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ACTION MEMORANDUM FOR THE MISSION DIRECTOR, USAID/SENEGAL

DATR: July 21, 1989

FROM: Dennis Baker, HI'NO

SUBJECT: Rural Health Delivery Services T1 Project (685-0242), Project
Authorization Amendment and Project Paper Supplement

I. ACTIONS REQUESTED: To approve a Project Authorizabtion Amendment
(Attachnent A) and a Project Paper Supplenent (Attachment B) for the Rural
Health Delivery Services 11 project (henceforth referred to as Lthe Rural
Health Delivery Services 11/Child Survival project) to increasce Lhe

life of-project (LOP) funding by $2 million, bringing total U.S. funding to
$12.125 million.

TI. DISCUSSION

A. BACKGROUND AND REVISED PROJECT DESCRIPTION

USALD has been invelved in rural health care in Senegal since 1977. A
primavy geal of its involuvement has been to emphasize the importance of
prirary health care and Lo demonsteate the possibility of developing a rural
health system based cn healbh facilities supported by central povernmernt
services and, to an increasing cxtent, financed by the local communily.
Phase 1 of USALD's Rural Heailth Delivery Services (RIHDS) project
demonstrated a willingness of beneficiavies and local representalives Lo
manage and finance health services, albeil curative; Phase 1T hag
strenpthencd the povernment's infrasteucture and supply systems, introducad
an innovative approach to self-fincncing, and initiated effective heallh
interventions laving a (irn foundation for follow-on child survival
activities.

The Rural Health Delivery Services Phase T1/Child Survival (RHDS 11/C8)
projecl, started in April, 1984, was desipned to deliver primary heallh care
(PHC) in the Kaclack and Falick Reypions via a sustainable, community--based
health care delivery systen, which provides maternal and child health
services, including family planning, iwaunization, oral rehydration therapy,
nutritional survelllance and malacia contirol.  USATD intervention has made
fundamental chanpges in health care delivery in the two regioons. Tt hau
established a nelwork of heallh huls that represcats half of all such
facilities in Senepal. The Mintsley hos adopted an approach that has
devolved important decisions, such as planning, implemental.ion, and
financial wanaponment, Lo the "medical vegions' and "circonscriptions
medicales” (departmental medical Leams).  Finally, the projecl has praved
that local people Lthermaclver can effeclively manape health care seovvices
without heavy intervvention from Dakar. This is a major accomplishment, as
the Ministry itself secks ways to devolve more responsibilities to the
regions.
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However, as seen by the pipeline, and despile specific succestes, the
RHDS II/CS project has encountered implementation problems.  AddiLional bLime
and funds are needed to consolidate Lhe gains and lessons learned during Lhe
projecl. Also, consistent with a major plan of action for Lhe heallh sector
delineated by the Ministry of Health in 1988, additional foeus on sysbemie
problems and decenbtralizalion and inceeas=d child survival inkterventions are
needed.,

Therefore, the attached Project Paper Supplement veproprams $£3.733
million in unexpended funds and programs an additional £2 million in ehild
survival funds Lo support continued decentralizalion of MO functicns and to
strenythen specific activities desipned Lo reduce infant mortality and
nerbidit oo The extension continves the focus on ehild siurviva L, Xeeping the
aviginal Lol and purpose Lhe same.  TL provides institulionnl systemice
sepport o key depavtmenkts within the Ministey of lHealth and strenpthens
vegional capacity to deliver ehild survival services in up Le four sclected
repions. Tt prevides Tunding for specific ehild survival inbLervealions in
imnunization, diarrheal discase conLrol, malaria control, and nutrition to
be channcled to five repions in Senepal (Tour tarpet reglons plug region of
Louga). The activities Lo be undertaken during the project extension will
test Lhe comnitment of the MOH Lo undertale important systemic and
decentralization chanpes and will also sei the stage for the major
USALD-financed Child Survival project planned for FY 1991,

B.  FINANCIAL SUMMARY

The finzncial status of the RHDS 11/0S project is prcsented in
Table 1 of the PP Supplement. ‘otal accrued expenditures Lheough June 30,
1989 are $6,37%,819. Unexpended obligaticns amount to $2,819,181. Table 2
of the PP Supplement shows the Revised Financial Plan for Lhe remainder of
the project. The following table provides a summary of Lthe major catepories
of planned expendilures theooupgh the PACD of September 30, 1991,

Element Year One Year Lwo Total Extension
Lofechnieal Assistance T e ey
A. Long-Term $301,000 301,000 $602,000
B. Short- Term $256,000 $160,000 $416,000
TL. Operational Resecarch/Studies $501.,500 $£92,500 $504,000
TTL. Commodities $342,000 $678,000 $1,020,000
IV. Construction/Rehabilitation $100,000 $160,000 $260,000
V. Training $621,000 $476,000 31,007,000
VI. Public Health Inst. bDevel, $£50,000 $750,000 $1,7200,000
VII. Child Survival Grant $175,000 $£175,000 $350,000
VIII. Evaluation/Audit $096,000 _%¥84,000 _ $180,000

Grand Total $2,642,500  $2,876,500 $5,819,000
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C.  SOCIAL, ECONOMIC, TECHNIGAL_AND FNVIRONMENTAL DESCRTPTTON

The Project Committec has reviewed this PP Supplement and has conecluded
that the project remains technically sound, and appropriate analysces exist
to ensure project aceceptability and feasibility. There are no hnmman ripghts
implications,

Also, the nepative delerminalion of the Initial Environmental
Examination (TEE) in the PID is not affected by this amendment. Tl
Amendment One for this projecet amendment is included in Annex ¥ of the pp
Supp lement .

D.  ADDITTONAL CONDT'LONS AND COVENANTS

The Covenants of the original Project Authorization and Project Grant
Agreement are not changed. The following Conditions Precedent and
additional covenants arve included in the attached Project Authorization
Amendment and will be included in Lhe Project Grant Agreement Amendment .

Additional Conditions Precedent:

"Prior to any disbursement, or the 1ssuance of any commitment documents to
finance support to the repions, the Grantee shall furnish in form and
substance salisfactory to A.T.D., Repgional Health Development Plans which have
been approved by the Minislry of Health,

Prior to any disbursement, or the issuance of any commitment documents to
finance computers, the Grantee shall furnish in form and substance

satisfaclory to A.I.D. a definition of an appropriate system of health
information management and heallh statistics,

Prioc to any disbursement, or the issuance of any commitment docunents f.o
finance the renovation and equiping of the Repional Pharmaceutical Supply
Centers (RPSC), Lhe Grantee shall furnish, in form and substance satislactory
to A.1.D., cvidence of the re-organization of Lthe operational system of supply
and distribution of essenblial pharmiaceuticals.

Prior te any disbursement, or the issuance of any commitment documents to
finance oversecas short-torm Lraining, the Cranteec shall furnish, in form and
substance satisfactory to A.1.D., a national plan for such training. "

Additional covenants:

"To continue to maintain a senior level Ministry official as Coordinator
of project interventions. The Coordinator frnetions will include: (1) be Lhe
permanent interlocutor for USAID, (2) ensure coordination hetween the Minislrey
of Health, USAID and the Regional Medical Offices, and (3) be Lhe Long toernm
technical advisor's countervpart.
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To maintain the remaining counterpart budpet (CFA 34 million) and
reprojram its use (in conjunction with USAID) for the two years following the
amendment of the Grant Apgreement and to request additional countecpacrt funds
for the extension period.

To appoint by October 31, 1989, a full-time Chief of Service at Lhe
Service de 1'Alimentalion obt de la Nutrition Appliqué au Sénépal in the
Ministry of Hoalth.'

E.  PROCUREMENT AID WATVERS

Annex E of the PP’ Suppiement includes a reviced Procurement Plan for the
remainder of Lhe project. No additional waivers are anticipated under the
revised project. However, if new waivers are required, appropriate rules
under Sahel Development Propgram and Development Tund for Africa repacding
procurenent will be followed depending on the source of the funds being used,

F.  RESPONSTBLE MISSTON OFFICE

The Health, Population, and Nutrition Office has overall responsibility
for planning, coordinating, and managing project activities. 1n ATID/W,
AFR/PD/SWAP will provide backstopping for Lhe project, coovdinating with other
technical offices as reguiraed.

G.  EVALUATIONS AND AUDITS

Two external cvaluations are scheduled under Lhe project extension. The
first will be an impact evaluation in Kaolack and Fatick, and Lhe soecond will
be a “process™ evaluation looking at orpanizational and management issies at
all levels within the Ministry of Health. This evaluation will measure
funetional improvements within the four diceclorates of the Ministry of Health
(MOH) and the effects of decentralization and systemic changes on PHC
delivery. 1In addition, a non-federal financial compliance audi® will be
conducted during the second year of the extension to audit all of Lhe loeal
currency expenditures under the project made by a local accounling firm for
the four targel repgions.

ITT. JUSTIFICATION TO THE CONGRESS

A Congressional Notification (CN) is being finalized in AID/W for
submission Lo Congress. The Mission will be informed as soon as the wailing
period expires. Obligation of the FY 1989 Lranche of $2 million will only be
made following notification from AID/W tLhal tho GN has expired withoul
objechtion.

IV.  AUTHORITY TG _APPROVE AUTHORIZATION AMENDMENTS

Africa Burecau Delegation of Authority MWo. 551, as Revised, gives you the
authorily to approve authorization amendmenls Cor up to $30 million in project
costs for a cumulalive LOP not Lo exceed 10 years when the amendnents (a) do
not present significant policy issues; or (b) do not include waivers Lhat can
only be approved by the Assistant Administrator for Africa or the
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Administrator. This request is withir this auLhovity. The USATD/Senepal
Project Commiltec members coviewed Ll alLached e Suppleoment and rocommended
approval.

