services and contraceptive social marketiag, via
both the public and private sectors; 4) enhancing research ability ii bothpolicy and programmatic areas; 5) disseminating family planning informationand education, including natural family planning; and 6) promoting research on 
new contraceptive methods. 

Health Research Strategy 

A.I.D.'s Health Sector Policy Paper calls for a program of applied aid basicresearch to meet the health needs of the world's peoples. A.I.D. willencourage initiation or ofexpansion appropriate biomedical researchactivities in developing countries. Collaborative efforts between h)stcountry and U.S. research institutions will be especially encouraged.

medical advances, such as vaccines, 

But
 
are only useful if they can reac.-I thepopulation affected. 
 Realizing that C.iild 
Survival calls for a massive
extension of coverage, the 
sector health policy supports operational research
to improve the delivery of services and monitor itS efrF2ctiveneses. Finally,Child Survival programs, which extend services beyonid the clinic dir- ctly tothe household, require intimate knowledge of local health seeking behavIors sothat health behavioral research has become a priority, both to describe


local setting and to design programs 
the
 

that will be accepted and effect:ive.
 

Health Financing Strategy
 

A.I.D.'s draft policy on health financing is to concentrate policy dialogueand program assistance on promoting sustainable health programs. A. 1.1).places special emphasis on encouraging the developlmelnt of self-sufficientcost-effective programs and the use of private sector approaches wherepossible. Policy dialogue is directed towards improving resource allocation,improving quality and availability of services, shifting financing oifcurative services to those willing to pay, 
personal

and Cnuring that public funds areavailable for preventive health services that benefit the public as a whole. 
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5C(2) -
PROJCT CHECKLIST
 
CIILD SURVIVAL PROJECT
 

Listed below are statutory criteria applicable
to projects. 
 This section is divided into two
parts. 
 Part A includes criteria applicable to
all projects. 
 Part B applies to projects funded
from specific sources 
only: 
 B(1) applies to all
projects funded with Development Assistance;
B(2) applies to projects funded from Development
Assistance loans; 
and 13(3) applies to projects
funded from ESF.
 

CROSS REFERENCES: 
IS COUNTRY CHECKLIST UP TO 
 YES

DATE? HAS STANDARD ITEMCHECKLIST BEEN REVIEWED FOR YESTHIS PROJECT? 

A. GENERAL CRITERIA OR PROJECT 

1. 
 FY1987Continuin
FAA Regolution Sec. 523,Sec 634A. Describe how
authorization CN was forwa.rdedand appropriations to Congress
committees August 5, 1587of Senate expirationand House have date

is August 2(', 1987.been or will be notified concerning

the project.
 

2. FAA See. 6 11(a)(1). Prior 
to obligation
in excess of $500.000, will there be
(a) engineering, financial YES
 
or other plans
necessary to carry out the assistance,
and (b) a reasonably firm estimate of 
the
cost to 
the U.S. of 
the assistance?
 

3. FAA Sec. 6 11a)(). 
If legislative 

No further legislative
action is required within recipient 
 action is required.
country, what is basis for reasonable
expectation that such action will be
completed in time to permit orderly
accomplishment of purpose of the
 

assistance?
 

. FAASe. 61A1b) FY 1907Continuinq N.A.
 
L(-laolution Sec. 501. If project is
water or water-rolated land 

for
 
resource
construction, have benefits and costs
been computed to 
the 9xtent practicable
in accordance with the principles.
ULdndards, and procedures established
pursuant to the Water Resources Planning
Act 
(42 U.S.C. 1962. kt n-ta.)? (See
.I.D. Handbook 3 for guidelines.)
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5. FAA Sec. 611(e). 
 If project is capital N.A
assistance (e.g.
 , construction), and

total U.S. assistance for it will exceed

$1 million, has Mission Director
 
certified and Regional Assistant
 
Administrator taken into consideration

the country's capability effectively to
maintain and utilize the project?
 