V. RECOMMENDATIONS

That you sign 'he atiached Project Authorization Ameondment (ALbachment A)
and the 'P Suppicment Facosherl (Atlachment 1) thereby apnroving:

(LD

(1) an additionn! Atliton forr a new LOp funding of 212,125 mitlion, and

(2) the anended budeebl and inpuls for Lhe remaining 1ife of- project..

Approved _____\_,‘ﬂ

Disapproved

Date 2 = Afii. 1NEC

o e e e — e -

Attachments: A, Project Authorizo*ion fAvondment
B. Projeclt Paper Supplement
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PROJECT AUTHORTZATION AMENDMENI, AHENDHENT THREE

Country: Senecgal
Project Title: Rural Health Delivery Services 11/Child Survival Project

Project Hunber: 685 0242

1. Pursuant Lo Section 121 of the Foreign Assistance Act of 1961, as amended,

Lhe Rural Heallh T1 project was authorized on April 5, 1984 and amended on
July 31, 1484 and May 20, 1987.

That Project Authorization is further amended as follows:

To amend the planned obligation amount, the period of obligations and

a.
revised to read as ftollows:

the life of project, Section 1. is

“1. pursuant Lo Section 121 of the Foreign Assistance Act of 1961, as
amended, and Lhe Foreign Operations, Export Financing and Related Programs
Appropriations Act, 1989,
Rural Heallh Project - Phase 11, henceforth referred to as the Rural
pelivery Services 11/Child Survival Project, involving planned ohligations ‘of
not Lo exceed $12,125,060 in grant funds over a seven ycar period from date of
authorizatior, subject Lo the availability of funds in accordance with the
A.1.bh. OYB/allotment process to help in financing foreign exchange and local
currency cosbs for Lhe project. The planned life of the project is eight
years from the date of initial obligation.”

Health

b, Scebion 3.a. is revised to read as follows:
"a., Source and Oripin of Commodities; Nationality of Suppliervs

(1) ExcepL as A.1.D. may agree otherwise in writing, for all commodities
and services financed with funds obligated from the Sahel bDevelopment Program

aulthority only:

(a) Commodities financed by A.I.D. under the project shall have
their source and origin in the United States or in Senegal. Excepl for ocean
shipping, the suppliers of commodities or services shall have the Uniled
States or Scnegal as their place of nationality.

P -
(b) Ocean shipping [inanced by A.1.D. under the Project shall he
financed only on flag vessels of the United States.

(2) ExcepL as A.1.D. may agree otherwise in writing, for all commodities
and services financed under the Project with funds obligated from the
Development Fund for Africa (DFA) authority:

(a) Commodilics Financed by A.1.D. shall have their source and
oripin in the United States, in Senegal or in countries included in Geographic

Code 935.

(Public Luw 100-461), 1 hereby authorize the Senegal
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(b) ‘The suppliecs of commodities and services financed by AT.D.

shall have the United States, Seunegal or countries included in Geographic Code

935 as their place of nationality.

(c) 'The procurement policies vstablished by AAZAFR for the DFA shall
be applied to the procurement of goods and services financed by A.1.D." ’

c. Section 3.b. is revised as follows:
1. Designate the unnumbered paragraph in the original authorization as

patvagraph "(1)".
2. Add the following conditions:

"(2) Prior to any disbursement, or the issuance of any comnitment
documents to finance support Lo the vegions, the Grantee shall furnish in form
and substance satisfactury to A.1.D., Regional Health bevelopment Plans which
have been approved by the Hinistey of Health.

(3) Pricr to any dishursement, or the issuance of any commitment
documents Lo finance computers, the Grantee shall furnish in form and
substance satisfactory to A.1.D. a definition of an appropriate system ot
health informalion tunagement and health statistics.

(4) Prior to any disbursenent, or the issuance of any conmitment
documents Lo finance bLhe renovation and equiping of the Regional
Pharmaceutical Supply Centers (RPSC), the Grantece shell turnish, in form and
to A.1.D., cvidence of the rve ovrpganization of the

substance salisfactory
pharmacenticals.

operational system of supply and distribution ot essential

(5) Prior Lo any disbursement, ocv the issuance of any commitment
documents Lo finance overscas short-lerm Lraining, the Granlee shall furnish,
in form and substance satisfactory to A.T.D., a national plan for such

training."

d. Section 3.c. is revised as follows:
1. Designate the covenant added by Project Authorization Amendment One
as parvagraph "10.".

2, Add the following covenants:

“11. To continue to maintain a senior level Ministry official as
Coordinator ol project intervventions. The Goordinator functions will include:
(1) be the permancnt interleocutor foo USALD, (2) ensure coordination belween
the Ministry ol Health, USALD and the Repional Medical Offices, and (3) be the
tong--Lerm Lechinical advisor's counterpart.
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12. To maintain the remaining counterpart budget (CrA 34 million)
and reprogram its use (in conjunction with USALD) for the two years following
the amendment of the Grant Agreement and to request additional counterpart
funds for the extension period.

13. To appeint by October 31, 1989, a full-time Chiet of Service at
the Scrvice de l'Alisentation et de la Nutrition Appliqudé au Sénégal in the
Ministey of Healtnh.”

2 - KOUT 198y

bate: _

Hission birector
USATD/Senegal

/ '

Wi D
prafled:Pho,Wlaamink; RLA,EDragon; 7/10/89
Clearances: (s shown on Action Hemorandum)
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Rural lealth bDelivery Services T1/CS

I.  EXECUTIVE SUHMARY

USALID has been involved in rural health care in Senegal since 1977. A
primary goal of its involvement has been Lo emphasize the importance of
primary health care and to demonstrate the possibility of developing a rural
health system based on health facilities supported by central government
services and, to an increasing extent, financed by the local community. Phase
1 of USALID's Rural Health belivery Services (RHDS) project demonstrated a
of beneticiarics and local represcntalives Lo wanage and finance
albeil curative; Phase 11 has slrengthened the government's
introduced dan innovative approach to

willingness
health services,
infrastructure and supply systens,
self-financing, and initiated effective health interventions laying a firm
foundation for follow on child survival activities.

The Rural Health belivesy Services [1/Child Survival (RHDS TI/CS)
project, started in 1984, was designed to deliver primary health care (PHC) in
the Kaolock and biolick Regions via a suslainable, community-based health carve
delivery system, which provides maternal and child health services, including
ingninizat ion, oral rehydration therapy, nutritional
intervention has made fundamental
established a

family planning,
surveiilance and nalaria control. USALD
changes in health cave delivery in the Lwo vegiocns. 1t has

network of health huls that represents half of all such facilities in

Senepal. The Ministey has adopted an approach that has devolved important
decisions, such as planning, implementation, and financial management, to the
"medical regions” and "circonscriptions medicales” (depurtmental medical
teams).  Finally, the project has proved that local people themselves can
effectively manuge health care services without heavy intervention from Dakar.
This is a major accomplishment, as the Ministry itself seeks ways to devolve

more responsibilitivs to the regions.

However, as secen by the pipeline, and despite specific successes, the
RHDS 11/CS projeel has encountered implementation problems.  Additional time
to consotidate the gains and lessons learned during the

and funds are needow
project. Also, cousistent with a major plan of action for the health seetor
delineated by the Hinistry of Health in 1988, additiondl focus on systemic

problems and decentralizalion and increased child survival interventions are

neceded.

Therefore, this project paper supplement veprograms $3.819 million in
unexpended funds and prograws an additional $2 willion in child survival funds
to support continued decentralization of MOt functions and Lo strengthen
specific aclivities designed to reduce infant mortality and morhidity.
extension conbinues the focus on child survival, kecping the original goal and
purpose the same. It provides institutional systemic support to key
departments within the Ministey of Health and strenglhens regional capacity to
deliver child survival services in up to four selecled regions. 1t provides
funding for specific child survival interventions in fmmunization, diarvheal
diseasc control, malaria control, and nutrition to be channeled to five
regions in Sencpal (four target regions plus region of Louga). The activities
to be undertaken during the project extension will test the commitment of the
MO Lo undertake important syslemic and decentralization changes and will also
set the stage for the major USALD-financed Child Survival project planned for
FY 1991.

The

2z
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II. PROJECT BACKGROUND AND ACCOMPLISHMENTS
A.  Project Backpround

USATID/Sencgal 's invelvement in primary health care began in 1977 with the
Rural Health Project, which developed a network of health huts and support
systems in four of the six departments in the Sine Saloum Region (which has
since become the regions of Fatick and Kaolack). This projuct introduced a
model for primary health care. It demonstrated two important principles that
have guided subsequent USALD action in health: first, that it was possible to
guarantee basic health scrvices to rural people, and sccond, that vural people
can participate in financing and managing those services.

RHDS 11/CS was designed to build on the gains made during the Rural
Health Project, expand into two other departments, and ensure that locally
available PHC would be affordable to rural people without placing a heavy
purden on the national government. The Rural Health 11 Project was approved
by the USA1D/Senepgal Mission Dirvector in April 1984 with an original
authorization of $8 million. The Grant Agrcement with the GOS was signed on
April 12, 1984. The project paper and project authorization were subsequently
amended in July 1984, and again in May 1987, adding $2.125 willion to the
project to support the development of a national Oral Rehydration Therapy
(ORT) program. Subsequent amendments to the Grant Agreement increased total
obligations to $10.125 million. The project's original PACD of March 31, 1989
has recently been extended to September 30, 14991.

The RHDS 11/C8 project as oviginally planned consisted of Lwo major
components: The first was to establish a sustainable, community- based PHC
system, and included institutional support for schools of medicine and
nursing, continuing education for HMOH staff and community health workers,
improved pharmaceutical distribution, epidemiological surveillance, and a more
appropriate system for supervision in the health care service.

The second major component consisted of specific child survival
interventions: a nutviltional surveillance system, diarrheal disease and
malaria control programs, and an immunization program. An important child
survival intecvention, child spacing, is currently being provided through the
USA1D-funded Scnegal Family Health Project (685-0248).

The KHDS L[1/CS project concentrated child survival activities in the
Kaolack and Fatick Regions. ‘The July 1984 amendment Lo the project included a
national ORT program. 1t is clearly cvident trom the scope of Lhe
interventions outlined above that the RHDS 11/CS project, with its focus on
indeed a child survival program, and thus provides a

primary health care, is
This amendment continues
¢

logical setting for expanded activity in this realm.
and sharpens the focus on child survival.

B.  Accomplishments

There is evidence, particularly from the Falick experience, that given
training, sound management and organization, and sufficienl resources a
cost-cffective approach to preventive health can be established in rural
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areas. There have been significant results in the two regions. A network of
625 health huts serving more than 3000 villages has been established in the
two regions of Kaolack and Fatick, and this vepresents 50 percent of all huts
in the whole country. The system of PHC delivery was extended by introducing
EPT, ORT, and chemoprophylaxis against malaria into all health posts and huts
in the two project regions. More than 3500 community agents operate in the
health care system in the vegions. A decentralized system for distributing
essential medicines, managed by local people, has heen established, permitling
the appropriate supply to the health huts. Local facilities provide other
health services, including nrevention of diarrheal illnesses and malaria,
A concentrated eftort has been made for training and

and
a vaccination prograim.
supervising all the MOH agents in the two regions and over 2000 health workers
have been trained. Experience in the two replons has provided both a credible
model for rural PHC deliver and a series of specific policy lessons for MOH
planners on the potential for decentralization and on local financing of

health services.

However, as reflected by the pipeline, and despite specific successes at
the regional level, the RHDS T1/CS project has encountered implementation
problems. Major difficulties included: lack of timely decisions by MOH
headquarters to the regions, lack of support from MOH central divectorates
with overlapping or redundant functions, changes in personnel slowing or
stopping project activiiies, fragmentation of child survival oversight in
different directorates, and a six-month health worker's strike in 1988,
Decentralization and MOH systemic changes are keys to unblocking most of these
implementation problems and the extension focuses on these.

11I. RATIONALE LFOR _PROJECT MODIFICATTIONS

Senegal continues to have cne of the highest fertility rates in the

6.% children per woman and a crude bivrth rate of 48 per 1000. The
population of approximately 7,000,000 is increasing by necarly 3 percent
annually. Although data are incomplete, infant mortality is estimated at 120
per 1000 live births. Each year, over 40,000 children die hefore their firvst
birthday. While children under age five make up less than 20 percent of
Senegal's population, they account for over half of all deaths. Life
expectancy at birth is only 46 years. 1t is for these reasons that Senegal
was seleclted as one of eight child survival “cmphasis countries" in Africa.

world,

USATD/Secnegal's Child Survival Strategy is evolving baced on lessons
learned in Lhe RHDS 11/CS project and the Family Health project, HOH movement
and commitment, other donor activities and relevant recent studies.  PRITECH
project consultants completed a report entitled "Child Survival Strategy for
Senegal” in early 1987. The recomuended strategy entailed continued USATD
support for systemic changes and specific child survival interventions.

More importantly, during the past 18 months a major change in health care
strategy has occured and the commitment of the GOS, especially the HOH, is now
stronger than ever to improve the PHC delivery systems Lhroughout Senegal. 1n
1988 the Ministry of Health comnissioned a study on the heallh sector which
resulted in fairly detailed recommendations and a plan of action. Further,
the MOIl has recently (May 1989) taken a major step by approving a National
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Health Policy. Two major recommendations heve emerged which directly impact
the RHDS T1/CS project: rationalization of the functioning of the overall
health system and putting in place an adequate system of decentralized

planning with a focus on PHC. These major reports, along with the RHDS II/CS
mid-term evaluation, have informed the project modifications as delineated in
this PP supplement. the RHDS I1/CS project is uniquely placed and the time
opportune to assist the MOH plan and iwplement jmportant and necessarv changes.

As a result of the preatly chanpged policy environment toward health care
delivery 1n Senepal and concomitant opporLuniLics, the project amendment is
needed to:

A. Provide necessaty analyses and plans for major revisions in the
health delivery systets which address both Lthe new MOH strategy and action
plan and the past systemic implementation bottlenecks;

3. Expand the rural pPHC delivery model to new arcas while supporting
and encouraging decentralization by funding regional health development plans;

C. continue and expand child survival interventions;

D. tTake advantage of targets of opporLunity to support innovative
public health training initiatives moving Loward a long-term gsolution to the
lack of public health orientation in the system; and

. Carry outl activilties which will serve as a bridge and will set the
stage for the major Child gurvival projeet planned for FY 1991.

The planned activities will support the MOH's efforts to revise its
gystem of health carce delivery primarily by transferring certain functions
from the central offices of Lhe Ministry of Health to the "Regions Medicales™
and rationalizing other functions that need Lo he kept in bakar.

AL the same time, the project will assist the MOH Lo build rvegional
capacity to carry out the child survival interventions of immunization,
diarrheal diseasc control, putrition, and malaria control. The project will
help t .e MOH at the national and regional levels refine and extend its concept
of decentralization so that it has operational meaning within the government.
Then the project will support and encourage dJecentratized primary health care
by choosing up to four target regions with acceptable regional health
development plans for fu-ther technical interventions. The project will
support the interventions indivectly by training appropriate staff and
encouraging bhetter management. Tt will finance child survival interventions
directly through the tronsfer of funds from USAID to the four medical regions.

This will have Lwo important effects. First it riltl allgw the regional
health personnel to see d direet connection between planning and the
operational financing of the plans. (Under the current system there is
virtually no such connection. operational funds are allocated to the regions
regardless of any regional plans.) Second, it will provide the regions with
intellectual and administrative ownership of their aclivities by giving them
the autonomy to make their own plans and the financial means to carry them out
without intervention from Dakar. As part of Lhis encouragement of autonomy,
the project will work with the regional HOIL authorities and others to expand

local sourees of program financing.

S
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IV. REVISED PROJECT DESCRIPTION
A. Goal and Purpose

The goals of the RHDS 11/CS project are (1) to increase the productivity
of agricultural workers, and (2) to reduce the rate of population growth such
that agricultural production can more easily meet Lhe demand for food. The
project amendment will slightly expand the goals Lo re emphasize child
survival and will include a third goal: (3) to reduce mortality and morbidity
amonpg children under five years of age. The purpose is to reduce the number
of work days lost because of infectious disease and malnutrition of the
primary workforce or their children, and to develop a maternal and child
heallh care infrastructure at the village level with a primary focus on
pregnant women and children 0-5 years of age. This Project Paper Supplement
retains the original purpose but adds an emphasis on decentralization in the
primary health care system as part of developing community-level maternal and
child health carve. The original purpose-level end-of-project-status (EOPS)

indicators will remain unchanged.
B.  Revised Project Qutputs

Project outputs will be expanded as a result of this amendment. Most of
the original project oulputs have already been attained. Annex A provides a
Revised Logical Framcework for the project. 1In effect, the RHDS T1/CS project
extension will focus on Lhe follewing outputs:

0 Strengthened orpanization and management systems in the MOH;
0 Increased decentralization in the MOH with a focus on PHC,
0 Improved and increased direct child survival interventions for

children under five ycars of age and mothers; and

o Improved publie health training.

C. Inputs for Project Extension

e

The project extension will include a continuation of funding for some
activities already started under the project, such as long-term U.S. training
and a study on improvemenl of supervision at the regional level. Additional
inputs to be funded duving the project extension can be sunmarized as
follows:

0 HOl System:  one long-term health planner to coordipate project
activities and integrate studies into overall health system, a series of
shorl term, discrete studies and veseareh focused on important systemic
changes consistent with the MOH plan of aclion and stratepy.

0 Pecentralization: direct assistance Lo four Larget regions,
including training, shorl- term technical assistance, supplies, commodities and

regional studices.
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(o} Direct Child Survival TInterventions: discrete studies on malaria,
oral rehydration solution and therapeutic standards, medicine and supplies,
village-level directed training, renovation of six regional pharmacies and 20
rural health structures, grant to World Vision, International to continue
child survival interventions in the Louga region, program of developing school
gardens for improved nutrition.

o} Public Health Training: grant to Tulane/Hocrchouse for institutional
development of MPH- level institute in bakar and School of Hedicine at
University of Dakar, short- term technical assistance to introduce PHC
curriculum in nursing and midwifery schools.

ring, Evaluation and Audit: one USAID-based Project

o Project Monit
and a financial compliance audit.

Lo
S

Officer, two cvaluation

1. HOH Systems

The centralized nature of the MOH makes it more difficult to plan and
implement its programs effectively. TInappropriate procedures at the national
level at times slow local resource mobilization (by the private sector or by
local government units) while inhibiting adequate and Limely central resources
to support the Ministry's own plans.

Other aspects of centralization also are problematic. Over
centralization can result in a lack of standacrds. The lack of strong
guidelines can result in poor cpidemiological data, which in turn makes the
establishment of reasonable guidelines and national heallh care policies more
difficult, Directorates in the Ministry at times compele with each other or
have overlapping or redundant functions, all of which resull in not using
resources as effectively as possible and a disparity in health care quality
among Senegal's regions.

The project will fund a long-term health planner (24 person-months) to
work in the Ministry of lHealth with a MOH counterpart at the cabinet level to
coordinate and organize all project activities to assure that plans are
completed on time by Lhe short-term technical advisors, that all work is
thoroughly vetted by Lhe various related departments in the Ministry, and that
the regional plans arec approved in a timely manoner and are implemented.