6. FAA Sec. 209. Is project susceptible to
execution as Project is not susceptible
part of regional or 
 to execution as part ofmultilateral project? 
 If so, why is regional or multilated
project not so executed? Information and project.
conclusion whether assistance will
 encourage regional development programs.
 
7. FAA Sec. 60](p). Information and As this is nconclusions child survival
on whether projects will 
 project focising on healthencourage efforts theof country to:

(a) issues it d3es not directlyincrease the flow of international 

trade; relate to industry and
(b) foster private initiative and 
 commerce issues.
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 commerce; 
and
 
(f) strengthen free labor unions.
 

B. FAA Sec. 601(b). Information and
conclusions A U.S. Private Voluntaryon how project
U.S. private trade 

will encourage Organization will be selectedand investment abroad to be the coordinating entity
and encourage private U.S. participation in-country.
in toreign assistance programs 
(including
use of private trade channels and the
services of U.S. private enterprise).
 

9. 
)FAASeca. 612(b). 636(h). Describe steps
taken to assure that, 
The Project Grant Agreement
to the maximum requires that the country
extent possible, the country is

contributing local currencies to meet the 
contribute a total of US$2,325
million in cashcost of contractual and other services, 

and 1,025 in 
in-kind ass:.stance.
and foreign currencies owned by the U.S.
 

are utilized in liou of dollars.
 
10. FAA Sec. 62(d). Does the U.S. own 
 No.U.S. doe.,; ownnot excessexcess foreign currency of the country foreign currency.and, if 
so, what arrangements have been
 

made for its release?
 



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 introduction,
 
consultancy, publication, conference, or

training), are such activities (a)

spegifically 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. expouters of a similar
 
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 countries
 
under U.S. Tariff Schedule "Section 807,"

which allows reduced tariffs on articles
 
assembled abroad from U.S.-made
 
components) be used directly to procure

feasibility studies, prefeasibility

studies, or project profiles of potential

investment in, or to assist the
 
establishment of facilities specifically

designed for, the manufacture for export

.to the United States or to third country

ma'rkets in direct competition with U.S.
 
exports, of textiles, apparel, footwear,

handbags, flat goods (such as 
wallets or

coin purses worn on the person), work
 
gloves or leather wearing apparel?
 

page 	3 of 10
 

N.A.
 

N.A.
 

NO
 



page 4 of 10
 

14. FAA Sec. 118(c). Does the assistance 
 Yes. A negative environmental
comply with the environmental procedures 
 recommendation has been
set forth in A.I.D. Regulation 16? 
 Does recommended,
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 identtfy

and implement alternatives to colonizing

forested areas; 
 (c) support training

programs, educational efforts, and the

establishment or strengthening of
 
institutions to improve forest
 
management; 
 (d) help end destructive
 
slash-and-burn agriculture by supporting

stable 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

*watersheds and rehabilitate those 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

processing; 
 (h) support research to

expand knowledge of tropical forests
 
and identify alternatives which will
 
prevent forest destruction, loss, or
degradation; 
 (i) conserve biological

diversity in forest areas by supporting

efforts to 
identify, establish, and

maintain a representative network of

protected tropical forest ecosystems

on a worldwide basis, by making the

establishment of protected areas a

condition of support for activities
 
-involving forest clearance or

degradation, and by helping to identify
tropical forest ecosystems and species

in need of protection and establish and

maintain appropriate protected areas:

(J) seek to 
increase the awareness of
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U.S. government agencies and other donorsof the immediate and long-term value oftropical forests; and (k) utilize the resources and abilities of all relevant 
U.S. government agencies? 

15. FAA Sec. 119(q)(4)1-(6)* Will the 
assistance (a) support training andeducation efforts which improve thecapacity of recipient countries toprevent loss of biological diversity;(b) be provided under a long-term
agreement in which the recipient countryagrees to protect ecosystems or otherwildlife habitats; (c) support effortsto identify and survey ecosystems inrecipient countries worthy ofprotection; or (d) by any direct orindirect means significantly degradenational parks or similar,protected areasor introduce exotic plants or animals
into such areas? 

16. FAA 121(d). If a Sahel project, has adetermination been made that the hostgovernment has an adequate bysem foraccounting for and controlling receiptand expenditure of project funds (eitherdollars or local currency generated
therefrom)? 

17. FY1987Continuing Resolution Sec. 532.
Is disbursement of the assistanceconditioned solely on the basis of thepolicies of any multilateral institution? 

N.A.. 

N.A. 

NO.. 

B. FUNDING CRTTERIA FOR PROJECT 

1. Development AssistanceProiectCriteria 

a. FAA Secs. 102(b). .11, 113, 281(a).Describe extent to which activitywill (a) effectively involve the poorin development by extending access to economy at local-level, increasing
labor-intensive production and the 
use of appropriate technology,
dispersing investment from cities 
to small towns and rural areas, and 
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insuri,'g wide participation of the poorin the benefits of development on asustained basis. using appropriate U.S.institutions; (b) help develop
cooperatives, especially by technical
assistance, to assist rural and urban 
poor 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 thenational economies of developing
countries and the improvement of women's 
status; and (e) utilize and encourage
regional cooperation by developing
countries. 

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

b. FA. Sees. 103. 103A, 104. 105. 106. 
120-21. Does the project fit the 
criteria for the source of funds 
(functional account) being used? 

YES. 

c. 

d. 

JAA See. 107. Is emphasis placed on useof appropriate technology (relatively
smaller, cost-saving, labor-using
technologies that are generally mostappropriate for the small farms, small 
businesses, and small incomes of the 
poor)? 

FAABees. 110, 124(d). Will the
recipient country provide at least 
25 percent of the costs of the program,
project, or activity with respect to whchthe assistance is to be furnished (or is
the latter coat-sharing requirement beingwaived for a ' elatively least developed"
country)? 

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

e. FAA Sec. 128(b). If the activity
attempts to increase the institutional
capabilities of private organizations or
the government of the country, cr if itattempts 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? 

Local PVOs and community and 
regional health providers
will be directly benefitted by
training and supplies
procurred by the project'
their clients are the rural 
and urban poor in the projects 
target area. 
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f. FAA Sec. 281(b). Describe extent to
which program recognizes the particularneeds, desires, and capacities of thepeople of the country; utilizes the 
country's intellectual resources to encourage institutional development; andsupports civil education and training inskills required for effectiveparticipation in governmental processesessential to self-government. 

Institutional development 
local PVOs improves and 
utilizes the country's
intellectual resources 

of 

g. FY 1987 Continuing Resolution Sec. 540.Are any of the funds to be used for theperformance of abortions as a method offamily planning or to motivate or coerce any person to practice abortions?Are any of the funds to be used to pay 

NO. 

NO. 
for the performance of involuntarysterilization as a method of familyplanning or to coerce or provide anyfinancial incentive to any person toundergo sterilizations? 

Are any of the funds to be used to payfor any biomedical research whichrelates, in whole or in part, to methodsof, or the performance of, abortions orinvoluntary sterilization as a means offamily planning? 

NO. 

h. FY 1987 Continuing Resolution. Is theassistance being made available to anyorganization or program which has beendetermined to support or participate inthe management of a program of coerciveabortion or involuntary sterilization? 

NO. 

If assistance is from the population
functional account, are any of the fundsto be made available to voluntary familyplanning projects which do not offer,either directly or through referral to orinformation about access to. a broad range of family planning methods and 
services? 

NO. 

i. MAA Se. 6 01(e), Will the project
utilize competitive selection proceduresfor the awarding of contracts, exceptwhere applicable procurement rules allow 
otherwise? 