The planned shorl-term technical assistance and studies are as follows:

(a) One health planner and onc health information specialist will, over
a five month period, assist the MOH develop a training and management plan for
human resources, a financial plan for the public health secloy, a plan for
distributing medicines, a system for better coordination of child survival
activities and a plan to strengthen the EPL surveillance system Lo monitor
vaccine coverage. The specialists will work closely with the Direction de la
Recherche, de la Planificablion et de la Formation (DRPF) and particularly the
division of Training, the Direction de 1'Administration Gencrale et de
I'Equipement (DAGE), the Direction de 1'Approvisionnement
Medico-Pharmaceutique cb Technique (DAHPET), and the Dirvection de l'Hygienc et
de la Protection Sanitatre (DHPS).
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(b) To strengthen the Health Information System (H1S8) of the MOH, two
health information specialists (three person-months ecach) will help the HOH
design a comprehensive information system extending from the village level to
the central MOH level. The H1S specialists will do a needs assessment and
make recommendations for automating the information system where appropriate
including software, hardware, acquisition planning, system management,
personnel requirements, staff training, and estimated budget. To Lthe extent
that automation is reccommended at the regionul levels, we will concentrate on
the four target regions. The information system must be practical and
consistent with financial resources and staff capabilities at each level of
the health care delivery system. The basic premise is that the management
information system is for feedback for immediale managerial needs

(¢) The projeet will fund research to analyze methods to cover health
care costs in Senegal. The research w111 examine (1) if current financing is
sufficient to improve or maintain the existing level of health service per
capita, (2) if current costs of health care se ervices are Loo high for certain
segments of Lhe population, (3) if the existing system of financing allows for
efficient exploitation of all available resources REACH and the MOH have
already agreed on a rescarch protocol.

Several ministriecs will be involved in this researeh including the
Ministries of Economy and Finance, Ilnterior, and Social Development. T
ensure coordination among the Ministries and consistent application of the
research recommendal ions, it is expected that the rvesecavrch will be divected by
the Bureau d'Organisation ct de Method (BOM) or by the Sccretariat General de
la Presidence de lta Republique. RHDS 11/CS will finance the research proposal
and design, and finance a two-day seminar for approximately 45 persons to
disecuss the results.

(d) The project will continue to fund research on the reduction of
health care supervision costs. 1n 1988 PRICOR bepan supuervision research for
the MOH, to improve eff.ciency of supervision of PHC in Kaolack and Fatick as
a model for nationwide supervision. Three steps were required in the

search: (1) deseribe the current systems of supervision of PHC in terms of
their inputs, processes, outpuls, and impacts; (2) identify and solve
important operational problems in PHC supervision; and (3) improve Senegalese
administralive capacity to use systemic analysis and operational research to
solve implementation problems in PHC. The duta collection phase has been
completed in five regions.  The next phu‘* will deseribe the organization and
functions of supervision and Lheir major problems, study major operational
problems identified and iwmplement recommended goluLions,

(e) A health communications specialist (two person-months) will provide
support to the MOH for the formulation and implementation of 4 cohierent health
commnication policy and a national health education program. In conjunction
with the EFS, the specialist will conduct a national "knowledge-
atlitudes- practice” (KAP) survey to ascertain how well the concept of PHC is
understood by the public, the nature and extent of people's involvement in
health- related activilics, and the roles of health committiees. Study findings
will permit the EPS to start to define a more coherent health communlication
policy and to refocus its probranwing through local television and radio.
Approximately 20 EPS supervisors in the national, regional, and departmental
levels will be trained annually in week- long sessions in health promotion and
motivation techniques and in the use of audio-visual aids.
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The communication specialist will also assist the HOH to organize and
conduct a threc-day seminar for 40 persons from the Hinistries of Heallh,
onmunications, Social Development, and Interior to define the major thrusts
and the implementation strategy for the National Health Communications Policy.

Tn addition, although Lhe EPS has some resources, Lhe production of
effective audio-visual materials remains inadequate.  To help rectify this
problem, USAID will finance the production of a film documenting the
development of PHC services in Fatick and Kaolack Lo convey lessons learned to
other regions, as well as the production of a_series of radio and Lelevision
public service announcements on such topics as health policy, essential
medicines, prevention, and community participation.

Finally, training in management, public heallh and PHC will continue to
be emphasized during the project extension:

(a) %0 MOHM officials will be trained at CESAG and 50 nurses at CESAO in
Benin in management and health services administration.

(b) 7500 field agents and community personnel, primarily in the Ffour
target regions, trained or re- trained in health services planning, data
ranagement, supervision, ORT, EPL, malaria control, and nutrition.

(¢) Six Masters and Lhree Doctoral students heing trained in public
health in the US will complete their degrees.

(d) PYorty MOH staflf from central, regional, departmental levels will be
trained in the US and other countries (1) to improve technical competence of
MOl personnel in PHC, (2) to improve the capacity of those having
vesponsibility for Lraining personnel in public health and in primary health
care, (3) to sensitize decision makers to problems in primary health care so
that they can support necessary chanpes in the health care system.

(e) MOH officials will attend international seminars or colloguia or go
on study tours to countrics with successful PHC programs. In addition, USAID
will promote exchanges of experience among the 10 regions in Senegal so that
health professionals in the regions and departments can draw useful lessons
from their colleagues and other donors.

During the project extension, four vehicles will be procured: one for
the long-term health planner, including fuel and maintenance over 24 months,
one for Lhe coordinator of the school garden program, again including fuel and
mainbtenance over 24 months, one vehicle for the HOH project coordinator for
numerous field trips, and one vehicle for the Maternal and Child Health office

in the MOH. ¢
2. Support bDecentralization Effort of HOI

USATD will fund activities that will directly support decentralizatian
within the MOH. First, RHDS 11/CS will strengthen the medical regions!
capacity to plan and implement their own activities. The work will be
coordinated with a complementary study funded by the World Bank aon the
organization and management system of Lhe Circonscriptions Hedicales and RMs.
1n four medical regions with completed PRDSs (regional medical plans), the

projeet will fund
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renovation of health structures and child survival activities, in the process
setling up a system for continued funding based on the plans.  KHDS 11/C8 wil
also improve regional capacity Lo conduct 1EC (information, education, and

communicalion) so that people are properly sensitized to health problems and
the importance of prevention, particularly as these apply to cinld survival.

1

These decentratization efforts will be carried out by financing the

following inputs:

(a) Consistent with the specitic plans for the four target regilons,
USATD will Finance repional level in-country training, procurement of
medicines and supplivs, and procurement of 1ECG materials for cach repgion.
USALD will contract with a local accounting firm to disburse and accounl for

the agreed upon financing in the four repgions.

(b) RHDS 11708 will [inance workshops on MOl decentralization at the
central, regional, departaental and locaul level and specific in country

training on health planning and implementation at CESAG.
specialist will spend a total of four person-months
in Lhe four target regious to carry out a KAP study in cach region with

regional medical staff and juintly develop TEC materials fur cach of the ehild
(Luainization, diarrheal disease conteol, nutrition and

(¢) A communicationg

survival interventions

mialaria control). Data will be collected in all ten regions.  The first four

regions submilting an acceptable PRDS will be the four tarpget regions.

elected rural

144

(4)  The project will finance the renovation of 20 key,

r
health facilitics in the four targel vegions.
neatin tdacllitiie b B

(¢) In additicn, the loag term Health Planner stutioned al the MOH in
Dakar will provide planning and implementation assistance Lo the regional

medical personnel.
3. Direet Child gurvival Interventions

USATD will follow up the conceptual development of decentralization with
funding for child survival activities detailed in the regional plans in the
four Largel regions. This will include funding for medicines, vaccines and
supplies.  To luprove mit rition amony children, the project will fund basic
supplics and equipacnt tor school pardens in the four targeted regions.

In addition to foeussing €S interventions in four regions with completed
regional plans, KHDS 11/€5 will continue to support €S aectivity in the lLouga
region through a grant to World Vision, which has been providing such services
for Lhe last two years under a prant fcon ALD/W. The pgrantecfwill closely
coordinate its activities with the medicdl region to consure that its
intervenlions are consistent with those being planoed by the region.

Also, RHDS 11/7U8 will tuke steps to jmprove the capacity at the regional

'3
leve! for provision and distribution of cssential wedicines by financing the
venovation of six Repional Pharmaceutical Supply Cuentovs (RPSCS), including
Lhe procurement of supplivs and cquipment for the RPSCs. The World Bank is
providing initial supplics of vssential medicines to the KESCs, and the GOS is

providing space for Lhe buildiogs. This will allow regional health of ficey,

health centers, and heallh posts to have an adequute supply of the medicines

they need in oo timely tashion.  Four KPsCs have already bicen renovated and

with KHDS 1178 assistance, all RPSCs in the country will become operational.
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Tn addition, to complement work now underway by the World Bank on methods
to ensure a reliable supply of essential medicines, RHDS 11/08 will provide a
short-term pharmaceutical and drug supply specialist for a total of Ffive
person-months to evaluate the current practices used to prescribe essential
medicines for conmwon illness, develop therapeutic standards for those
illnesses that can be used by the health huts, maternity centers, health posts
and maternal and child protection centers, develop training wodules for the
“presceriptors” st differcnt levels in the health systoem, plan training
aclivities, train teams of trainers and develop a program for sensitizing the
general population on the use of essential medicines. The training for local
health providers will utilize the lessons learned from the Fatick/Kaolack
experience concerning drug distribution and supply.

The project will also finance two important studies related to child
survival intecventions: (a) a study to determine optimal strategies for
malaria control in rural Senegal and (b) an update of a study on the
feasibility of commercially producing oral rehydration salts in Senegal

instead of tmporiing Lhii.
4. Public Health Training

RHDS 11705 will provide a grant to Tulane University and Morehouse
College of Medicine Lo improve the institutional capacily of the newly created
Institute of Health and hevelopment (IHD), purt of the University of Dakar.
14D offers an innovative Masters in Public Health level training directed at
medical doctors provided through shovt-term modules. THD is the only
institute in the country providing public health training. This grant will
follow a previous small institutional linkage grant between Tulane, Horehouse
and THD. THD, with assistance from Tulane and Horchouse, will provide MPH
training for 30 Sencgalese medical doctors during the next two yearvs. Once
the program is on poing with the 1HD, Tulane/Morchouse will assist the
University's School of Medicine to reorient their Lraining in selected aveas

toward PHC.