YES. 
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J. FY 1987 Continuinq Resolution. How much
of the funds will be available only for 
All funds will be channelled 

activities of through a PVO;economically those PVOsdisadvantaged and socially controlledenterprises, historically by black, hispanic,black Nativeclleges and universities, and 
Americans and/or women

private and will be encourageJtovoluntary organizations submitwhich applications.are controlled by individuals who are
black Americans. Hispanic Americans. 
or
Native Americans, or who are economically
or 
socially disadvantaged (including

women)?
 

k. FAA Sec. 118(c)(13). 
 If the assistance N.A.
will support a program or 
project
significantly affecting tropical forests
(including projects involving the
planting of exotic plant species), will
the program or project (a) be based upon
careful analysis of the alternatives
available to achieve the best sustainable
use of the land, and (b) take full
account of-the environmental impacts of
the proposed activities on biological

diversity?.
 

1. FAA Sec, 1lefc)(14). 
Will assistance
be used for NO.
(a) the procurement or 
use
of logging equipment, unless an
environmental assessment indicates that
all timber harvesting operations involved
will be conducted in an environmentally
sound manner and that the proposed
activity will produce positive economic
benefits and sustainable forest
management systems; 
 or (b) actions which
significantly degrade national parks 
or
similar protected areas which contain
tropical forests, or 
introduce exotic
plants or animals into such areas?
 
a. 
FAA Se. 118(c) ]5. 
 Will assistance be 
 NO.
used for (a)activities which would
result in the conversion of forest lands
to the rearing of livestock; (b) the
construction. upgrading, or maintenance
of- roads (including temporary haul roads
for logging or other extractive
industries) which pass through relatively
undegraded forest lands; (c) the
colonization of forest lands:
construction of dams or 

or (d) the

other water
 

\ik
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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?
 

2. Development Assistance Project Criteria 
 N.A.
 
(Loans Only)
 

a. FAA Sec. 122(b). Information and
 
conclusion on capacity of the country to
 
repay the loan at a reasonable rate of
 
interest.
 

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

c. FY 1987 Continuing Resolution. If for a
 
loan to a private sector institution from

funds made available to carry out the

provisions of FAA Sections 103 through

106. will loan be provided, to the
 
maximum extent practicable, at 
or near

the prevailing interest rate paid on

Treasury obligations of similar maturity

at the time of obligating such funds?
 

d. FAA 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.
 

a. FAA Sec. 531(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 I of the FAA?
 

b. FAA Sec. 531(e). 
 Will this assistance be
used for military or paramilitary

purposes?
 

c. TSDCA of 1985 Sec. 207. 
Will ESF funds
 
be used to finance the construction,

operation or maintenance of, or the

supplying of fuel for, 
a nuclear

facility? 
If 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?
 

d. FAA 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?
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ANNEX 7
 

ENTRENA REPORT CAN BE FOUND IN OFFICIAL PROJECT FILE AT USAID/DR
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A NEX 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/PVO". 
The C/PVO will be sulcLed 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 of the Project. 
 The justification for the
selection of a PVO and the 
use of the Cooperative Agreement as 
the assistance
instrument is explained in Section 
 of the Project Paper.
 

The primary tasks of 
the C/PVO are presented in Section I1-C of the
Project Paper and, therefore, will not be repeated here.
the timetable by which the C/PVO will be 
This Annex provides


selected and granted the Cooperative
Agreement and a brief description of the responsibilities and selection
criteria for several of the key technical advisors.
 

A. Schedule
 

Major Events 

1987
 

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 TA arrives to work w/SESPAS and 
 March.
 
PVOs to:
 
- Complete definition of each intervention.
 
-
 Establish implementation plans.
 
- Finalize TA, 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 a minimum of FSI

R-3, S-3 Spanish 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 in 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/PVO will provide two
advisors to be based in Barahona and San J,an 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 planned project

activities including training, instalation and use of the MIS and
supervisory and logistics systems. 
 The Regional Advisor will work

closely with the Regional Coordinating Committee whosc membership

includes all the PVO and key SESPAS staff working in child survival.
 

The minimum qualifications for the Regional Advisors are

experience in one or more child survival interventions, fluency in
Spanish at 
an FSI R-3, S-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).

medical/health background is preferred, but not essential. 

A
 
The Advisor
must be willing to zravel throughout the region and maintain contact with
all participating Institutions. 
 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 full
 
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 area to monitor
 
the use of project funds, particularly those used for training.
 

- Administrative Assistant to assist with procurement, In-counl:ry
 
shipment and logistics.
 

In addition, the C/PVO will hire or sub-contract expertis 
 Ini

staff training, training materials development, educational matera.L.l;

development for beneficiaries and mass 
media publicy and social
 
marketing. The size and composition of these staff are lf to 
the
 
discretii of the C/PVO based on their experience and preferred approach
 
to stafing these technical areas. Lastly, the C/PVO will acquire
 
sufficient staff to develop and implement the MlS 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 staff 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 paid with project funds. The following list of specialints
 
has tentatively been developed with the understanding that the C/PVO will
 
identify the areas of expertise and length of 
time to be devoted to each
 
area:
 

Training Methods and Curriculum Develpnent (6 person-months): This
 
individual will work on establishing the training system, including 
the identification and retraining if needed of lead trainers to
 
conform to the training approach and scope of 
training activties
 
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 material3 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 givin 
them
 
wide exposure.
 

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

expertise of the resident team, being a source of current kn3wledge,

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.
 

C. Budget
 

Detailed cost schedules for the C/PVO are included in Annex 10. 
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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 responsible for
developing the specifications and procuring the bulk of the commodities needed

in the project. 
 The C/PVO will also arrange for shipment, insurance:,

receiving in Santo Domingo, rtorage, inventorying and distribution to 
the
end-user. 
The USAID Mission will assist with customs clearance in the D.R.
once the C/PVO has supplied the corresponding shipping papers and procurement
documents.
 

The procurement plan calls for the development of specification; and the

placement of purchase orders as 
early as possible to assure 
the time arrival
of the needed items. Uniformity in types of equipment is stressed (I.e.
computers, vehicles, AV equipment, office equipment) in order to fac:ilitate
maintenance and upkeep. 
 In stablishing specifications, the C/PVO should
consider the availability of authorized factory representatives and -.
rained
maintenance personnel in the DR as well as 
access 
to spare parts Lnd delivery

time.
 

To facilitate the tracking of international procurements action3,
C/PVO is encouraged to initiate procurement on specific target dates as 

the 

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 CooperativeAgreement. If a procurement requires a source and origin waiver or any otherwaiver, the C/PVO will first discuss the nature of the waiver with the Missiontechnical division and Management Office and, if agreed, will proceed
prepare the waiver. The Technical division will 

to 
clear the waiver wii:hin USAID. 
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Annex 9 P.2
 
ILLUSTRATIVE LIST OF PROJECT EQUIPMENT
 

Description/Quantity 


Computer/Word Processors, 

monitors, printers and
 
software for MIS (3)
 

Computer/Word Processor, 


monitor printers and
 
software for C/PVO
 
accounting and training
 
materials development (2)
 

Calculators, desk top 

multifunction with tape
 
and visual read out, 10
 
digit , AC/DC (6)
 

Typewriter, electronic 

spanish/english 
characters large
 
carriage (5)

Copy Machines, heavy 

duty w/auto feed and
 
reduction capability (2)
 

Audio Visual Equipment 

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 


passenger use, 4-2X4;
 
8-4X4 heavy duty 316,000
 
each
 

Procure Issue 
Est.Cost!/ by Source date 

26"000 C/PVO US Jul.88 

15,000 C/PVO US Apr.88 

600 C/PVO US Apr.88 

3;000 C/PVO us!/ Apr.88 

5,000 C/PVO US!/ Apr.88 

8,000 C/PVO US!/ Apr.88 

192,000 USAID US Nov.87 
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Description/Quantity 


Office furniture 

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) 


Service Delivery Supplies

Scales (1500) 

Cassette Tape players 

Tapes and batteries (1500)

Crowth monitoring record 

books and carrying
 

bags (1500)
 

Annex 9 P. 3 

Est.Costl / 
Procure 
by Source 

Issue 
date 

12,000 C/PVO DR Feb.88 

4,000 C/PVO US Apr.88 

105,000 
9,000 

USAID 
C/PVO 

US2/ 
USZ/ 

Nov.87 
Apr.88 

19,500 C/PVO DR Apr.88 

1/ Cost does not include shipping which is estimated at an average of 25% of
 
the value of the goods.