Also, a health training specialist and a public healtl specialist (three
person-months each) will assislt faculty in the revision of suvleeted curricula
in Lhe schools of midwifery and nursing to provide training for paramedical
personnel more in line witlh a national health policy euphasizing primarvy

health care.

5. Projecl Monitoring, Evaluation and Audit

The RHDS 11/CS project extension will continue to fund the Assistant
Project Ofticer working full-time at USATD monitoring this project.

Tn cooperation with the GOS8, USATD will fund two external evaluations
during the project extension.  The first will be an lmpact cvaluation in
Kaolack and Fatick, apd the sceond will be a “process” cvaluation looking at
organizational and wanageient issues ot all levels within the Ministry of
Health. This cvaluation will measure functional improvement s within the four
directorates of HOM, the effects of decentral ication on PHG, the functionality
of the new system for pharmacenticals, changes in the basic btraining for
health workers, the impact of communication policy on comnnnity part icipation
in health care, and the cftfectiveness of the Lhealth infournation system.

1n addition, the project will fand a non federal financial compliance
audit during the beginning of the second yedr of the extension to audit all of
the local currency expenditures under the project made by o local accounting

firm {for the four tarpet regions.


http:additi.on

Rural Health Delivery Ser ices I1/CS Project Paper

Annex D provides a detailed Lraining plan and
procurement plan for the project extension,

D. Host Country Contributions

The GOS will provide substantial resources as
funding to the project, including health personnel
target regions and in Lhe HON headquarters, offijce

Supplement
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Annex E provides the

a counterpart to USAID
at cvery level
supplics ond equipment,

in the four

official vehicles, office space and purchase of certuin medicines and

supplies.
the remaining life of project,
National d'Tnvestissement (BNI1).

The villagers will also contribute to the cost of
Villagers normally construct the
provide neccessary village labor to run the health hut,
mobylettes and fuel purchasces for health professionals
medicines and supplies to kecp the health hut fully stocked.

in-kind and in cash.

The GOS contribution has an estimated value of
including CFA 34 willion from Lhe Budget

$2.2 million during

the health huts, both
health huts, and

They also pay for

to visit and pay for

The villager

contribution is estimated to be approximalely $1 million during the project

extension,

V. REVISED COST ESTIMATE AND FINANGIAL PLAN

A.  Revised Financial Plan

The total life-of project amount of $10,125,000 has
An additional $2 million is required Lo cover the
of the project due to the project extension and the expanded a
survival interventions and a betler MOH system to
Therefore, the total new life-of-project is

obligated,

Focused on increased child
provide those interventions.
$12,125,000.

Table 1 presents the financial status of the KHDS
As shown, using accerued expenditur

June 30, 1989.
obligations amount to $3,819,000.

Table 1.

Earmarks
To Date

Obligations
To bate

HITD $3,840,000 $3,840,000 $3,840,

Reg. Loeal

Currency Acct 2,593,640 2,593,650 2,593,
Training 525,192 525,192 451,
Commadities 697,206 645,514 594,
Medicines 135, 000 134,720 134,
Construction 464,000 463,451 462,
Evaluation 54,000 53,825 13,
Technical

Assistance 894,600 894,108 831,
Unallocated 921,352 0

Total '$10,125,000 $9,150,460 $8,923,

To Date

G
ey,

000

650
092
954
720
481
825

5%
0

077

been fully
increased ccsts
ctivities

11/CS project as of

$2,695,480

1,217,679
403,359
595,554
134,720
462,481

13,825

182,729
e

$6,305,819

the unexpended

Jkural Health Delivery Services 11, Financial Status.

Commitments Expenditures

To Date  Pipeline

$1,144,520

1,375,979
121,833
101,652

280
1519
40,175
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Table 2 presents the Revised Financial Plan showing planned expenditures
for the remaining life of the project, through September 30, 1991, This
summary indicates that $5,819,000 is required for planned expenditures and
contingencies until the end of the project. When added to the estimated
actual expenditures Lo date of $6,306,000, the total life of- project cost
becomes $12,125,000.

B. Methods of Implementation and Financing
Method of Implementation __ Method of Financing Estimated Cost
1. Grants FRLC $1,650,000

- Tulane, World Vision

2. Buy-Ins, 1QCs Direct Payment ' $1,394,000
- Studies, operational

research, tong- and short-

term TA, evalualions

3. Direct USAID Contracts Direct Payment $1,378,000
- Commodily procurement,

local acct. firm, training

at CESAG, audil, asst proj

of ficer

4. USAID Training through Direct Payment $ 575,000
PI0/Ps

5. Project lmplementation Advance, Reimb. $ 822,000
Letter thru Accounting Firm

- Finance Regional Plans
(commodities, training, supplies)

VI. TMPLEMENTATION PI.AN
A.  Responsibilities

The Health, Population and Nutrition Office (HPNO) in USALD/Senegal will
be responsible for all of the technical assistance, operational research,
studies, grants to ‘Tulane and World Vision, evaluations and audit; and most of
the training and commodity procurement. This will present a challenging
management workload. However, the Mission will utilize buy-ins to AID/W
health and nutrition projects whenever possible, and Indefinate Quantity
Gontracts (1QCs) otherwise, for all of [the fairly discrete technical
ance, sludies and operational research which will greatly lessen the
management burden on HPHO.  Also, the prant proposals arce already completed
and the grant process almost completed for Tulane and World Vision. The
project will be managed by a Technical Advisor in Child Survival (PASA) and an
Assistant Project Officer in HENO. The long-term Health Planner in the.
Ministry of llealth will also be responsible for coordinating and monitoring

assist

many project activities.






Rural Health Delivery Services IT/CS Project Paper Supplement _Page 14

The MOH will be responsible to assure that all shoct term technical
specialists have counlerparts to work with and that they are provided every
opportunity to develop substantive and meaningful plans concerning necessary
systemic changes. Also, Lhe MOH will assure that apprupriate candidates are
nominaled on a tinely basis for Lhe considerable training program planned
during the extension period.  1n addition, the MOH will be responsible to
approve regional plans on a timely basis und assure that they are implemented
by regional und loucal health professionals.

A scrics of coordinating meetings will be organized on a regular basis at
all levels for digcussing administrative and manugerial questions related Lo
the implementation of the regional plans and overall project implementation.
At Lhe community level these will be held unce every three months by the chief
of the health post amd the ASCs in his zone. At the regional level, the
meetings will be once every two months by the regional medical team and the
medecins- chefs of Lhe €S. AL the national level, one meeting every two months
will be held by HOH, USAID, and the regional medecins chefs of the four target
regions, Finally, once @ year cach of the four tarpget regions will hold a
meet ing under the leadership of the governor for the members ob the Comite
Regional de Developpuiment (CKRD) and officials of MOH and USAID. In addition,
technical personncl trom MOH and USAID will visit cach of Lhe four target

regions at least once every theee months.
B, dmplementation Procedures

Many implementation actions will have to be taken simultaneously in order
te implement the planned activities during the remaining life of projeet. The
Mission will begin jmmediately to recruit for the long term Health Planner who
should be in country by Scptember 1, 1989. AL the same time, USATD will
condiuet o field trip with MOl representatives to each region to ascertain the
status of the repgional pluns and collect information upon which to select Lhe
four target regions with the best and most cemplete pluns. Once the four
regions are selected, plans are approved and USATD-funded activities apreed
upon, the HMission will contract with a local accounting firm to actually
manage and account for the funds which will be channeled through the medical

regions.

As mentioned previously, all short- term consultants, studies and
operational rescarch will be funded through buy-ins to AID/W projects ar
10Cs.  The commoditics will be purchased divectly by USATD/Senegal, other than
medicines, and 1EC matcerials which will be purchased by the medical regions
through the local accounting firm. The USAID Engincering Office will provide
assistance to contract with a local firm for the rchabilitation of the six
RESCs and 20 sclected rural heualth facilities.

¢

U.S. training and observational tours will be funded through PIO/Ps and
programmed by the Of fice of Inturnational Training in Washington. The
training at CESAG will be funded through a dirvect contract with CESAG. Most
of the in-counley training, espectally at the regional and local levels, will
be conducted and organized by repgional medical personnel and funded through
the local accounling ficvm. The decentralization seminars and other in-country
Leaining for MO of ficials will be orpanized by local training institutions or
U.S. training organizations and funded through project implementation letters

or PI0/Ps.
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C. Implementation Plan

en

Table 3 presents the revised implementation plan showing the
timing for the implementation activities.