2/ May require source and origin waiver (Code 935).
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DETAILED COST SCHEDULE
 
PROJECT AD:,-21NlSTRAT1Ox
 

(us 000)
 

AID 
 COUNTER PART
INPUTS GRAND
FX 
 LC 
 LC 
 iN KiND 
 TOTAL
 

Technical Assistance-


PSC Coord. 
(A.Weeks) 

140
 

Coordinating PVO:
 
Salaries-chief of
 
party, 2 regional
 
advisors and eight
local T.A. team 
 470 311 
 7H

Overhead 
 217 
 145 


362
Allowances-quarters,
 

education 295 
 29
 
Others-Off. rental, 


rn
 
off.
 

equipment, supplies
and furniture. 
 34 
 120o14
 
Logistical support 
 60 

Furniture and ap- 60
 

6

pliances 
 60
 

Travel and transp.-

International and

in-country 
travel 
 42
 

1,318 576 

1,894
 

Evaluation
 

To be performed by
 
an external evalua­
tion 

I(%'
team, contracted


I. A "Tnr u 2O
 
A VV 

100 100 
 2O0
 

0­

o'
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AID COUNTERPART GRANDINPUTS 
 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
 

SUBTOTAL 
 1,418 726 
 2,144
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DETAILED COST SCHEDULE
 
SERVICE DELIVERY
 

(USIOOO)
 

AID 
 COUNTERPART
INPUTS GRAND
FX 
 LC 
 LC 
 IN KIND 
 TOTAL
 

Rapid Response
 

Educ. Materials-

Printing 
 121 


121
12112
 

Commodities 121
 
Scales 


i11
 
Cassette tape play. 
 5 

Growth Monit. Rec. 
 5


1 
 2 

Vehicles 
 3


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
SUBTOTAL 97
309 
 178 
 137 50 
 674
 



INPUTS FX 
AID 

LC LC 
COUNTERP.ARKT 

IN KIND 
GRAND 
TOTAL 

Service Improvement 

Training 
Salaries and Perdiem: 
Perdiem: 
Nursers and auxi­
liary workers 
SESPAS Particip. 
PVOs Participants 
Health Educ. 
MD Participants 

5 

495 
218 

108 

57 

95 

495 

218 
108 

62 
95 

Salaries 
1 Training Dir., 
2 training mat. 
dev. specialists, 
2 master trainers, 
art work, 2 secs. 224 

4
224 

Transportation 
In-country travel 
for trainers 

Subgrant to DPS 

Printing and supplies 
Office Space 
Contingencies 

17 

21 

19 

39 
50 

81 

56 
50 

21 
19 

286 1,143 -­ 81 

1,429 
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AID COUNTERPART
INPUTS GRAND
FX 
 LC 
 LC IN KIND 
 TOTAL
 

Educational Materials
 
Printing 


Salaries-i Dir., 6
 
material dev. staff,

2 clerk typist 


Perdiem and transp.
 

for evaluators and
 
material dev. Staff 


Office Space 


Office Supplies 

Office Furniture 


Social Marketing
 

Mass Media Educ.
 
(TV, radio, pos­
ters, etc) 


Commodities
 
Training and Educ.
 
functions support

(2 veh.) 


Cassette tape play. 

Growth monit. recd's. 

Three computers 


Typewriter-calcu. 


Casset.tapes and 

batteries 


Office Equipment 

Audiovisual Equip. 