TABLE 3: REVISED 1MPLEMENTATION PLAN

ACTIVITY U
STRENGTHEN MOH SYSTEMS

Select long Lterm TA

Study Control MOH

Develop bteag & mpl plan

Develop financial plan

PNA/PRA - Essential Medicines

Select TA

KA Study Use of 1Y

Develop therapeulic puides
Develoup 1EC for EM

Train EM mgt trainers

Renovate 5 PRAs

Equip 5 PRAs

Train Dept'l EM mgt

Train commitlece wembers EM mgt

Regroup MOH €S Activities

Health Finance Rescarch
Select vontractor

Conduct studies

Financial research seminar

Supervision Research

Analyze data on 4 regions
Seminar on op. problens

Study
Final seminar

lHealth Information System (H1S)
Select TA

Develop HIS

Test HIS, 1 region

Finalize HIS

Computer training

Tmplement 1S, 4 regions

National Communication Policy (TEC)
Select TA

National seminar comm. policy

KAP study PHC policy

Develop 1EC media plan

Retrain TEC apents

Perform 1TEC aclivities

I'ilm documentary on PHO

1
1
1
1
1

o e pd pd e ed e ped

—

3%
- Lo =

N
LIRS S R

ne
w

Aug
Auyg
Jan
Mut

Mar

Auyg

Auyg
Nov
Jan
Jan
Jan
Feb
Mar
Mar
May

Jan

Auyg
Aug
Jan
Jul

Jutl

Jul
Sep
Oct
Mar

Aug
Auyp
Jan
Apr
May
May
Jun

Aug
Auyg
bec
Jan
Mar
Mar
Apr
Jul

... START

B9
89
90
90
90

89

89
89
90
90
g0
90
50
30
90

90

89
89
90
90

89

89
89
89
90

89
H9
90
90
490
50
90

89
89
89
90
90
50
90
90

30
30
28
31
3l

30

30
31
31
31
31
31
3o
30
30

31

3l
30
31
31

31

3l
30
31
31

30
30
31
31
31
31
30

31
30
31
28
31
3l
31
3l

kD

Jul
Sup
Feb
Hur
Mar

Jun

Sep
Dec
Jan
Jan
Jan
Har
Apr
Apr
Jun

Dee

Jul
Sup
Jun
Jul

Mar

Aug
Sep
Jan
Har

Jun
Sep
Mar
Apr
May
May
Jun

Jul
Sep
bec
Feb
Mar
Jul
Jul
Dee

91
89
90
90
90

90

89
B9
90
90
9C
90
90
90
30

90

90
89
90
90

90

89
89
90
90

30
89
90
30
90
90
90

91
B89
B9
90
90
91
91
g9a

Page 15

projected

HESE.
MOH- ALD- TA
MOH- TA
: MON A
i MOH- TA

DAHPET DP-
AID-TA

MOH- ATD- TA

HOH- TA
MOH- ATD-

PRICOR

DRPF--ATD-TA

EPS-ATD-TA
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ACTIVITY .

2a.

2b.

2c.

2d,

e,

2f.

2g.

2h.

3a.,

ib.

- STRENGTHEN/EXPAND S INTERVENTTONS

Feasibility of Commercial ORS prod. : 1
Select contractor :
Update study, make recommendation

—

Optimum Malaria Control Strategy
Select contraclor :
Design & implement study :
Produce & distribule malerials

e bt e

sentia
e le.

Medicines Pl

=

4]

s

D
>

H

)

L
)

>

~

P

S

Health SLruclure Kenova
Select slructures
Select contractors
Renovate slructures

— e e

]

Training at all MGH lLevels

Short term overscds Lraining
Develop central & rep'l try pla.s
Train central MOH staff

Train reg'l & dpt'l staff

Train communily health workers

— e

Nutritional Surveillanee System .
(sec 1g.)

School Gardens

Select schools

Select coordinators

Develop & implement program

[N e

World Vision Grant (louga) ol

. MOH DECENTRALIZATION EFFORT

Nat'l seminar on decentralization : 2
Regional scminars PRDS :
Studies for PRDS

Finalize PRDS & training plans

Select 4 PRDS

Negotiate financing 1

N = = = N

—

Within Target Regions

HIS improvement (see 1g.) :
KAP studies €S 01

$

Jan
Jan
Apr

Jan
Jan
Jan
Nov

Aug

Apr
Apr
Apr
Jul

Jul

Jul
Jan
Mar
Mar
Mar

Aug

Jan
Jan
Jan
Apr

Oct

Sep
Oct
Nov
Jan
Mar
Mar

Apr
Apr
Apr

90
90
90

90
90
g
90

90
90
90
90

89

89
950
90
90
90

90

90
90
90
90

89

89
89
89
90
90
90

90
90
90

LEND

30

30

31
28
30
il

30

31
30
31
31

30

30
28
31
31
31

30

30
28
28
30

30

30
30
31
28
15
31

30

30
30

Sep
Feb
Sep

Dec
Fob
sep
Dec

Jun

Har
Apr
May
Har

Sep

Sep
Feb
Jul
Jul
Jul

Jun

Sep
Feb
Feb
Sep

Sep

Sep
NOG
Dec
Feb
Mar
Mar

Sep
Jun
Jun

90
90
90

90
90
Y0
490

90

91
90
90
91

91
90
91
91
91

90

91
90
90
91

89
89
89
90
90
90

91
90
90

.. RESB.
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MOH--BM-ATD-
TA

MOH-ATD-TA

RM--ATD-TA

DRPF--RM-
AID-TA

DRPF--A1D-TA

AID-PC

AID

HOH-RHM-ATID-
TA

AID-RM--TA
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ACTIVITY :___START END RESP.
3¢. Staff training CS (see 2e) : 1 Mar 90 31 Jul 91
TA - CS 1 Apr 90 31 Jul 91
Equipment, supplies, funding 1 Apv 90 30 Sep 91
TEC ~ CS 1 Jul 90 31 Jul 91
4. INSTITUTTONAL_SUPPORT MOH-A1D-TA
4a, Tulane Grant : 1 Jul 89 30 Sep 91
Assistance to Inst. of Health & Dev. 1 Jul 89 30 Sep 91
Assistance to School of Medicine 1 Jan 90 30 Sep 91
4b, Nursing/Midwifery Curriculum 1 Aug 89 : 30 Sep 91
Select TA 1 Aug 89 : 30 Sep 90
Develop vevised curriculum 1 Jan 90 31 Sep 90
, Seminar on new curriculum : 15 Apr 90 30 Apr 90
Apply & refine new curviculum : 1 Jul 90 31 Sep 91
5. EVALUATTON HOH-ATD

S5a. Select RIUDS TL/CS kval. Team 1 Nov 89 31 Dec 89
TOR & budgel 1 Nov 89 31 Dec 89
Evaluation 1 Jan 90 25 Mar 90
$h. Select RHExt Evalualion Team 1 Nov 90 31 bec 90
, TOR and budpet 1 Nov 90 31 bDec 90
Evaluation 1 Jan 91 25 Mar 91
Evaluation seminar i 26 Mar 91 31 Mar 91

5¢. PRDS Evaluation RH
Seminar 1 Jul 90 31 Jul 90
Seminar 2 1 Jul 91 31 Jul 91
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VIT. EVALUATION AND AUDTT PLANS
A.  Evaluation Plan

There will be twe evaluations conducted during the extension. The first
will be a final evalualion of the Rural Health aclivities in Kaolack and
Iat.ick. The purposes of the evaluation will be: to study the strategies
employed in the two regions, such as comnunity participation in PHC, to health
huts, training of personnel, sclf-financing of health cure facilitios,
provision and dist.ibution of medicines, MCH activitics, management, etc.,
examine to what extent recommendations of the 1986 evaluation have been
carried oul; and to examine reductions in mortalilty and morbidity in the
target populations of infants 0-% year old and pregnant mothers.

The findings from this impact evaluation will assist the implementation
of acliviltics during extension. USAID's financial support in the two regions
ended on 31 March 1989. The evaluation will therefore provide information on
the sustainability of externally funded activities.

The second evaluation will foeus on erganizational and management changes
at all levels wilthin the Ministry of Health, and it will be conducted in March
1997. This evaluation will measure functional improvements within the four
directorates ol MOH, Lhe effects of decentralization on PHC, the functionallty
of the new system for pharmaceuticals, changes in the basic training for
health workers, the impact of communication policy on community participation
in health care, the effcecltiveness of Lhe health information system, ete. Most
importantly, this evaluation should provide both USA1D and the MOH with solid
guidance tor the design of the major Child Survival PP planned for FY 1991,

Thece two evaluations will be conducted by consultants and appropriate
HOH personnel. USAID will cover all cosbts of the evaluations.

B. Audit Plan

The project will fund a non-fewueral financial compliance audit during the
beginning of Lhe sccond year of the extension to audit all of the local
currency expenditures under the project made by a local accounting firm for
the four target regions.

W
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ANNEX B

CHILD SURVIVAL STATUS

The lack of an adcquate epidemiological surveillance system makes it
inpossible to obtain accurate data on disecase- specific morbidity and
mortality rates found across the country. However, a recently published
analysis of infant and early childhood mortality in the Regions of Kaolack
and Fatick provides some insight into the magnitude of this problem.
Because infant deaths are under-reported, especially those occurring in
parly infancy, and because specific couse of death could not be determined
in over 20 percent of the deaths included 1n the study, it must be
recognized that the following are minimum rates. They do nevertheless
provide an indication of the relative importance of various causes of infant
and childhood mortality. As is shown below, the five leading causes of
death account for over two-thirds of the mortality in children under five

years of age.

PERCENTAGE DISTRIBUTION OF MAJOR CAUSE OF THFANT
AND EARLY CHILDHOOD MORTALITY 1N THE REGIONS OF
KAOLACKX AND FATICK

CAUSE OF DEATH : AGE AT DEATH (YEARS)

: UNDER 1 UNDER 5

Piarrheal Disease : 20.5% 23.9%
Respiratory Discase : 26.5 23.1
Malaria : 3.1 9.1
Measles : 2.0 7.0
Tetanus : 9.5 5.4

TOTAL 61.6% 68.5%

Although only 1 percent of the deaths in Lhe 0-5 age group was directly
attributable to malnutrition, it is estimated that for this age group,
average caloric intake is /0 percent of daily requirements. Poor nutrition
increases susceptibility to most childhood diseases and tends to exacerhate
their consequences. Indecd, 60 percent of deaths among children under five
in developing countrics are thought to be relaled to underlying
malnutrition.
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The Following bricfly summarizes current Child Survival activities in
Senepgal.

A. Tmmunization

H

Since its conceplion, the Expanded Program of Tnununization (EPI) has
undergone some lmportant changes. CGoverage has been extended from two
vegions +.. ' s B2 to the enticve country. The massive cumpaign for
achicving 0% coverage in childron resnlted in a significant Tmprovement in
immnizat ion levels for children under cne. BCG coverage inersaued from 32%
Lo 2% 5 DETPL tvom 2/% Lo 872% 5 DETES trom 7.oek Lo 4% and weasloes from
29 Lo 63%.  The wlirition in DETE covesrage reflects the need For continued
mass media campaigns and more effective follow-up.” The cosl of the campalgn
has been serions discuptions in routine health activities. A strategy of
decentralizalion is now being followed to deliver services as clotie as

possible Lo wheee people live.
2. Other bonors' Aclivities

UNICEEF is the major funding apent for the EFL, providing equipment,
supplies, training, supervision, monitoring and cvaluation. Services are
provided to children under one in all regions. UNFPA's “Bien Etre Familial"
program includes vaccination for children under 12 months in 22 urbun
centers located in the SU. Louis, Tambacounda, biourbel and Louga Regions.
B. Control of Diarrheal Diseases

1. Status

Diavrrheal discase 15 a major kitler of chitdren in Senegal, accounting
for nearly ouc- fourth of all deaths in the population under five years of
age.  An additional 25 percent of the childeen who dic before their fifth
birthday have diarchea at the Lime of death.

Prevalence studies conducted in the Sine Saloum area revealed that 40
of Lhe children in Lhis age group had had diarchea in the preceding
e¢sbimated that ecach ehild has six episodes of
Severe dehydration results in 25

percent
Lwo week perind. Tt is
diarrhea, ecach of which lasts 45 days.
percent of these cases.

Since 198% Lhe national ORT program has distributed 700,000 ORS
packets. By contrast, it is estimaled that 2,000,000 packetsare required
annually. Tn a recent evaluation of the ORT program, over 40 percent of Lhe
55 health structures sampled were out of OKRS packets.  Of the facilities in
the sample, only 3 of 11 health structures in the Kolda Region and 3 of 13
in Thics had OKS on hand despite the fact that neiphboring facilities were
adequateiy stocked.  Although Lhe progran has made significant progress
since its incention, much remains to be done.
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2. Other Donor Activity

UNICEF has been the major donor in the diarrheal discase control
program, providing health education, training of personnel and ORS packets.

C. Nutrition

According to studies done by ORANA, 21 percent of the children aged 0-5
years suffer from protein malnutrition and 41 percent are anemic. Within
this age group, 7.5 percent were found Lo be mildly malnourished, 12.3
percent moderately malnourished, and 1.2 percent severely malnourighed,
Although malnutrition is identified as the direct cause of only 1 percent of
early childhood deaths, it is clear that this condition is a factor
underlying much of the morbidity and mortality occurring in this age group.

2. Other Donors' Activilies

While the country lacks an integrated, comprehensive nutrition program,
som: donors have incorporated a nutrition component into their heallh
programs. The UNFPA activities include surveillance, prowth monitoring,
educaticn and rehabilitation in the 22 urban centers of their four target
regions. Similarly, Belgium has incorporated a nutrition component in its
health programs serving Daguna, Pikine und Podor. The World Bank also
supports a nutrition program focused on health huts and pevipheral areas.

D. Malaria

1. Status

Malaria is a major cause of childhood morbidity and mortality in
Senegal, accounting for approximately ten percent of the deaths among
children under five ycars of age. The problem is especially serious during
the rainy season. Fortunately, there is little cvidence of chloroquine
resistance to date.

2. Other Donor Activity

There is no one major donor working with the MOH on its malaria
treatment program.

The ultimate solution to the problem of childhood mortality lies
primarily outside the health sector. Only by attacking the root causes of
the problem -- ignorance, poverty, overcrowding, lack of adequate food and
water, and unsanitary living conditions - will it be possible Lo ereate an
environment into which it is safe to be born. While it is frequently stated
Lhat most childhood deaths occurring in the taird world could be prevented
with existing Lechnology, it must be pointed out that creating a sustalnable
primary health care systewm which can effectively utilize this technology
constitutes a major challenge.

A\

o/
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Most of the activities carcied out in the Rural Health 11 Projeet have
been addressing this challeage by suveenglhening the PHC system and providing
specific child survival interventions. We expuct that in the next two and
one-half years the 60S and donors will explore other interventions, for
example, acule vespirvatory infections (AR1), as well as complementary and
mullisectoral siratepgies for delivering PHC scrvices. These might include
rural water supplics, wasle disposal, fawily food production, and comminity
education and literacy Lraining, all of which contribule to improving living
conditions and conscquently child survival. Opportunities for closer
coordination and cooperation with other dunors such as the World Bank, UNDP
and UNICEF, are currently being pursued.
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ANNEX C

MAJOR CONSTRATHTS TN 'THE HEALTH SYSTEM/GOS POLIGIES

A. Major Constraints

With the development of an extensive infrastructure and the integration
of preventive and curative scrvices, Lhe stage has been set for a
substantial reduction in the number of children who die every year, Senegal
faces some major constraints Lo the realization of these goals, however.
The biggest single constraint is the lack of elear focus or strategy for
improving health carve delivery., The planning function at the MOH appears
weak, and because of the frucllonated structure with litlle coordination
among the divisions, it is difficult to see clearly where the Ministry is
moving., Since ull major decisions are made at the level of the Minister,
penaral polley potdallnes are not always stated o= required., The result is
that Lhe Ministry is more often reactive to the crisis of the day than
actively pursuing in an orderly fashion to a clear objective. This
constraint is particularly acute in the case of child survival where an
integrated plan among the different divisions 1s required to map out an
effective and implementable strategy.

A second limit on the expansion and improvement of the health programs
is the extent to which the MOH can absorh more funding or inputs from
donors. At present, qualified staff are often stretched beyond their
ahility to deal with the many donors and agencies who participate in the
overall health program. As a result, staff are often working in a crisis
mode rather than pursaing a more methodical solution Lo the many problems
which they face. Part of the limit on absorplive capacilty comes from the
organizational structure which has devetoped within the Ministry, while part
is due to the limited number of qualitied and trained staff available., This
situation will undoubtedly improve as staff return from overseas training,
and as systems are developed for dealing with the expanded programs. For
the moment, however Lhis poses a significant constraint on the amount of
expansion possible within the system.

Expenditures for health have gone down

A third constraionl is financial.
There is simply

both as a percentage of nat io-r‘l‘urgl-uigeL and in real terms.
not sufficient funding for adequate amounts of drugs, fuel, training,
supervision, and other requirem~ ts of a well-functioning health system.
Senegal's response of requiring a measure of self-financing of health
services through user fees is needed and appropriate, but the “funds
generated are only a small part of what is actually nceded.

A fourth serious constraint to the attainment of the child survival
poals is the lack of informution at all levels of the system, but
particularly in the medical regions. There is little information on health
status available excepl through the Rural Health Services Project, and
almost. no reporting of routine service statisties at any level of the
system, Without information about disease patterns and trends, service
outputs, or program effectiveness, it is alwost impossible to plan and

implement programs.
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A fifth constraint is the supply and distribution of medicines. The
existing system is more concerned with specialized medicines for hospitals
than with essential medicines for smaller facilities. There are frequent
shortages of medicines at all levels in the system. In addition
prescriptions are often not filled, and the national and regional drug
supply centers (PHA and PRA) cannol manape the supply and distribution of
medicines.

A sixth constraint is personnel. The numbers of specialized health
personnel are below the standards recommended by WHO. In 1988 the following
personnel were available for every 100,000 people in Senepal; 6 doctors, 2.9
pharmacies, 34.6 nurses and health workers, and 27.2 midwives. Training in
the medical and paramedical schools has provided a curative orientation for
the hospital service rather than corresponding to the new requirements,
which are for agents to be public health technicians, managers, and
educators.

B. Government of Senepal's Policies and Programs

Tn reviewing the public health programs in Senegal, one must be
impressed by the progress that has been made in the pasl 20 years.
Beginning with only an urban-based curative health system, the Government
has developed an infrastructure that includes over 2500 health facilities
serving the rural and urban population with both preventive and curative
services., While there remain many gaps in the system, and Scnegal has a
long way to go before reaching a goal of "health for all,” the
infrastructure and commitment which has been developed make this goal
achievable.

1. Structure and orpanization of health secrvices

During the past two Plan periods (ten years) there has heen a
signifiecant expansion of the rural health infrastructure. Though this
development has not been uniform in all regions, there is a substantial
network of health facilities and providers, to which an increasing number of
health programs have been added over the past decade. With support of USAID
in Phases 1 and I1 of the Kural Health Services Project, the Falick and
Kaolack Regions have probably scen the most intensive infrastructure
development and corresponding improvement in service delivery.

The Ministry of licalth (MOH) coordinates all national health programs,
and all regional medical directors (médecins chefs) are divectly responsible
to the Ministry in Dakar. ‘The Ministry is divided into six ma;or
directorates.

The major directorates related to child survival programs are: the
Directorate of Pharmacies, responsible for drug supplies; the Directorate of
Research, Planning and Training; and the Directorate of Hypgiene and
Knvironmental Protection. The latler directorate includes many of the major
the Communicable Disease Control Service, responsible for the-

programs:
the Food and

national immunization program; Lhe Malaria Control Secrvice;
Applied Hutrition Service, which oversces the national ORT program; the
Primary Heallh Cave Division, rusponsible for village level health care; and
the Maternal and Child lealth bivision.

W

v
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The current neallh infrastructure is composed of five tiers: from
Dakar, the Ministry of Health (Ministére de la Santé Pubilique) oversees a
network of hospitals and rural health facitities. At the central level in
Dakar, there are two university teaching hospitals and scveral other
national hospitals. 1n cach of Lhe ten regions, there is a rvegilonal medical
of ficer (médecin chef), who is responsible for both the regional hospital
and the rural health structure. AL the Lhird level, or department, Into
which each region is subdivided, there is one or wore health centers (centre
de santé), headed by a physician (chef de centre), having 20 to 30
in-patient beds, a maternity center, and several other paramedical staff.
Some large departments have more thun one health center.