32 


5 


25 


1 


16 

8 


704 


155 


35 


12 


8 


2 


916 


60 


60 


33 


8 


10 


5 

_ 

704
 

155
 

35
 

12
 

8
 

2
 

916
 

25 85
 

25 85
 

32
 
33
 

13
 

25
 

1
 

I
 

10
 
21


8
 
'12. 11143
 



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

AID COUNTERPART
FX 	 GRANDLC 
 LC 
 IN KIND 
 TOTAL
 

Budget Support
 
Participants PVO
 

(Subgrants to
 
SSID, FUDECO,
 

CONANI, IDDI,

DPS, etc.) 
 360 


360
LC Counterpart Cont. 
 1,045 
 1,045
IK Counterpart Cont. 

950 
 950
 

360 1,045 
 950 2,355
 

Management and Eval.
 
Information
 
Technical Assistance
 

Salaries
 
1 Dir, 1 Prog, 


1 assist, 2 data ON
 

processor. 
 150
Printing and forms 	 150
62 

62
Supplies 
 22 


Office Space 14 	
22
 
14
Office furniture 
 4 


Perdiem and transp. 	 4
 
4 


4
 
256


SUBTOTAL 	 256
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. .. CORRESPONDENTS: 
U. S. All) MISSION 
APO Mli,11 34041-0008 

Page I of 4 

INITIAL ENVIRONMENTAL EXAMINATION
 

Project Location 

Dominican Republic
 

Project Title 

Child Survival
 

Funding 
"Y 1987 - $2,750,000 - C 
LOP ­ $4,600,000 - C 

Life of Project 
Four (4) years 

lEE Prepared by 

W. II. Smith, Mission Erigineer 

Date :( 

Environmental. Action Recommended: 
 Negative determination
 

Concurrence: 
 Thomas W. Stukel, Director, USAID/DR
 

Date: 
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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 deliverselected services in three targeted geographic regions. The purposeof the four year Project is to improve the quality and expand thecoverage of child survival services offered by SESPAS and PVO's.This will be measured by reduced average infant mortality rates from
as high as 
90 per 1000 live births to 75 per 1000 and reduced
 average child mortality rates from 18 per 1000 to 10 per 1000 by
1991 in the most 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 major physical works are planned under the project and no
additional land or water use will be required.
 

II. RECOMENDATIONS FOR 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 humanenvironment by improving the health of Dominican children. It isrecommended that the Mission Director approve a Negative

Determination for this project.
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IHIACT IDENTIFICATION AND EVALUATION FORM
 

Impact
 
Identification
 
and Evaluation.
 
(see 1/)
 

Impact Areas and Sub-areas
 

A. LAND USE
 

1. Changing the Character oi the land through:
 

a. 
Increasing the Population ............ 


b. Extracting Natural Resources 
......... 


c. Land Clearing ........................ 


d. Changing Soil Productive Capacity .... 


2. Altering Natural Defenses ................ 


3. Foreclosing Important Uses 
 ............... 


4. Jeopardizing Man on His Works 
............ 


B. WATER QUALITY
 

1. Physical State of Water 
.................. 


2. Chemical and Biological States ........... 


3. Ecological balance .................... 


C. ATMOSPHERE
 

1. Air Additives ........................... 


2. Air Pollution ........................... 


3. Noise Pollution ........................ 


Fage 3 of 4
 

N
 

N
 

N
 

N
 

N
 

N
 

N
 

N
 

N
 

N
 

N
 

N
 

N
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D. NATURAL RESOURCES
 

1. Diversion, Altered Use of Water 
......... N
 

2. Irreversible, Inefficient Commitments 
... N
 

E. CULTURAL
 

1. Altering Physical Symbols ............... N
 

2. 
Change of Cultural Traditions ........... N
 

F. HEALTH
 

1. Changing a Natural Environment .......... N
 

2. Eliminating an Ecosystem Element ........ N
 

G. GENERAL
 

1. International Impacts ................... N
 

2. Controversial Impacts ................... N
 

3. Larger Program Impacts .................. N
 

1/ N - No environmental impact.
 
L - Little environmental impact.
 
M - Moderate environmental impact.

H - iligh environmental impact.
 
U - Unknown environmental impact. 

}s 
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