Under each heallh center at the department level there are eight to ten
or more heallh posts (Poste de Santé), which compase the fourth tier at the
Health posts are led by the heallh post nurse (chef

arrondissement. level,
He is assisted

de poste), who is normally a male nurse (infirmice d'Etat),
by a trained midwife (sapge-femme), who also manages a maternity eenter whiceh
is attached Lo many health centers and pasts.  The health post is
responsible for support and supervision of up to 20 health huls (case de
santé), located ab Lhe village level and comprising the fifth, and most
peripheral tier ol the health service infrastructure.  The health hut 1is
staffed by two community health volunteers (agents de sant.é communautaire):
an environmental heallh worker and @ traditional midwite. Many of the
health huls have been buill and are supported by a local village health

committeo.
2. Centralization

A basic system defect is that the MOH is too centralized. Medecins
chefs in the BMs or CMs need to secure approval in Dakar before making
and budgets or before spending money for things that should be

yearly plans
Inappropriate procedures at the national

within their authorily to decide.
level stow or stop local resource mobilization (by the private sector or by
local government units) while at the same time being unable to provide
adequate and timely central resources to support the Hinistry's own plans,
Finally, the national level structures frequently have ficvst claim on
financial and human resources that could be used more productively in the

regions.

Other aspects of centralization need consideration. Tneffective
central control resulls in a lack of standards for example in the health
forms Lhat are used to record information about patients and their
itlnesses.  The lacle of an adequate system contributes to poor
epidemiological duta, which in turn prevents the MOH from estiblishing
reasonable guidelines and national health carve polices. A second
consequence is Lhat directorates in the Hinistry compele with each other or
have redundant funetions, all of which result in wasling very scarce
resources. A third consequence is the disparity in the quality of health
care among Senegal's regions.,

Tn view of the inability of the national level to provide adequate
resources Lo thie localities, the GOS is trying tu develop a more
decentralized approach to PHC.  This approach involves local financing, more
tocal autonomy tor medecing chefs to plun, budgel, and spond funde, and a
proater role For the private seclor in PHC.

W
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The GOS has recognized its inability to continue to fund the entire
public health care system indefinitely and, to offscet some of Lhe recurrent
cosbs, has begun to collect fees from patients using health facilities, At
health centers and health posts, paltients are charged a standard fee for
each consultation, with the funds remaining at Lhe facility for use in
purchasing drogs, hiving sclected stafl, and paying operational expenses.
In gencral, paticnts have shown a wiliingness to pay the tees and purchase
medicines as requiced. AL the health bt level, paticots are not charged
for consultations but ure charged for drugs. AL present, no fees ara
charged at eny hospitals, or for immnnizations, oral rehydration saits
(ORS), or olher preventive services.

C. GOS Stratepy

The MOH has established three national priorities within ils National
Health Policy (PHS).  These are (1) to expand PHC, (2) to improve maternal
and child bealth, and (3) Lo come Lo grips wilh high population growth

1. To reach these objectives, MOH 15 altempting to decentratize the
management. of its health system. The Ministry has identified the
Circonscription Medivale (CH) as the key operational unit. kEach CH will
work out its own departmental (sub regional) plan of health development
(PLDS)Y, and these will he used by the Regional Medicale (RM) as the basis
for Lhe Regironal Health Developneat Plan (PRDS) . This system will provide
the KMs witl, antonomous control of resources, and it will directly link the
regional plans wilth the anadyses done by the CHs.

The HOH will also establish a management plan for human resources. This
Wwill permit betler disteibotion of personnel reducing the inter- regional
digsparities. it will establish a tinancial plan for the public health
secltor combining resonrces from state mandated budgels, communily
conlributions, and cxbernal assistance.  The Ministey plans to reviue
administrative regulations of the Cenlre Hospitalier Universitaire (CHU) and
lthe Tnstitotes Specialises so that they can bhecome more financially
autonomnous trom the Minidstey.  Atong the sane lines, MOH will revise the
lepal status of the PHA so Lhat ib 18 a4 societe national vather than a
dircelorale of the Ministey.

2. Dburing the pertod raral health infrastrocture has expanded, there
has been a concurrent development of new health programs that have bheen
integrated inte Lhe scervice system.

a.  The expanded program of immunization (EPT) began in 1979 and is
current ly being iontensificd. The EPT is one of six activitied of the
Service des Grandes Endémies, which has been in existence since 1978,

Program objectives include:
(1) Health cducation

(2) More effective service delivery through improvement of the
cold chain system, better management of vaccine stocks at the regional and
departmental levels, and Lhe use of epidemiological surveillance for
monitoring and evaluabion.

XV
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(3) Tmmunization of 80% of Senegalese children against
tuberculosis, diphtheria, pertussis, tetanus, polio, measles and yellow

fever hefore their irst birthday.

(4) Vaccination of 80% of all pregnanl women against tetanus

according to WHO gnidelines.

b. Halaria prophylaxis and treatment sceks to reduce child moctality
due to malaria by 80 percent through an integrated national program which:

(1) Provides weekly chloroquine prophylaxis to children age 0-5

and Lo pregnunt wolen,
(2) Provides presumptive therapy in all cases of fever; and

(3) ‘“Treats all laboratory confirmed cases of malaria,

Hutrition and prowth monitoring activities have been established in
The nutrition program in Schegal has centered primarily on
disteibuting surplus foods under the PLOABO Title 11
program. There has been Tittle effort to target food to malnourished
children and mothers, and this vertical program has not been well integrated
into the PHC delivery system.  Within this system, the nutritional component
will jmprove the nutritional status of chitdren aged 005 by

c.
selecled areus.
weighing childeen and

(1) Enabling the nutrition service tu provide advice and counsel
on surveiltlance, education and cehabilitation.

(2) “Training health personnel to ensure that all health structures

(centers, posts and huts) adopt national nutcition strategies.

(3) Supporting regional health plans implement an appropriate

nutrition program.

(4) Supporting village based programs consisting of small
nutritional units arcund health huts, cural maternities as well as women's
and youth organizations. Hothers will be cncouraged to provide better
nutrition to their children from colliectively produced foods through school

gardens for example.
(%) Rehabilitating severely malnourished children.

Fifly percent of ihe targel population will be examined adcording Lu the
MOH technical protocol to identify and monitor high-risk children (75
percent of the standard weight for age or less) .

Through education, preventive measurces and rehabilitation, the
prevalence of severe malnutrition in the target pupulation will be reduced
by 40 percent.

d. The national diarcheal disease control/oral vehydration therapy
(ORT) program, incorporating both packets and home mixed solution, is
implemented through the established service network. The ORY program was
begun in 1985.


http:Lilberculo'.is
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Its poal is to reduce mortality and morbidily rates from diarrheal disease
through a combination of home-mixed solutions and ORS packets provided
through health facilities. Major implementation stralegies are:

(1) To train physicians and other health workers in hospitals,
health centers and health posts in the appropriate management of acute
diarrhea. As a result of extensive training efforts during the last Lwo
years, personnel in almost all health centers and health posts and some
village health workers have received in-service training on the control of
diarrheal disecase.

(2) ‘o increase Lhe number of outlets so that 75 percent of Lthe
target population has a consistent and readily available source of ORS

packets.

(3) "o estahlish an 1EC program Lo ensure that 80% of the mothers
know about ORYT, including how to prepare and use home based sugar- salt
solutions. Publicity will be through an intensive mass media campaign of
radio broadcasts, 'tV spots and the dissemination of improved educational
materials.

(4) To treat 65 percent of diarcheal episodes among children aped
0-5 with ORS packetls.

(5) 'fo reduce the incidence of diarrhea by promoting basic
domestic hygiene aiwmed at reducing the contamination of food and water.

e. The national family planning program, although administered by the

Ministry of Social Development, provides services through health workers,
and is Lhus part of PHG at the delivery level.
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lescriplion Quantily Approx. Saurce/ Date of Responsgible of
kY Ocipgin Delivery Ovganizations
! .! ! ! e i T !
! ! b L !
£, Vehicles ! Y 0,600 !ougdh b December 89 ! USATLD
4 WD Vehicle (for MCH ! : H i H b H
HOIl/ coordinators) ! 2 H 30,000 ! ! ! 1 !
4D Vehicule, spare ! ! Ml 2T i !
pacts, 1insurance, fuel ! ! : ! !
cepait ! 2 ! 40,000 ! : !
Tatal 41,020,000
1. AUTHORTZIEED DOGURENTS
lige of PIO/Cs and PILsS.
11T, WATVERS
No new waivers ave anlicipabed. Developmenlt Fund for Afcica (DFA) funds -- funds

cbhligated in EY 88 and afbler will be used for new acquisitions.
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Al |
FINANCIAL PLAN = RURAL HEALTH SERVICES T1/CHILD SURYIVAL PROJECT EXTERSION
bar Four
TOTAL EXTENSIGN S0SAID Direct Frocureaent Regians:  PLO/P

lescription B, o, Cast iGRANT CONTHACTS  Bur-IN/Z10C Acet firs THAINING
Y1, FUBLIC HEALTH INST. DEVEL i
- Girant to lulane/Haorehouse for [ast, Healtn/$1,100,000 i$1,100,000
- Supporl ta Uity School of Redicing/ $200,000° 1 $20v,000
Pharaacy by Tulane/Aorenouse i
Y11, CHILD SURVIVAL GRAKI i
- Grant Lo Horld Vision Int 1n Lougs §350,000 @ §330,000
YITE. EVALUATIONS/RUDIT i
- lapact/Lessons learned h/F ¢ 196,000 | 198,000
- Agsess, evdl of RHDS/LS aclivitie 1 141,000 | ded, 000 .
- Financial Cospliance Audit & §0,000 | §20,000

bHAND TOTAL §9,815,000 i 91,650,000 §1,578,000 §1, 893,000 §622,000  $5/3,000







